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Thislssue: The Challenges and Opportunities of System Reform

The Promise and Peril of Value Based Behavioral Health Care

By Josh Rubin and
Meggan Schilkie, Principals at
Health M anagement Associates

y aligning payment with value,
we can achieve the triple aim of
better outcomes and better ex-
perience of the healthcare sys-
tem at a lower cost IF we define value in
terms of wellness, recovery and improved
quality of life. In this case as with almost
everything in our healthcare system today,
the metrics matter. And if the health care
system is going to deliver on the triple
aim, it will need to leverage the expertise
of, and partner with, the behavioral
hedlthcare system. We serve the clients
with the most complex needs. We have a
long history of knitting together health-
care with social services. We have, in
short, spent the last half century develop-
ing the skillsets that the medical system
needs most today.
But value-based payment (VBP) is not
a panacea, and it will not be without its
dangers for community behavioral health
agencies. VBP is, simply put, a market
solution to a problem occurring in a capi-
talist hedthcare system. VBP will in-
crease competition and empower the in-
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visible hand of the market. This will, in-
evitably, lead to creative destruction. How
creative that destruction provesto beis as
yet unknown, but that the destruction will
happen isagiven.

The American health care system has a
problem. We spend much more on health-
care than anywhere else in the industrial-
ized world, but our health outcomes don’t
reflect that spending. This stark data has
led policymakers at both federal and state
levels to propose new ways of purchasing
healthcare services based on the theory
that our fee-for-service (FFS) driven sys-
tem has provided the wrong set of incen-
tives to care providers. Rather than being
paid to keep people healthy, medical pro-
viders have been paid to take care of peo-
ple when they’re sick. This has caused the
system to focus on illness, not health and
expensive interventions in place of inex-
pensive ones. And it has led to greater
rates of illness and worse outcomes.

The system needs to be held account-
able for maintaining people’'s health as
much as possible and returning them to
health when needed. In order to hold the
system accountable, payment has to be
based on the value of any intervention to a
person, not based on the volume of ser-
vices regardless of value. In a FFS sys-

tem, more valuable interventions, those
designed to restore people to hedth and
keep them healthy, reduce providers mar-
gins, rather than increasing them. Whereas
a move to VBP can create accountability
within the care system for maintaining
people’s health, and improve margins for
those providers who do the best job.

This restructuring to VBP could be a
very good thing for behavioral heathcare
providers. After al, lots of research has
shown that peopl€'s behaviors have much
more to do with their health outcomes than
the care that they receive from medical
providers. And the same data that show
how poorly our health outcomes look when
compared with other industrialized coun-
tries, also show that when it comes to socia
services spending, the US is much farther
back in the pack. Our poor health outcomes
look like they have a lot to do with how
well our systems have managed the inter-
action between health and social services,
which is the nexus on which behaviora
healthcare lives. Meanwhile, new research
has shown that loneliness and social isola
tion are as unhedlthy as grade two obesity.
The research base is constantly and con-
tinuoudly shining alight on the importance
of behavioral healthcare, not just for people
with chronic conditions, but for everyone.

Medical providers tell us that among
their biggest challenges are working with
their clients to change behavior; providing
robust, consistent care management; ad-
dressing the social determinants of health
like housing, employment and education;
providing culturally-competent, patient-
centered care; and reaching out and en-
gaging difficult to engage populations.
These skills, which provide such huge
value, and that are so desperately needed,
are precisely those skills that high-quality
community behavioral health providers
have developed since the passage of the
community mental health act. So commu-
nity behavioral health agencies, if they are
prepared (and that’s a big if), are well-
positioned to play a vauable role in a
newly emerging organized health and
social services system.

And we should want to. Accountable
care is quality care. The dis-coordinated,
disorganized, siloed service systems is
failing to provide the person-centered
services that the people we serve deserve.
Too many of our clients are dying too
young, entangled in the crimina justice
system, struggling to maintain housing
and under/unemployed. We need to bring

see Value Based Care on page 11
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Maintaining Recovery as a Central Focus of Substance Use Disorder Services

By Arlene Gonzalez-Sanchez, MS, LM SW
Commissioner, New York State Office
of Alcoholism and Substance Abuse
Services (OASAS)

or years, the health care system

treated addiction as an acute con-

dition: an individua battling ad-

diction would be diagnosed,
treated, guided to support and then left to
their own devices on whether to succeed,
or fail, in recovery. The good newsis: for
New York State, that is no longer the
case. The New York State Office of Alco-
holism and Substance Abuse Servicers
(NYS OASAS) acknowledges addiction
for what it is: a chronic disease. As are-
sult, our system of care has undergone a
complete metamorphosis; it now focuses
more on the individual needs of each pa
tient, and the recovery phase of our con-
tinuum of care will be successful in part
due to the input and dedication of commu-
nities across the state.

Our overall recovery efforts align with
the vision of the Substance Abuse and
Mental Health Services Administration’s
(SAMHSA) Recovery-Oriented Systems
of Care (ROSC). SAMSHA says, “An
ROSC is a coordinated network of com-
munity-based services and supports that is
person-centered and builds on the
strengths and resiliencies of individuals,
families, and communities to achieve absti-
nence and improve health, wellness, and
quality of life for those with or at risk of
acohol and drug problems.” (SAMHSA-
ROSC Resource Guidebook-September
2012). By using non-clinical supports to
augment clinical recovery services, indi-
viduals will get the guidance they need as
they move through our continuum of care.
Through our ROSC in New York State,
we are helping individuals with substance
use disorders to overcome their condition
and provide them with the tools and sup-
port they need to get their lives back on
the right track.

Moving in the Right Direction

Recovery services are increasingly
becoming a more vital part of the contin-
uum of care model in New York. Our
Residential Redesign and Medicaid man-
aged care for substance use disorder ser-
vices are part of Governor Andrew M.
Cuomo's Medicaid Redesign initiative.
Providers in New York City have aready
transitioned to the new reimbursement
model under Medicaid managed care in
October 2015 and the rest of New York
State will implement the new model by
July 2016. In addition, OASAS is transi-
tioning to a new treatment paradigm that
includes residential treatment options to
divert appropriate individuals from higher
intensity levels of care to more appropri-
ate community-based options. This will
alow for bedded addiction treatment pro-
grams that provide both short-term crisis
and respite care, as well as longer term
rehabilitation options, making the treat-
ment system more responsive to individ-
ual needs.

In addition, we have fundamentally
changed outpatient care so that it includes
a continuing care component after treat-

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

ment discharge and enables providers to
offer services outside the walls of an outpa-
tient program. These changes are part of
OASAS's plan to develop New York's
ROSC capacity, by allowing providers to
see patients where they are in the commu-
nity, and to have some of those services
provided by Certified Recovery Peer Ad-
vocates (CRPAS) with the ability of pro-
viders to hill Medicaid for those services.
These changes create new opportunities for
CRPAs to assume a more integral role in
substance use disorder care and recovery.

OASAS is leading the way nationally
by using these opportunities to drive
change in the hedlth care system and
aligning our services to better meet the
treatment and recovery support needs of
those with substance use disorders. We
are continually working to bring services
to New Yorkers in their communities, to
provide residential services that meet the
needs of individuals, and to develop peer
services to help individuals gain better
access to care and aftercare.

Combating an Epidemic:
Connecting Peoplein Need to Treatment

You may have seen it in the head-
lines. The nation is in the middle of an
opioid/heroin epidemic, and New York
State has not been immune. NYS
OASAS isdoing everything in its power
to help New Yorkers battle all addic-
tions, and recovery remains a key part
of our comprehensive strategy. To bet-
ter connect individuals with treatment
and get them on the path toward recov-
ery, we launched the new OASAS Bed
Availability dashboard (https://
bil.0asas.ny.gov/oasasbed). The new,
online resource allows New Y orkers to
find available treatment services any-
where in the state, in real time. We are
working to expand the tool to include
outpatient and other services. In another
multi-agency effort to address the pre-
scription opioid and heroin epidemic,
NY S OASAS continues to work with the
Health Department and other State agen-
cies, to train more New Y orkers on how
to administer Naloxone, a medication

which can reverse an opioid overdose.
Currently, more than 100,000 people
have been trained. This is a crucial step
in the continuum of care. We must re-
verse an overdose first, so that there is an
opportunity to connect individuals to
care, the beginning step in helping indi-
viduals along the path to recovery.

Guiding People to Care

NYS OASAS is dso making invest-
ments to support New Yorkers recovery
from addiction through our new Family
Support Navigator and On-Call Peer Sup-
port Advocate initiatives. The family sup-
port navigator program assists families as
they access care for their loved one and
work their way through the OASAS sys-
tem. Under the On-Call Peer Advocate
program, a peer, with experience in access-
ing addiction services, will work with hos-
pital Emergency Department personnd to
help connect individuals in a substance use
disorder criss to appropriate treatment
services within the OASAS system before
they are discharged from the hospital. We
also recently released anew “ Access Trest-
ment” video series on our website (https./
WWW.0asas.ny.gov/treatment/index.cfm) to
help individuals and families navigate their
way through the addiction trestment sys-
tem and obtain the services they need.

OASAS dso works with primary care
providers to ensure they are trained to use
Screening, Brief Intervention and Referra
to Treatment (SBIRT). The SBIRT evidence
-based approach to identifying patients who
use alcohol and other drugs et risky levelsis
aimed at reducing and preventing substance
use disorder related hedlth consequences,
diseases, accidents and injuries. Substance
use is a health issue that often goes unde-
tected. In July, OASAS released a video
which provides general information about
SBIRT (https.//www.o0asas.ny.gov/AdMed/
shirt/index.cfm) so that more primary care
and other hedthcare disciplines can utilize
the approach with their patients.

Supportive Housing

OASAS aso recognizes that safe, af-
fordable and permanent housing for fami-
lies suffering from a substance use disorder
is an integral piece of successful recovery.
Supportive housing is as critical a compo-
nent of the recovery process as opportuni-
ties for employment, education and access
to hedlth care services. The OASAS Hous
ing Bureau is dedicated to providing hous-
ing options for individuas through rental
subsidies and case managed supportive
services. The Housing Bureau currently

see Recovery on page 7
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Congressional Mental Health Policy Reform: Hope or Hype?

By Michael B. Friedman, LM SW
Adjunct Associate Professor, Columbia
University School of Social Work

ince the tragic killings in New-
town, CT in 2013, most politi-
ians have mistakenly maintained
hat mass murder islargely a con-
sequence of a “broken” mental health
system. In Washington, and elsewhere,
elected officials have been promising to
“fix” the system, and to their credit they
have enacted a number of important incre-
mental improvements into law. But so-
called “comprehensive mental health re-
form” has not moved, probably because
comprehensive reform bills have included
highly controversial proposals to limit
rights to refuse treatment and to privacy.
This year modified versions of previous
bills have been introduced in the House of
Representatives’ and the Senate’ that
claim to address the controversies while
also keeping the promise of comprehen-
sive reform.

Good news? Not very. The ideological
controversies, as important as they are,
have been a distraction from the fact that
these legislative proposals are not realy
comprehensive. They are just a few more
incremental changes, some of which may
be worthwhile but which certainly don't
live up to the promise of major reform.

The core problems with the American
mental health system are pretty clear. A
great many people with mental and/or
substance abuse disorders who might
benefit from mental health or substance
abuse services cannot get services at all,
and the services that people do get are
often of poor quality. According to the
National Comorbidity Study Replication
(NCS-R), nearly 60% of people with diag-
nosable mental and/or substance use dis-
orders do not get treatment. And most
people who get treatment, get it initialy
from primary care physicians, who pro-
vide “minimally adequate care” less than
15% of the time. The chances for getting
minimally adequate care (which is not
necessarily high quality) are better with
mental health professionals, who provide
it amost 50% of the time, but hardly what
one would hope for.?

So the key questions to ask about the
so-called “comprehensive mental health
reform” billsin Congress are: (1) what do
they do to increase mental health and sub-
stance abuse service capacity and (2) what
do they do to improve quality of care?
Let'ssee.

A fundamental premise of the current
legislative proposals is that the bureauc-
racy in Washington needs to be re-
organized. The hills call for a new posi-
tion in The Department of Health and
Human Services (HHS) — an Assistant
Secretary for Mental Health and Sub-
stance Abuse. The Office of the Assistant
Secretary would oversee (or replace de-
pending on the hill) the Substance Abuse
and Mental Hedlth Services Administra-
tion (SAMHSA). It would aso have au-
thority to coordinate the 112 federal pro-
grams that the Government Accounting
Office (GAO) recently identified as in-
volved in behavioral health.* These agen-
cies are loosely linked at best, and this is

Michad B. Friedman, LM SW

perceived as a magjor cause of the frag-
mentation that plagues the American men-
tal health system.

But isit realy clear that poor commu-
nication and coordination among public
officials in Washington are a major cause
of fragmentation on the ground, where
services are delivered? And, more impor-
tantly, what will improved coordination at
the level of federal agencies contribute to
the development of more and better ser-
vices? Lots of meetings in Washington
and lots of E-mails (monitored by the
Office of the Assistant Secretary?) will do
what to increase service capacity and
quality? It'sfar from clear to me.”

Don't get me wrong. | don’'t oppose
the creation of a new Assistant Secretary,
and | support the idea of a Coordinating
Council and a Mental Heath Services
Laboratory, which are also built into the
re-organization proposals. Maybe they
will help a little. But reorganization is
usualy an illusory solution and rarely
results in major improvements in caring
for people who need care.

Of course, the bills now being consid-
ered do propose to increase service, but
not nearly on the necessary scale. Let's
think about it. If more than half of people
with behavioral health disorders do not
get treatment now, it may be necessary to
double services in the United States. OK,
that's probably more than needed since
not everyone with an untreated mental
disorder needs or would be benefit from
treatment. So let's guess that the system
needs to grow about half that, say 50%. It
is currently projected that in 2014 the
nation spent over $210 billion on behav-
ioral health services (about 63% public
and 37% private)®. Does that mean we
would need to spend more than an addi-
tional $100 billion per year overal, about
$63 bhillion by the government and $37
billion by the private sector, in order to
bring the mental health system to scale?
Is there any chance at al that the Con-
gress would authorize or mandate spend-
ing of this magnitude?

The bills under consideration do pro-
pose what at first appears to be a signifi-
cant increase in Medicaid spending for
inpatient treatment in hospitals. They call

for elimination of the exclusion of Medi-
caid coverage for mental health services
in psychiatric hospitals (“institutions for
the mentally diseased”) for adults aged 22
-64. According to the Congressional
Budget Office (CBO), this could cost as
much as $66 billion over 10 years.”

There is, of course, an important ques-
tion about whether it is sensible to make a
major financial investment in acute (these
bills limit coverage to an average of less
than 30 days) inpatient treatment rather
than long-term care or investing instead in
community-based services and housing.
And there is also a significant question
about why it is necessary to lift the exclu-
sion on psychiatric hospitals since there is
no exclusion on Medicaid coverage of
inpatient psychiatric services in genera
hospitals. Why invest in state and private,
mostly for-profit, psychiatric hospitals
rather than creating incentives for genera
hospitals to expand psychiatric inpatient
services, especialy in the context of the
call for increased integration of behavioral
and physical health care servicesthat is an
essential element of these bills?

That aside, one has to wonder about the
reality of this call for increased inpatient
services when these bills authorize expan-
sion only if the actuary of CMS certifies
that more inpatient services will not result
in an overall increase in Medicaid expendi-
tures. In its estimate of the costs of this
section of the main House hill, the CBO
states that it is highly unlikely that CMS
would find the new spending to be budget
neutral, and that, therefore, it is highly
unlikely that these new inpatient services
will ever take place.

What about expansion of community
services? These bills do cal for re
authorizations of some community service
demonstrations, for expansions of others,
and for some new ones. For example, the
primary House bill calls for expansion of
the Federal mental health block grant by
2% for states that have “assisted outpa-
tient” programs. If al states qualify, that
would amount to an increase of $10 mil-
lion nationwide, not very much in the
context of over $210 billion of annua
spending on behavioral health. Alto-
gether, proposed community service ex-
pansions come nowhere close to a mean-
ingful increase in federal spending.

The point is smple. There is not nearly
enough money in these “comprehensive
reform” proposals to pay for a major
growth in service capacity. Without such
growth, what will be different for the vast
number of Americans who don't get be-
haviora health services when they need it?

To be fair, this legidation does try to
address the shortage of personnel trained
to provide behaviora health services. If
successful—i.e. if the number of well-
trained behavioral health professionals
increases at greater than the rate of popu-
lation growth—it would then be possible
to serve a greater portion of the popula-
tion than is now served. Much to be hoped
for, but I'm not a al sure we should
count on it.

What about quality, the other mgor
problem with the American behavioral
health system? Proposed legislation does
recognize and try to address the uneven
quality of behavioral health servicesin the

United States. It calls for, and provides
some funding for, more research. It calls
for, and provides some funding for, better
trandation of research into practice. It
cals for, and would fund some training
for, greater use of evidence-based prac-
tices. It calls for more attention to the
mental health needs of children. Etc.

Will this help? Probably some, and it
should certainly be supported. But | re-
main concerned that these proposals will
not address a number of core issues of
quality including:

* Lack of interest in the fact that America
is aging and needs a “ generationally com-
petent” behavioral health system

* Lack of attention to the divide in Amer-
ica between a public and a private mental
health system and the reliance on trainees
and freshly minted professionals in the
public system

» Lack of attention to the failure to reach
and appropriately serve people for whom
the tradition of office-based treatment is a
problem

e Lack of attention to the socia determi-
nants of behavioral health and to the kinds
of societal level interventions necessary to
address them

* And more.

Comprehensive mental health reform?
That would be great. Maybe someday a
proposal will emerge in Congress that
gets beyond rhetoric and realy makes
more and better behavioral health services
available to people who need them. But
we are not there yet. The comprehensive
reform bills in Congress are, I'm afraid,
far more hype than hope.

Michael Friedman is retired but
continues to teach mental health pol-
icy at Columbia University School of
Social Work and to write about be-
havioral health and about aging. He
is the founder and former director of
the Center for Policy, Advocacy, and
Education of the Mental Health Asso-
ciation of New York City. He can be
reached at mf395@columbia.edu.

Notes and References

* The observation that there are a great
many federal mental health programs is
not new. For example, in 1977 the GAO
issued a report that identified 135 such
federal programs and called for consolida-
tion and improved coordination.> Obvi-
oudly, in the following years little pro-
gress has been made. Will the cal for
coordination succeed this time?

1. Helping Families In Mental Health
Crisis Act of 2015. HR 2646. https://
www.congress.gov/bill/114th-congress/
house-bill/2646

2. Sullivan, P. “Bipartisan Mental Health

see Hope or Hype on page 29
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Adapting to System Reform

By Dina, James, Jerald, Jesse,
Peter, Taheem, and Thomas

This article is the first in a quarterly
series giving voice to the perspectives of
individuals with lived experiences as they
share their opinions on a particular topic.
The authors of this column facilitated a
focus group of their peers to inform this
writing. The authors are served by SUS
(Services for the UnderServed), a NYC
nonprofit that is committed to giving
every New Yorker the tools they can use
to lead a life of purpose.

s we sat together to discuss our

perspectives on the topic of

Adapting to System Reform,

we soon redlized that street
homelessness, hospitalizations, alienation
from family and community, substance
use, sobriety and living with mental ill-
ness were al experiences we shared. We
aso came to appreciate that we were
united by hope, resilience, personal recov-
ery, and a strong desire to help others.
And, while we were al “users’ of the
hedlth care system, the reform of it was
not something we had realy had the
chance to wrap our heads around.

Health care and the way it is provided
affects everyone, and while New York
may be a tough place to live in many
ways, it also has one of the most compre-
hensive systems available to people any-
where in the country. The problem is that
aong with being comprehensive, it's
complicated and even the most fundamen-
tal step of applying for SSI and Medicaid
can be chalenging. Understanding how
the system works, what's available to
whom, how to access it, and of course,
figuring out what paperwork is needed
can be huge hurdles to using the system.
But the challenges go deeper than that.

In October 2015, Managed Care got
brought into the world of behaviora
health in a big way, but none of us feel
confident that we understand what that

really means and how this change affects
our lives. The way this change was com-
municated was random and confusing. So
rather than feeling empowered to make
informed decisions about our health care,
the lack of a clear understanding contin-
ues to promote our dependence on case
workers and care coordinators for their
interpretation of the changes. For govern-
ment and policymakers to be making de-
cisions about the very things that so pro-
foundly affect our lives, without making
us a part of the decision-making is at the
root of the issue of how we adapt to sys-
tem reform. For rather than adapting, we
should be helping to figure out what adap-
tations should be recommended in the
first place, if in fact the intent of the re-
form is to keep us out of ERS, prevent
hospitalizations, and promote a better
quality of life for us. To relegate our deci-
sion-making to simply choosing this plan
or that planisto do us adisservice.

One of our biggest strengths is that we
al have lived experiences that put usin a
position to help others and ourselves in
ways that are unique and powerful. People
who are trying to understand and navigate
the system are much more likely to listen
to someone who has taken that journey
themselves. Someone with a lived experi-
ence can more easily build trust, speak
with empathy and guide with compassion.
For example, most of us had to either be-
come homeless or be hospitalized in order
to learn about what is available. It should-
n't take hitting rock bottom to finally find
out that there is a safety net in this city
that could be accessed. Programs and sys-
tem efforts that focus on catching people
before they fal are the things that are go-
ing to help us move forward, and people
with lived experiences can and should be
playing a major part in sharing informa-
tion about this if we are redly serious
about wanting to keep people out of hos-
pitals, out of jails and off the streets.

But how do we get the word out? Peo-
ple with lived experiences want to be do-

ing public service announcements, writing
articles like this one, working aongside
social workers, doing outreach and ad-
vancing engagement on a lot of levels.
And, let's talk about those letters that get
sent out from “government.” Are they
purposely written so that no one can un-
derstand them? We think we all got a let-
ter talking about DSRIPs. It starts by say-
ing there are no changes to my Medicaid
and so some of us breathed a sigh of relief
and threw it out. Others of us received
letters talking about HARP, saw that we
could opt out of sharing our information
and so did just that, only to find out later
that perhaps that was not the best move.
Peers should be helping to write these
notices so that the very people who need
to understand them have a chance to do
so. There is a rea breakdown in the sys-
tem and yes, even though a social worker
or care coordinator might be available to
walk us through the maze, communicating
changes that are happening continuously
is bewildering and we often receive con-
flicting advice. The system needs to do
better.

We aso know that we can't have re-
covery without housing, and so to respond
to the question of “adapting to system
reform” we must speak about the central
importance of housing. There just isn't
any possibility of stability without hous-
ing. There's no address to get mail.
There's no pride of place. There's no rest
for the weary. There's no anything. Hous-
ing is the umbrella under which every-
thing else can happen. We need to get
focused on this in a huge way, not just
with set-asides in buildings and not just as
an dafterthought - but as a first thought.
Any system without true, integrated, com-
munity-based permanent housing for peo-
ple with behaviora health challenges is

just aBand Aid.
And that leads us to our fina point:
discusson. We're not doing nearly

enough talking to each other AND to oth-
ers in general. Awareness, education, and

information sharing need to be at the fore-
front of system reform in order for it to
really mean something and be effective.

In concluding we will summarize some
of the thoughts we have shared so far and
highlight some other suggestions:

- Any and all communication about the sys-
tem needs to happen with our involvement
in what's being communicated, before it's
communicated. Don’t decide for us. Decide
with us. Have our voice at the table.

- There need to be organized, facilitated,
community conversations with informa-
tion that is clear and easy to understand.

-Use every communication channd avail-
able. For people who are homeless, we
can’t count on them learning about how to
get help because a letter gets sent out.
And for people who are living in shelters,
a Public Service Announcement won't do
the trick. Communication needs to be
customized and not a one-sizefits-all
approach. Lots of us have smart phones
and we could be getting information on
social media Why not try that?

- Information workshops should be set up
in specific locations and made open to the
public and anyone interested in under-
standing their health coverage options
should know about these through a widely
publicized advertising campaign, on sub-
ways, in newspapers, through social me-
diaand community venues.

- And, last but certainly not least, we need
to care more about each other. Education,
information and empowerment can only
happen from a place of compassion. There
isstill alot of stigma about mental illness.
We need to make a pact with each other
that no one, because of the circumstances
of their life, gets left behind in our current
system or in any system reform. Having
our corner in this newspaper is a great
starting point.

Recovery from page 4

administers a portfolio of housing contracts
funding more than 1,900 permanent sup-
portive apartment units.

Recovery Community
And Outreach Centers

NYS OASAS currently oversees four
Recovery Community and Outreach Centers.
These centers offer information and educa-
tion to communities on how to access ad-
diction treatment support; assist with the
navigation of insurance and treatment is-
sues;, and engage peers and volunteers to
assist those in recovery on their path to-
ward wellness. Because this initiative has
proven successful OASAS will expand it

with funding awards for 6 new centers
across the state to be announced soon.

Y outh Clubhouses

In January, Governor Cuomo an-
nounced more than $1.6 million in annual
funding to create adolescent substance use
disorder clubhouses. These first-of-their-
kind clubhouses will be based in seven
regions across the state and will promote
peer-driven supports and servicesin anon
-clinical setting for young New Y orkersin
recovery or at risk for substance use disor-
ders. The organizations receiving funding
will help young individuals in recovery
develop socia skills that promote long-
term health, wellness, recovery and a drug
-freelifestyle.

Recovery Peer Advocates

OASAS s aso working with Certifica-
tion Boards to increase the number of
Certified Recovery Peer Advocates
(CRPAS) across the state. So far, the
Boards have certified 265 peer advocates.
OASAS is dso collaborating with the
New York Alliance for Careers in Health-
care and CUNY to explore additional
ways to work together to help fulfill the
growing need of CRPAs at OASAS treat-
ment providers. We are continually work-
ing to address barriers for CRPA certifica
tion and to create additional areas of ex-
pertise for certain populations. We will be
establishing two new peer specidlties:
family and youth peer specialists. Fami-
lies faced with a loved one's addiction

often feel scared and alone. Family peers,
through their lived experience and train-
ing will be able to provide needed support
and assistance. Y outh peer specialists will
also be a much-needed resource for young
people entering treatment or who are
working on recovery.

There are many exciting initiatives
underway focused on recovery from the
grasps of the disease of addiction. The
first step in recovery is to recognize the
addiction problem and to step forward for
help. To access help, New Y orkers strug-
gling with addiction, or whose loved ones
are struggling, can call the State's toll-
free, 24-hour, 7-day-a-week HOPEline at
1-877-8-HOPENY  (1-877-846-7369).
You can dso find information on our
website: www.oasas.ny.gov.
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NYSPA Report: Raise the Age of Jurisdiction

By Barry B. Perlman, MD and
Demitrios (Jamie) Papapetros

n important part of the mission

of the New York State Psychi-

atric Association is its work to

assure the incorporation of
good, up to date science into public policy
as well as its work to protect vulnerable
populations. NYSPA’s advocacy for rais-
ing the age of criminal responsibility in
New York State from 16 to 18 years of
age as part of a complex, broader package
of juvenile justice reforms aligns with
both goals while enhancing the safety of
citizens. Indeed, public safety may be
improved if what happens in NYS is
found to be consistent with the experience
in other states.

For the last two years Governor An-
drew Cuomo has submitted legislation the
goal of which is to phase in a rise in the
age of juvenile jurisdiction to age 18
which would bring our state into line with
other states. To date, the legislation has
not passed; as a result New York contin-
ues to be the only state aside from North
Carolina, to retain 16 as the age above
which youth are tried in adult court rather
than in Family Court where access to an
array of supportive, rehabilitative services
is integral to the actions which can be set
in motion by the court. While the legisla-
tion has been met by some concerns,
many welcome it as an opportunity for
New York to be smart on crime, including
a broad coalition of organizations repre-
senting youth, families as well as mem-
bers from the law enforcement and district
attorney community and unions.

To address the fear that reform would
likely lead to increased crime, it is impor-
tant to point out that violent crime com-
mitted by juveniles would continue to
originate in criminal court. Recognizing
the developmental differences between
youth and adults, the Governor’s bill
would establish “Youth Parts” in criminal
superior courts assuring that adolescents
who commit the most violent crimes
would be handled in adult courts by
judges with special training meant to pre-
pare them to address the special issues
arising when dealing with offenders in
this age group.

Data from Connecticut and Illinois, 2
states which recently enacted comparable
changes to their statutes, reveal that re-
cidivism and crime rates can be lowered
when non-violent young offenders are
removed from the adult justice system and
receive mental health and other needed
services without adversely affecting pub-
lic safety. Furthermore, data demonstrate
the salutary impact on the young non-
violent offenders themselves of not being
incarcerated in adult facilities. Beyond
reduced recidivism researchers found
lower rates of suicide, a lesser likelihood
of their being sexually assaulted and a
better chance that they will do better after
release.

The call for reform is based in the sci-
entific findings of both contemporary
neurodevelopmental psychology and be-
havioral research. Researchers over recent
decades have better delineated the evolu-
tion during adolescence of the develop-

Barry B. PerlIman, MD

mental reward, pleasure neural pathways
of the brain and the implications of those
evolving changes on the behavior of those
between 15 and 21 years of age. The brain
changes which occur over a period of
years may be both sequential and simulta-
neous. They manifest themselves in
changes various anatomic regions and
pathways in the brain with consequences
on its systems of reward and neurointe-
gration. The result at different develop-
mental points is adolescent hypersensitiv-
ity to pleasure seeking experiences, espe-
cially when in the company of their con-
temporaries, and only the gradual ascent
of more rational decision making along
with better affective modulation more
characteristic of adults as the process of
maturation unfolds. In this context, it is
noteworthy that the U.S. Supreme Court in
a series of decisions beginning with Roper
v. Simmons in 2005, has recognized that
youth should be viewed as being less le-
gally culpable than adults as well as being
more amenable to rehabilitation.

Absent an agreement to raise the age
during the 2015 Legislative Session, the
Governor, issued Executive Order No.
150 as an interim measure until the pas-
sage of legislation, which directs the De-
partment of Corrections and Community
Supervision (DOCCS) in collaboration
with the Office of Children and Family
Services (OCFS), Office of Mental Health
(OMH) and Office of General Services
(OGS), to implement the plan to relocate
most minors from adult prisons to juve-
nile facilities in NYS. In anticipation of
passing raise the age legislation, the Gov-
ernor’s 2016 budget seeks an appropria-
tion of $111 million as part of a 5 year
financial plan. Of that amount $110 mil-
lion would be appropriated to OCFS for
the purpose of increasing capacity through
the upgrade and renovation of existing
facilities and the design of new facilities.
$ 1 million is designated to OMH for pro-
gram design and staffing for the newly
expanded facilities. Relocation of juve-
niles is to start in August, 2016.

The expansion of the Youthful Of-
fender Status, the provisions to allow

Demitrios (Jamie) Papapetros

court proceedings and conviction to be
sealed after a certain period of time in
certain cases are two additional important
aspects of the “Raise the Age” legislation
that are noteworthy; they highlight the

increasing recognition at all levels of poli-
cymaking that youth can be rehabilitated
and deserve a second chance to learn from
a mistake made during their formative
years rather than being saddled with a re-
cord which limits their future opportunities
for higher education, including financial
aid assistance, as well as employment.

In conclusion, NYSPA, along with
many other interested groups such as
Families Together, is advocating for a
change in NYS law that would recognize
the advances in the scientific understand-
ing of developmental neuropsychology of
the brain by “raising the age” of criminal
responsibility for non-violent youth of-
fenders in NYS and at the same time offer
appropriate protections to youth who, not
having reached mature adulthood, deserve
to have their treatment by our legal sys-
tem mitigated as a result of that new
knowledge. NYSPA hopes that during the
2016 Legislative Session a bill can be
crafted which will pass both chambers, be
signed into law by the Governor and will
serve the youth of NYS well while also
protecting public safety.

Dr. Perlman is the Chair, Committee
on Legislation, New York State Psychiat-
ric Association and Mr. Papapetros is the
Coordinator of Research and Communi-
cations at Richard Gallo Associates.

New York State
Psychiatric Association

Area II of the American Psychiatric Association

Representing 4500 Psychiatrists in New York

Advancing the Scientific and
Ethical Practice of Psychiatric Medicine

Advocating for Full Parity
in the Treatment of Mental Illness

Advancing the Principle that all Persons

with Mental Illness Deserve an Evaluation

with a Psychiatric Physician to Determine

Appropriate Care and Treatment

Please Visit Our Website At:

www.nyspsych.org
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Join Usin Honoring Four Champions of the Behavioral Health Community

Limited Tickets Still Available - See Page 16 for Details

By Staff Writer
Behavioral Health News

ehaviora Health News will
hold its Annua Leadership
Awards Reception on June 21st
a NYU Kimmel Center's
Rosenthal Pavilion. Jorge R. Petit, MD,
Board Chairman of Mental Health News
Education, Inc. (MHNE), publisher of
Behavioral Health News, made the an-
nouncement saying, “We are extremely
excited to be holding our second annual
Leadership Awards Reception and equally
excited to be honoring four outstanding
leaders of the behavioral heath commu-
nity: Ann Marie T. Sullivan, MD, Peter
C. Campandlli, PsyD, Linda Rosenberg,
MSW, and John Coppola, MSW. We hope
all of our friends, colleagues and support-
erswill come out to pay tribute to our hon-
orees and to help support MHNE's vita
behavioral health education mission.”

Ann Marie T. Sullivan, MD, is Com-
missioner of the New Y ork State Office of
Mental Health (OMH). Dr. Sullivan was
confirmed by the New York State Senate
as Commissioner on June 20, 2014. New
York State has alarge, multi-faceted men-
tal hedth system that serves more than
700,000 individuals each year. The Office
of Mental Health operates psychiatric
centers across the State, and also oversees

more than 4,500 community programs,
including inpatient and outpatient pro-
grams, emergency, community support,
residential and family care programs. As
Commissioner, she has guided the trans-
formation of the state hospital system in
its emphasis on recovery and expansion of
community based treatment, reinvesting
over 60 million dollars in community ser-
vices. Previoudly, she was the Senior Vice
President for the Queens Health Network
of the New York City Health and Hospi-
tals Corporation.

Peter C. Campanelli, PsyD, is Senior
Scholar, Organizational and Community
Services and a Senior Research Scientist
for the McSilver Institute for Poverty Pol-
icy and Research at New York University
Silver School of Socia Work. Among
other initiatives, Dr. Campanelli co-
developed and co-directs NYU Silver's
six-module Advanced Certificate in Inte-
grated Primary and Behaviora Health
(IPBH). He is the former President and
Chief Executive Officer of the Institute
for Community Living.

Linda Rosenberg, MSW, is President
and CEO of the National Council for Be-
havioral Hedth. A hedthcare architect
who has advanced quality care for people
with mental and substance use disorders,
Linda is a national expert in the financing
and delivery of mental headth and sub-
stance services. Under her leadership, the

National Council for Behavioral Hedlth
has become our nation's most effective
advocate for behavioral health prevention,
early intervention, science-based treat-
ment, and recovery.

John J. Coppola, MSW, is the first
Executive Director of the New York As
sociation of Alcoholism and Substance
Abuse Providers, Inc. (ASAP). He has
held that position since June of 1996. Mr.
Coppola is responsible for representing
the interests of substance use disorder and
problem gambling treatment, prevention,
recovery, research, and training providers
throughout New York State. John serves
on a variety of national, state, and local
working groups and committees that ad-
dress major issues affecting the field.

Ira Minot, LMSW, Founder and Ex-
ecutive Director of MHNE stated, “Our
Leadership Awards Reception this June
will celebrate our 16th year of providing
vital behavioral health education to the
community. | am very honored that we
will have this opportunity to pay tribute to
four outstanding leaders of our commu-
nity, and hope everyone will come out in
support of their lifetimes of achievement.”
More on our honorees...

Ann MarieT. Sullivan, MD

As Commissioner of the NYS OMH,
Dr. Sullivan has worked closely with al

mental health providers and health plans,
and is responsible for the movement of
the health benefit for the seriously men-
tally ill into managed care beginning in
October 2015. This new Health and Re-
covery Plan (HARP) benefit will embed
in the Medicaid benefit critica recovery
services such as crisis respite, peer, edu-
cational and employment supports. She
has also been instrumenta in expanding
services for the mentally ill in prisons and
in expanding the much needed community
based continuum of care for the seriously
mentally ill leaving prison and returning
to their community.

Asthe former Senior Vice President of
the Queens Health Network of the New
York City Health and Hospitals Corpora-
tion, Ann was responsible for Elmhurst
and Queens Hospital Centers, two public
hospitals which serve a community of
over 2 million New York City residents.
Along with ensuring the seamless integra-
tion and coordination of services across
the Network, Dr. Sullivan aligned and
helped to implement key corporate pro-
grams such as the Care Management Ini-
tiative on the inpatient units and in the
emergency services; the launching of best
practices to improve patient safety; and
the integration of behavioral health and
medical sciences.

see Awards Reception on page 28
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Becoming a Millennial Nonpr ofit

By Kristin M. Woodlock, RN, MPA
Chief Executive Officer
Woodlock & Associates, LLC

ealth and human services non-

profits across the country are

in the midst of a developmen-

tal crisis. Taking a page from
Erikson’s stages of psychosocia develop-
ment our sector is in the “industry vs.
inferiority” stage battling with the ques-
tion “Can my organization make it in the
world of value based payment?’ Develop-
mental mastery is aways preceded by
chaos, crisis, learning and struggle. This
article confronts this developmental chal-
lenge through presenting the context for
the struggle with an architecture for or-
ganizational mastery.

Nonprofits began as charities, created
for doing “God's Work.” Settlement
houses, orphanages or food pantries were
often initiated by a religious organization
or awealthy benefactor to care for the less
fortunate. While the work was extremely
challenging, the mission and corporate
structure were clear and simple. With the
advent of the Great Society in the 1960's
Government needed extenders across
America to meet an ambitious agenda for
social, health and education improve-
ments. With a proliferation of 501(c)(3)
organi zations between 1970 and 1990, the
focus of nonprofits shifted to doing
“Government’s Work.” A robust stream
of government contracts expanded the
reach and complexity of nonprofits. Over
five decades, significant advances in the
healthcare, social supports, housing and
education have been made.

The results, however, are not al posi-
tive. This prior developmental phase left
us with a lasting moniker as a “charity”
where it is acceptable for government to
underfund services while simultaneously
messaging that nonprofit's should think
and act like a business. The mismatch of
expectation places unrealistic demands on
an outdated architecture for nonprofits as
agents of government. While their mis-
sion is strong, the current nonprofit scaf-
folding of budgeting, finance and business
intelligence is too frail and inelastic to
support the changes necessary to move to
a value-based environment. Delivering
value is akin to the retail market. The de-
velopmental chalenge we face, to

Kristin M. Woodlock, RN, MPA

“deliver value” is an existentia-level
change from simply “doing good.” Not
unlike the difference between a rotary
phone and a smart phone, that do the same
function in remarkably different ways.

To complete the analogy, nonprofits
need to develop an operational vision and
framework for taking care of people
which comports with a competition-based,
product-driven market. Without this struc-
ture and attention, the magnitude of the
change required in government policy,
regulation and funding in the nonprofit
sector could quickly create paralysis in
organizations fighting fires on a number
of fronts. An architecture for moving to
the value-based world connects and in-
spires people inside the organization and
beyond. Nonprofit boards and leaders
need to articulate a clear vision of what
“value-based” means to them from the
beginning, breaking it down into clear
action steps, communicating what it will
look like at mile-markers along the jour-
ney, and translating it into a story that can
be told and retold.

A well-constructed transformation
story paired with an implementation struc-
ture will guide the organization through
the turbulent waters of change as indi-
viduals understand what must change and
why. Millennial Nonprofit is an architec-
ture that leaders can use to build core

competencies for success in a value-based
environment and perhaps most impor-
tantly to build hope and conviction across
the organization. Organizational mastery
is articulated by performance in eight (8)
core Millennia Nonprofit™ characteris-
tics of Mission, Digtinctiveness, Exper-
tise, Highly Efficient (ROI), Messaging,
System Affiliate, Results and Location.
Nonprofits can both drive interna trans-
formation and communicate their capabil-
ity as a value-based provider externally
using the Millennial Nonprofit standard.

A shared vision of what a “mastery
model” for a nonprofit is in the era of
value-based payment must be achieved
among agencies, payers, government and
philanthropy to ground critical transition
work in public policy, finance and pay-
ment, regulation and outcomes.

To effectively move towards a Millen-
nial Nonprofit standard one must realisti-
caly know where one stands today. The
pathway to mastery demands organiza-
tions pursue rigorous assessment across
many domains. While each is important,
the fragility of the financia position and
infrastructure of nonprofits makes attend-
ing to the organization’s capacity to keep
the doors open during a transition priority
one. Our approach to financial and infra-
structure assessment must recognize that
self-assessment is limited. Nonprofits have
thick reputational veneers and neither gov-
ernmental, Foundation accreditation bod-
ies nor outside auditors have really
cracked the code to identification of risk.
How might we look differently at assess-
ing the health of our agency? Chief Ex-
ecutives of major corporations are always
looking at their company’s performance
and risk. Risk is a constant presence, but
its form is continuously changing. In re-
viewing their approach, nonprofits could
consider a “health scan” for the Agency.

By example, a scan administered by an
objective source across nine (9) domains
using a select group of indicators scored
in a basic color code of green (meets or
exceeds)/yellow (partially meets)/red (does
not meet). Whatever the tool, the assess-
ment should build transparency, account-
ability and conversation across the organi-
zation leading to action. Organizationa
health assessment before, during and after
the transition to vaue-based payment cre-
atestherigor needed to achieve mastery.

We in the nonprofit community can
master this developmental challenge be-
fore us if we are good students of history
and deploy a strong vision and architec-
ture for the change within our field and in
our organizations. It also seems wise for us
to heed Erikson’s caution that challengesin
the developmenta stages not successfully
completed should be expected to reappear
as problemsin the future.

Kristin M. Woodlock is the CEO of
Woodlock & Associates, LLC a consulting
firm specializing in nonprofit health and
human services. She can be reached by
phone at (917) 244-4221 or by email at
woodl ockassociates@gmail.com

Woodlock & Associates, LLC

Specialty Consultation in Nonprofit Health & Human Services

Operations Strengthening - Transition to Value Based Payment
Children’s Services - Millennial Nonprofit - Organizational Health Assessment

Kristin M. Woodlock RN, MPA
Phone 917.244.4221

Website: Woodlockassociates.com
Email: Woodlockassociates@gmail.com

Value Based Care from page 1

our understanding of how to weave medi-
cal and social services together to our
potential partners in the medical system
while positioning ourselves to negotiate a
portion of the shared savings that the out-
comes we generate achieve.

The current cost-based contract system
and FFS reimbursement is not working.
Behavioral health providers are failing
under the weight of rates that don’t cover
costs. Behavioral healthcare spending is a
small and shrinking piece of the health-
care pie, and while the people we serve
are accessing some of the most expensive
services, the vast lion’s share of the
money spent on them is spent outside of
our programs. And important pieces of the

services that community behavioral health
providers frequently provide are not com-
pensated at all under current reimburse-
ment structures. Providers routinely pro-
vide services for which they know they
will not be paid, but do it anyway because
it iswhat the people they serve need. Asa
result a large portion of the behavioral
health sector’s long-term financia sus
tainability is currently at risk.

How well things work out for our
agencies and the people we serve will, in
no small part, depend on how well we
meet the critical challenge of defining
value as not just a reduction in clinical
symptoms and diminished costs. Vaue
must be defined as recovery. The metrics
must include improvements in the social
determinants of health and quality of life

such as housing stability, employment,
education, community inclusion and con-
nectivity. Thisis the value that behavioral
health providers have been providing for
decades and for which they should be
compensated appropriately. The perform-
ance metrics to which managed care or-
ganizations and accountable care entities
will be held will be determined in a con-
tested, complex, political and bureaucratic
process. It is absolutely essential that
those metrics capture the value that com-
munity behavioral heath agencies add;
otherwise, there will be no way for our
community to get our share.

Providers also have alot of work to do
internally. VBP requires that the Board,
the agency’s leadership and the staff are
al aligned in understanding and rising to

the strategic challenges created by the
transition. New program models and care
pathways will be required, as will new
relationships with a wide range of other
providers both within and outside the be-
havioral health sector. In addition, provid-
ers will need to implement data capture,
analysis, sharing and reporting systems
that combine clinical, programmatic and
administrative data. Providers will need to
update and strengthen financial reporting
and analytic systems to better understand
and manage the total costs of care and
costs per unit of value.

And it's clear that VBP advantages a
certain type of provider. Larger, more
sophisticated providers with deep benches

see Value Based Care on page 29
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From Neghboring Institutionsto Collaborators:

A Joint Effort to Improve Integrated Care

By Julie Chipman, LCSW, MPA
Jean-Marie Bradford, MD, and
M. Goretti Almeida, MBA

he integration of primary and

behavioral health has become a

major focus of healthcare re-

structuring across the country in
the past several decades. New partner-
ships, emerging from a historically siloed
system, share the triple aim of improving
health status, containing costs and en-
hancing service delivery to individuas
with behavioral health conditions. The
growing number of federal, state and local
health initiatives, rolling out aongside
those of the health insurance and technol-
ogy industries, highlights the myriad
stakeholders committed to achieving inte-
grative care models. Still, the challenges
facing providers and systems of care are
many and often require new approachesto
successful collaboration.

While there is robust evidence support-
ing the addition of behaviora healthcare
services to primary care settings, less ex-
ists to support embedding primary care
within mental health clinics (L.E. Raney,
ed., Integrated Care: Working at the Inter-
face of Primary Care and Behavioral
Hedlth, 2015). Data from a community-
based sample of adults with serious men-
tal illness (SMI) — whose high rates of
medical comorbidities and excess mortal-
ity disproportionately drive health care
expenditures — show that over 60% of
subjects had difficulty taking medication,
keeping medical appointments, and identi-
fying symptoms (Skinner et al, Met and
unmet needs for assistance and quality of
life for people with severe and persistent
mental disorders, 1999). In addition, the
stark association of SMI and poverty with
modifiable risk factors and poorer health
outcomes underscores the need for tar-
geted integration efforts in public settings
(Vick, Jones, & Mitra, Poverty and severe
psychiatric disorder in the U.S.: Evidence
from the Medical Expenditure Panel Sur-
vey, 2012). Individuas with SMI often
identify their behavioral health providers
as their primary resource in the commu-
nity and their mental health clinic as their
unofficial health home. It therefore stands
to reason that placing physical health ser-
vices in the behavioral heath setting
would produce better outcomes.

In 2014, New York State finalized the
terms of awaiver from the federal govern-
ment to allow the State to reinvest $8 bil-
lion in federal savings for Medicaid redes-
ign. Over $6 hillion was allocated to the
Delivery System Reform Incentive Pay-
ment (DSRIP) Program to streamline
healthcare delivery and reduce avoidable
hospitalizations and emergency depart-
ment visits by 25% over five years.
DSRIP promotes community-level col-
laboration between providers of care into
formal, sustainable care networks called

Performing Provider Systems (PPS)
(Algonquin Studios, NYS DSRIP: An $8
Billion Experiment in Working Together
for Better Healthcare, 2014; Schuyler
Center for Analysis and Advocacy, Over-
view of the Delivery System Reform In-
centive Payment Program, 2014). PPS are
required to streamline the delivery system
and make quality health care accessible to
Medicaid members as the foundation to
achieve the program milestones. The level
of funding and coordinated effort in-
volved in DSRIP speaks to the priority
given to enhancing services to residents
with behavioral healthcare needs.

Under this initiative, NewY ork-
Presbyterian (NYP) is leading a PPS and
collaborating with the Washington
Heights Community Service (WHCS) to
embed primary care in two state mental
health clinics in Upper Manhattan. The
collaboration arose from a mutual, long-
standing concern and interest in the poor
health of the Washington Heights and
Inwood communities. NYP and WHCS
are separate organizational entities located
in Upper Manhattan. NYP is a large pri-
vate not-for-profit academic medical cen-
ter, while the WHCS is a date
administered and -operated community
mental health service of the New York
State Psychiatric Institute. Each organiza-
tion has its own mission, leadership, gov-
ernance, and operationa structures. The
NYP-WHCS team, while excited about
this unique opportunity to provide com-
prehensive care to adults with SMI, has
come to understand that systemic integra-
tion and physical colocation — a first for
both — presents both challenges and op-
portunities for growth and innovation.

The WHCS has provided psychiatric
care to adults with SMI since its inception
in the 1970s. It currently serves approxi-
mately 1,000 individuals, most of whom
are of low socioeconomic status (95%),
from racial-ethnic minority groups (82%),
primarily Hispanic (62%) and non-
Hispanic black (19%), and have a psy-
chotic spectrum disorder (56%) or mood
disorder (39%). Its multidisciplinary teams
of psychiatrists, socia workers, nurses,

peer providers, occupationa therapists, and
trainees of all disciplines work together to
provide the range of clinical and recovery
services needed to help ameliorate psychi-
aric symptoms, address psychosocial
stressors and rebuild the functional short-
fals commonly seen in this population.
Factors such as low hedlth literacy and side
-effects of psychotropic medication com-
pound the challenges for these providersin
managing and coordinating clients physi-
cal and behaviord health services.

Prior to DSRIP, the WHCS recognized
the need to address the medical problems
of their clients and made efforts to inte-
grate behavioral and physical healthcare.
The WHCS hired an internist for weekly
medical consultation to clients and case
consultation to staff managing compli-
cated medical comorbidities. The WHCS
participated in the Office of Mental
Health PSY CKES pilot project to identify
and track cardiovascular risk factors and
interventions to reach targeted outcomes.
Until now, more comprehensive integra-
tion has been stalled by factors that in-
clude financial and regulatory constraints,
and difficulty providing discipline-
specific support and supervision to pri-
mary care providers housed in mental
health settings.

The NYP-WHCS collaboration pro-
vides vital resources to achieve the goal of
full integration. DSRIP funding is avail-
able to cover start-up costs, including
building and equipping primary care
space in each of the two clinics and hiring
primary care staff. Primary care providers
at the clinics will receive support and su-
pervision from the professional commu-
nity of NYP. Clients will have access to
routine primary care and walk-in services.
Staff can leverage clients engagement
with the clinic to increase their utilization
of on-site primary care services as an al-
ternative to the emergency room, and to
improve modifiable risk factors and
physica health outcomes. However, the
sustainability of the model has been of
primary consideration as the project un-
folds. Examining the staffing ratios of
other integration models and gathering

data on client primary care utilization and
need have been key aspects of the project
design. As the state moves toward a value
-based payment model, a combination of
improved health outcomes and lower utili-
zation of high-cost services will be key to
programmatic fiscal sustainability.

The merging of the two systems to
form a new culture has been greatly facili-
tated by the framework created by Sub-
stance Abuse and Mental Health Service
Administration (SAMHSA). The Inte-
grated Practice Assessment Tool (IPAT)
is atool that places practices on the level
of collaboration/integration defined by the
Standard Framework for Levels of Inte-
grated Healthcare (Waxmonsky, Auxier,
Romero, & Heath, Integrated Practice
Assessment Tool, 2014; Heath, Romero,
& Reynolds, A Review and Proposed
Standard Framework for Levels of Inte-
grated Healthcare, 2013). The latter has
enabled the team to understand the contin-
uum of collaboration and their future ob-
jectives by operationalizing three ways of
joining efforts: coordination, colocation
and integration. The project aim of primary
care integration into the clinics existing
structures and cultures has entailed discus-
sions around documentation, access to a
shared medical record, and primary care
participation in team meetings and rounds.
In addition, while DSRIP's focus on inno-
vation and evidence-based, population-
based care builds upon the clinic’s existing
quality projects, the aim to bridge commu-
nication with collaborating agencies accel-
erates the need for enhanced technological
capabilities and will require staff to adjust
to new systems and forms of communica-
tion and documentation. The SAMHSA
tools have helped to mitigate culture
clashes and resistance to change through
the development of a common language
about integration.

Still, the initiative is in its inception,
and cross-fertilization of ideas will need
to continue within and between the two
organizations to meet programmatic and
fiscal goals. DSRIP has provided sorely-
needed start-up resources and structuresto
facilitate collaboration and systemic
change in the hopes of achieving im-
proved health outcomes for clients with
SMI. This NYP-WHCS team is fortunate
to have this opportunity to develop a pro-
gram that will not only improve its cli-
ents' health but contribute to the develop-
ment of best practice models for integra-
tion. The learning curve has been, and
will continue to be, steep but the antici-
pated payoffs are great.

Julie Chipman, LCSW, MPA, is Pri-
mary Care-Behavioral Health Integration
Program Manager of New-York Presbyte-
rian DSRIP Programs; Jean-Marie Brad-
ford, MD, is Director of Washington
Heights Community Service; and M. Gor-
etti Almeida, MBA, is Administrator of
Washington Heights Community Service.

Behavioral Health News is Now Accepting Articles for our Fall Issue
“Behavioral Health and The LGBTQ Community” Submission Deadline: July 1, 2016
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Addressing the Social Deter minants of Health:

Stepsto Achieving Service Integration

By Mary Pender Greene, LCSW-R
M PG Consulting

ental health is a vital part of

every person's overall heath

and well-being. Every adult,

child, youth and family
should receive essential services and sup-
port regardless of how they enter the
healthcare system. According to the Socia
Equity Report (Y ae Global Health Leader-
ship, 2015), there is strong evidence that
increased investment in social services —
as well as various models of partnership
between health care and socia services —
can result in substantial health benefits
and reduce health care costs for targeted
populations.

We know that achieving optimum
health requires much more than just con-
trolling disease. It requires ensuring con-
ditions in which people can be healthy.
Good health results from having choices —
that is sound reasonable options. Condi-
tions in the social and physical environ-
ments determine the range of options that
are available and their ease or difficulty of
use. Healthful social and physical condi-
tions can ensure that all members of soci-
ety benefit from the same basic rights,
security, and opportunities.

By addressing inequalities in social
and physica environmental factors, we
can increase health equity and decrease
health disparities. Doing so involves rec-
ognizing the substantial, often cumulative
effects of socioeconomic status and re-
lated factors on health, functioning, and
well-being from even before birth
throughout the entire life course. Reduc-
ing inequalities in the social environment
and physical environment, as well as ad-
dressing behavioral health disparities can
help people meet their health objectives
(Healthy People 2020). Strategies aimed
at eliminating behavioral health dispari-
tiesinclude (SAMHSA-HRSA, 2012):

* Increasing knowledge and implementa-
tion of integrated primary and behavioral
healthcare models that serve communities
of Color and those with limited English
proficiency.

» Promoting best, promising and evidence-
based practices that are racially/culturaly/
linguistically appropriate.

« Supporting efforts to build a multidisci-
plinary, racialy and culturally diverse,
knowledgeable, bilingual and racially and
culturally attuned workforce and leader-
ship for integrated care.

* Improving health and behavioral health-
care by first understanding then addressing
therole of socid determinants of health.

* Improving information dissemination strate-
giesthrough learning collaboratives.

Service Integration

Service integration as an example of a
quality hedth care delivery design that
facilitates communication and coordina-
tion based on consumer and family prefer-
ences and sound economics (Position
Statement 13, Mental Health America-
MIA), 2016.

e Communication: Each clinician caring
for the patient (consumer) shares needed
clinical information about the patient
(consumer) to other clinicians also treat-
ing the patient (consumer)

e Collaboration: A multidimensional,
shared understanding of goals and roles,
effective communication, and shared deci-
sion-making.

e Care Coordination: The outcome of
effective collaboration and corresponds to
clinical integration.

* Service integration: The extent to which
patient (consumer) care Services are coor-
dinated across people, functions, activi-
ties, and sites over time so as to maximize
the value of services delivered to patients.

The main responsibility for providing
mental health care continues to fal on
primary care, with 42% of patients with
clinical depression and 47% with general-
ized anxiety disorder first diagnosed in
primary care (The American Academy of
Family Physicians, 2015). Although pri-
mary professionals provide the majority
of mental health care, they may lack the
knowledge or the time to adequately diag-
nose and treat mental health conditions.
Many individuals prefer to receive their
mental health care within primary care
since it is perceived as less stigmatizing.
As such, the role of primary care identifi-
cation and treatment of mental health con-
ditions is especially important for special

populations who often go undiagnosed
due to lack of access.

Communities of Color and persons with
limited English proficiency often seek be-
havioral hedth assistance through their
primary care providers. The Office of Mi-
nority Hedlth (OMH) first examined the
role of integrated care in 2004 to find solu-
tions for improving access, engagement
and utilization of mental health services.
Since then, the field has gained significant
momentum. OMH highlighted and pro-
moted models that provided efficient and
seamless coordination of access, quality
and delivery of care. The goals were cen-
tered on promoting health equity, building
on innovation and leadership, working
collaboratively with other federal and non-
federal partners, leveraging dollars, and
bridging gaps. Below are some models of
integrated care aimed at improving the over-
all quality of care for underserved commu-
nities (SAMHSA-HRSA, 2012):

* Integrated Care for Asian American,
Native Hawaiian & Pacific 1slander Com-
munities: A Blueprint for Action Summit
(August 2011) and A Blueprint for Ac-
tion. Consensus Statements and Recom-
mendations (2012).

* Eliminating Behavioral Health Dispari-
ties through the Integration of Behavioral
Health and Primary Care Services for
Racial and Ethnic Minority populations:
Establishing Models for Improving Clini-
cal Outcomes. Hogg Foundation for Men-
tal Heath. Consensus meeting: Nov.
2011. Consensus paper: Jan. 2012. Fina
rollout: February 7, 2012. Review of the
literature due May 2012.

» Mobilizing Socia Work as a Resource
for Eliminating Behavioral Health Dis
parities: a Disparities Curriculum Infusion
Project, National Association of Deans
and Directors of Schools of Social Work.
Literature Review. Due April 2012.

» Didlogue and Strategies for Effective
Holistic Health for African Americans
Blacks: Addressing the Integration of
Mental Health, Substance Abuse and Pri-
mary Care (2010) and Pathways to Inte-
grated Health Care, Strategies for African
American Communities and Organiza-
tions: consensus statements and recom-
mendations (2011).

For clinicians working in integrated
care settings, racia and cultural under-
standing and sensitivity are vital to engag-
ing and caring for communities of Color
in the care they need to achieve recovery
and improved hedth. The goal is to em-
power the community and their families
to enjoy healthier and more fulfilling lives
by providing culturally affirming and af-
fordable behavioral health and prevention
services. Below are 10 tips that can help
build stronger, more culturally competent
relationships with clients (SAMHSA-
HRSA, 2012).

1. Recognize that culture is a defining
characteristic for some clients, and that
their cultural identity may be at the root of
their presenting health problem.

2. Do not assume that culture is a defining
characteristic of all clients.

3. Do not assure any client that you under-
stand.” Rather than try to prove how
much you know about a client’s culture,
demonstrate your willingness to learn
from the client.

4. Treat each client as an individual, not
as amember of agroup.

5. Do not assume you have an advantage
with clients of the same culture as you.

6. Remember that human beings are more
alike than different — do not overlook obvi-
ous interpretations of behaviora health and
hedlth symptoms by only interpreting a
client’s actions in context of their culture.

7. Accept that we all relate to others
within the context of our own set of val-
ues, knowledge and experiences.

8. Assume that you have biases and be-
liefs that may hinder optimal provider-
client relationships.

9. Draw upon your own expertise at the
same time you honor and acknowledge
each client’s expertise.

10. Redlize that as an integrated health-
care provider, you are the expert on strate-
gies of health behavior change and treat-
ment and services (and each of your cli-
ents is the expert on his or her own culture
and the placeit holds in his or her life and
healthcare).

Read Current and Back | ssues of Behavioral Health News Online: ww.mhnews.org
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MPG CONSULTING PRESENTS:

Culturally & Racially Attuned Continuing Education Units (CEUs) for Individuals
and Organizations - in the 5 Boroughs, Westchester and NYS

MPG Consulting has a special commitment to ensuring that individuals and agencies

serving populations of color are prepared to provide clients with transformative culturally and racially
attuned clinical, programmatic and administrative services.

Culturally and Racially Attuned Sample CEU Courses

Diagnosing Depression in Adolescents of Color
Understanding Trauma and Families of Color
Clinical Social Work With Adolescents
Supervision in Child Welfare
Mental Illlness: Signs and Symptoms
Assessment & Treatment Of Domestic Violence
Principles of Non-Profit Fiscal Management
Interdisciplinary Special Education Teams
Building Your Case Management Muscle
Impact of Internalized Racial Superiority

Financial Management for Nonprofit Organizations

Online Courses Coming Soon!

Courses can also be held onsite at your location.
Contact: lynn@mpgconsultingnyc.com or 646-807-5265.

COST: Courses are $25 per CEU. For a complete listing
of courses, instructor bios, and registration information,
visit http://marypendergreene.com/courses.html.
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Maintaining a Focus on Recovery

For People Within the Supported Housing System

By Jose Cotto, LMSW, Vice President,
Residential, Rehabilitation, and
Support Services, |CL

he changes that have taken place

over the last few years in the

behavioral hedlth field are af-

fecting the way dstaff view
“clients’ as well as the way these same
“clients’ are being helped to view them-
selves. Thereis a swirl of information and
expectations, and government funding is
changing (and seemingly decreasing).
Managed care means the government is
paying for outcomes, not for individua
services. The question then remains, with
al that is changing, how do you maintain
a focus on recovery for both your clients
and yourself?

Agencies at the forefront of change are
utilizing evidence-based practices, harm-
reduction, and strength-based approaches.
These changes encourage staff to rely
more on relationship building and clinical
skills, which continue to improve overall
quality of services and supports and vastly
increases quality-of-life measures.

The changes occurring from the transi-
tion to managed care are further compli-
cated by New York City’s housing mar-
ket. Supported housing apartments are
funded on an annual per-person bed rate.

Jose Cotto, LM SW

The money given needs to cover both rent
subsidies and the services people need to
maintain their independence. According
to a survey conducted by the Office of
New York City Comptroller Scott M.
Stringer, from 2000 to 2012, median
apartment rents in New Y ork City rose by
75 percent (compared to 44 percent in the
rest of the country). Yet the per-person
bed rate did not meaningfully increase
within that same time period.

Agencies offering Supported Housing
have had to acquire more two-bedroom
gpartments and then move people who have
been living on their own into the shared
space. How does aff support people
through this trangition? How do we get folks
to focus on recovery while keeping up with
system changes? We emphasize recovery
and goals and make them a priority.

Why has the move from one-bedroom
to two-bedroom apartments become
more common? Well, in New York City,
gentrification has been spreading across
the boroughs like wildfire, while the de-
mand for affordable housing is aso
growing by leaps and bounds. Although
gentrification may make a neighborhood
more appealing, it also makes it more
expensive. People moving into a gentri-
fied neighborhood may not want Sup-
ported Housing in their community. It is
then up to staff and residents to show
that they have been steady and reliable
neighbors for years. Staff also needs to
work with people facing a gentrifying
neighborhood by empowering them and
stressing that the neighborhood belongs
to everyone. Continued advocacy efforts
can be achieved by supporting legislation
that will protect the right for our folks to
continue residing in these up-and-coming
neighborhoods and allow them to feel
worthy and included.

A case manager asked me how someone
who's been living in a one-bedroom apart-
ment for 15 years is supposed to feel good
about moving into a two-bedroom apart-
ment with a roommate. My short answer
centers on how aroommate can counter the
effects of chronic isolation. My long an-
swer entails different ways of getting peo-
ple onboard. Under the frame of recovery-
oriented practice, you give people options,
take your time to match folks, and have
people meet each other and get to know
each other before making a fina move.
You aso give people the opportunity to
look at different apartments, apartments
that you yourself would reside in. You
remind folks of their resilience and ability
to adapt and stress the importance of social
connectedness. Just like with any road to
recovery, you inform people that setbacks
with a roommate are normal and expected
and that dealing with issues offers them an
opportunity to try a different approach next
time a problem arises and to learn more
about themselves.

What about staff? They too are often
affected by system changes and have to
redlize that their own needs should have
priority and need advocacy as well. When
helping staff, | find it useful to have a
holistic approach and to encourage them

see Focus on page 30

Addressing the Social Deter minants of Health in Program, Payment, and Palicy:

Extrapolating the Triple Aim for Population Health

By Briana Gilmore, M Sc, Director
Planning and Recovery Practice
Community Access

here is much more to being

hedthy than traditional hedth

cae. In fact, “hedth care’ is a

surprisingly minor factor in health
and the prevention of premature desth, just
10 percent. Socid circumstances, environ-
mental exposures, genetic predisposition,
and persona behavior combined contribute
to 90 percent of preventable deaths.* Unfor-
tunately, trying to design, deliver, and be
paid for these non-trestment factors is ex-
tremely difficult, but critica if we truly want
to improve the heath outcomes for the
largely poor and socially marginalized peo-
pleinour programs.

In his instructive 1997 book Purchasing
Population Hedlth: Paying for Results,
David Kindig notes that population health
goes beyond aggregate health outcomes for
a group of people, and must take place “in
an economic framework that balances the
relative margina returns from the multiple
determinants of hedlth.” This definition
speaks to the reasons why Medicaid and
other health care financing systems ignore
social determinants to a large degree: there
are so many factors that go into the way
people achieve well-being that paying for
each of them would yield relatively mar-
gina returns compared to the more dis-
cretely measurable elements of acute care.

So how can actors in the traditiona
system of care take into account the vast
array of experiences that promote well-
being? Encouraged by the Affordable
Care Act’s focus on the “Triple Aim” of
health care (better population-based
health outcomes, better quality care, and
lower cost), state health agencies, insur-
ers, providers, and health networks are all
looking at how to improve an overall ex-
perience of well-being for participants
while incentivizing an economic frame-
work that reduces costs.

In pursuit of the ACA’s Triple Aim,
policymakers, payers, and providers can
adopt a three-tiered approach to popula
tion health. First, all actors should focus
on a range of options that promote well-
being and meet the needs of the people
they work with. Second, social determi-
nant options should be complemented by
a range of supports with discrete and
measurable quality indicators. Third,
these practices should be supported by
financial mechanisms that invest in the
entire range of health promotion activi-
ties, and managed by people with avision
that supports whole-health activation.

Community Access has supported so-
cia determinants toward population
health since its inception. The conviction
that a safe and stable home environment —
that afforded individuals independence
and space to account for the dignity of
personal risk and accountability — evolved
into a 42-year mission of offering housing

as a first step toward achieving commu-
nity well-being.

Today, Community Access partici-
pants are encouraged to utilize amultitude
of options that improve their hedlth. In
2002 we initiated a pet adoption program
called Pet Access when employees real-
ized how beneficia the support of dogs
and catsis to people who live in our apart-
ments. Pet ownership is well known to
promote quality of life and even a longer
lifespan, but it also encourages sociability
and self-reliance. Similar motivations led
to the creation of the Art Collective,
where participants learn and practice artis-
tic skills and are supported in entrepre-
neurial efforts to sell artwork for profit. In
2015 an expert in urban gardening joined
the Community Access team to build gar-
dens in the backyards of Manhattan and
Bronx housing sites, and to help partici-
pants and families grow, cook, and use
food harvested by hand. In the spring of
2016 we are introducing a fleet of bicy-
cles at one of our Bronx housing locations
that participants can use for exercise,
group activities, or traveling to the gro-
cery store or health care appointments.

Promoting socia determinants at Com-
munity Access is balanced by community
approaches that yield discrete and measur-
able outcomes. We offer supports that are
now being encouraged within a Medicaid
framework: a growing health division that
teams care managers with population
health experts who can train staff and

support participants in whole-health man-
agement; education support services for
people having trouble in post-secondary
school and training or wanting to achieve
a high school degree; workforce develop-
ment for peers who want to work in hu-
man services and position for radica
change in the health care system; and cri-
Sis respite that promotes community resil-
ience and recovery while reducing the
enormous financial and personal toll of a
hospital stay.

Alongside these community supports
are robust financial, administrative, and
quality assurance mechanisms. Our strat-
egy depends upon: a quality assurance
team working closely with all programs to
design an environment that is favorable to
the whole-health experiences and out-
comes of participants; a human resources
department that affirmatively hires people
with lived mental health experience and
removes the barriers to employment that
service users often experience; and a de-
velopment team that focuses on strategic
planning and communications to attract a
broad range of donors. Additionally, cen-
tral to our mission is self- and systems-
advocacy work. Our advocacy commit-
ments include informing city and state
policy and even supporting Community
Access participants to address shortcom-
ings within our programs.

Policymakers can adopt these approaches

see Health on page 24
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A New Face on Familiar Trends

By Ashley D. Brody, MPA, CPRP
Chief Executive Officer
Search for Change, Inc.

ast year | attended a conference
at which Dr. Michael Hogan, the
former Commissioner of the
New York State Office of Men-
tal Health, delivered a keynote address on
emerging issues and trends within health
care reform. He distilled a seemingly in-
choate mass of movements, mandates and
initiatives into a select group of
“Megatrends’ he believed would direct
the course of reform (Hogan, 2015). Al-
though our landscape has continued to
evolve and some of the Megatrends he
identified have risen or receded in impor-
tance, his conceptualization provided both
a welcome framework through which
today’s challenges and opportunities
could be understood and a tool to distin-
guish true signals from continuous back-
ground noise. | believe another conflu-
ence of Megatrends promises to challenge
and transform our health and social ser-
vice systems in the coming decade, and
service recipients, providers and other key
stakeholders would do well to heed them.
Continuing deindtitutionalization  of
highly vulnerable populations is an over-
arching trend whose repercussions extend
well beyond our hedlth and social service
systems. This is hardly a new trend but its
current iteration is markedly different from
its predecessors. Fifty years ago President
Kennedy signaled a magjor shift in national
policy concerning the treatment and sup-
port of individuals with mental illness in
his sponsorship of the Community Mental
Health Act (National Council for Behav-
ioral Health, 2016). Borne of the noblest
of intentions, this Act spawned a move-
ment to reintegrate individuals into their
communities of origin and to provide sup-
port services essentia to their lasting sta-
bility and community tenure. Evidence to
date suggests this movement accom-
plished much of its primary objective. The
census of state-operated psychiatric facili-
ties has dwindled to approximately 5% of
its peak capacity in 1955 (Fisher, Geller,
& Pandiani, 2009). This movement has
faltered in pursuit of its secondary ob-
jective, however. Investment in commu-
nity-based services has often failed to
meet the needs of those with serious
behavioral health conditions, and this
failure effectively transformed a move-
ment of deinstitutionalization into one
of “transinstitutionalization.” Many indi-
viduals formerly treated in state-operated
psychiatric centers found themselves in
homel ess shelters and correctional facilities
in the absence of essential community sup-
port systems. There is a well-established
inverse correlation between the census of
state-operated psychiatric centers and the
population of individuals with serious be-
havioral hedlth conditions within correc-
tional facilities. During the past 50 years
the former has decreased as the latter has
increased (Primeau, Bowers, Harrison, &
XuXu, 2013). Few would suggest this is
merely coincidental. Simply put, we have
transferred our most vulnerable citizens
from facilities that provided a modicum of
care and support to others that offered
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neither. Many who have avoided transin-
stitutionalization have nevertheless strug-
gled to access the basic resources and
amenities that make community life
worthwhile,

The current trend in deinstitutionaliza-
tion is arguably even more ambitious than
previous ones in the pursuit of its primary
objective. It has gained currency through
the Recovery Movement which has right-
fully placed individuas and their ex-
pressed needs and preferences at the cen-
ter of care. Most individuals naturaly
prefer to reside in fully integrated, com-
munity-based settings irrespective of the
scope or severity of their health concerns
or impediments to stability. The current
trend has garnered additional support
through legidlative and judicial develop-
ments, including the passage of the
Americans with Disahilities Act (ADA)
and the ruling of the U.S. Supreme Court
in Olmstead v. L.C., a decision which
enshrined the right of individuas with
disahilities to reside in the least restrictive
settings available to them. In view of
these developments there is great impetus
to reduce the census of state-operated
psychiatric centers, adult homes and nurs-
ing facilities and to offer their former
denizens opportunities for treatment and
rehabilitation in fully integrated settings.
These goals are laudable insofar as they
respect the expressed needs and prefer-
ences of vulnerable individuals and miti-
gate the deleterious effects of institution-
alization, but a successful deinstitutionali-
zation movement must deliver on its
promise to provide robust community-
based support services for this population.
Sadly, another emergent trend suggests
these services will likely remain as elu-
sive for the newly-deinstitutionalized as
they did for their forebears.

The widespread implementation of
managed care models of payment and
service delivery within publicly-funded
healthcare systems is another trend that is
inextricably linked to the latest chapter of
the deinstitutionalization movement. This
trend was logically borne of the state’'s
broken Medicaid program and its failing
Fee-For-Service system that has produced
exorbitant costs and mediocre results. In

2011 New York's Governor Cuomo
charged a Medicaid Redesign Team
(MRT) to reduce its bloated budget and
enact the principles of the Triple Aim of
healthcare reform. This ambitious, tripar-
tite pursuit of increased efficiency, im-
proved population health and enhanced
quality has informed the MRT’s activi-
ties since its inception. Much of the
MRT’s activity proceeds from its prem-
ise that Fee-For-Service systems incen-
tivize healthcare providers to deliver
more, but not necessarily better, services.
Its replacement with managed care mod-
els that cap providers compensation and
reward quality over quantity should pro-
mote the Triple Aim. The logic behind
this premise is axiomatic and beyond re-
proach, or so many observers contend.
But a bird's eye view of systems transfor-
mation may obscure failures of implemen-
tation that occur at agranular level.

New York is not the first state in the
Union to delegate the management of its
Medicaid program to private Managed
Care Organizations (MCOs). Many other
states have recruited MCOs to limit their
Medicaid expenditures. These arrange-
ments have typically entailed some form
of budget capitation wherein MCOs re-
ceive fixed “per member per month” pay-
ments for the provision of al covered
services to enrollees, and they are reputed
to reduce costs by eliminating the per-
verse incentives characteristic of Fee-For-
Service systems. Simply put, providers

whose fees are capped have no incentive
to deliver more care. These reductions do
not merely represent improvements in
quality and efficiency, however. A portion
of savings is retained by MCOs to offset
their operating and administrative expen-
ditures and, in the case of for-profit enter-
prises, a return on investment to share-
holders. These “savings’ are significant
resources that would otherwise be com-
mitted to treatment. It is therefore not
surprising that some of the states that
zealously adopted managed care models
subsequently encountered serious prob-
lems when they failed to deliver on their
initial promise (Geyman, 2015).
Moreover, MCOs have operated within
the realm of primary and surgical care for
many years, and their utilization manage-
ment and review procedures are largely
informed by medical models. These mod-
els are appropriate when applied to the
management of specialty care and surgical
procedures, but they cannot properly cap-
ture the needs of individuals with serious
behavioral health concerns for whom a
broad array of medical, rehabilitative,
psychosocial, environmental and eco-
nomic factors must be considered. A rap-
idly growing body of evidence suggests
social determinants of health, including
safe and affordable housing, basic income
assistance and psychosocial supports are
more determinative of health outcomes

see Trends on page 26
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Creating and Sustaining a Culture of Recovery

In the Redesigned Health Care System

By Edye Schwartz, DSW, LCSW-R
Director of Systems Transformation
New York Association of Psychiatric
Rehabilitation Services (NYAPRS)

hy should we embrace

change? Should we always

strive for a better answer, a

more gratifying way to
walk through life or a more humane and
just way to interact with those around us?
Or do we change only when the forces
pushing us towards change are stronger
than those that are resisting? For us now
in New York’s Behavioral Health System,
there’s not much choice. Our system is
changing rapidly and if we don’t embrace
it I am not sure we will survive. And, that
may be the push we all need to take a hard
look at what our service system is doing,
discard what has not worked and embrace
what does.

Although there are many theories of
change, they al start with a similar prem-
ise; if you know where you are and you
have a vision of where you want to be,
you can change and strive to move to-
wards that vision. The first step is to adopt
a vision and then begin to operationalize
the desired outcomes for a system of ser-
vices that helps you reach that vision. For
a recovery oriented system of care, these
outcomes are based on the values of
choice, hope, person orientation and part-
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nership. (Farkas, M. The vision of recov-
ery today: what it is and what it means for
services. World Psychiatry, 2007, 6.)
Incorporating the value of choice
means increasing access to and integration
of services and creating an expanded con-
tinuum of services for people to explore
and achieve rehabilitation and recovery. If
our behavioral health system led with the
value of choice, our services would help
people with rea life goals like employ-

ment, education, and economic self-
sufficiency, as well as strengthened social
relationships, dating, marriage and raising
children. People would have a choice of
who they might work with, and there
would be ample opportunity to experience
the power of peer support.

If the value of hope was common
throughout our services, we would see
more recipients and staff who actually
believe that a change in the way we do
business would be a good thing and that it
would be supported by regulators, fun-
ders, professionals, peers and family.

True partnership would be seen through
increased numbers of people with a lived
experience involved in the planning and
delivery of services at al levels. If our
services were person oriented, we would
see fewer rules that excluded and dis-
charged people from our services and
more flexibility in accessing and utilizing
them. We would also see people become
less dependent on our behavioral health
system and more actively involved in
community activities and roles.

With al the changes to our healthcare
system and especialy the shift from vol-
ume to value, the time has come to put
these theories into practice. Recovery has
finaly become good business because
people who are attaining their goas and
realizing their dreams are the “satisfied
customers’ that we need to not only sur-
vive but to succeed in a value based

world. The success of our organizations
will reguire a transformation of organiza-
tional culture and staff competencies to
truly deliver recovery-oriented services
based on the principles of recovery and
wellness, as well as on the belief that all
individuals can set and reach their desired
life goals and dreams. Services will be
delivered in a positive atmosphere of re-
spect, hope, growth, and support and will
be culturally competent, trauma-informed,
and person-centered. Services should be
readily accessible, with easy entry, exit and
reentry if desired. Services are not seen as
an endpoint, but rather as a means by
which a person can remain afull participat-
ing member of hisor her community.

In order to successfully transform, our
staff and services must grow past old
ways of doing business and embrace a
new recovery orientation. As change
agents and leaders we can assist them by
assessing our readiness to change, explor-
ing what we are best at and what we are
truly passionate about and then starting
the hard job of making choices about what
we will provide and how we will provide
it. To ad this process, we can help de-
velop our agency’s readiness to change
(Cohen, M. & Forbess, R. Training tech-
nology: Developing readiness for reha-
bilitation. Boston: Center for Psychiatric
Rehabilitation, 1992) by opening lines of

see Culture on page 30
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Grant to Train Residentsin Mental Health First Aid

By Staff Writer
Behavioral Health News

he New York State Office of
Menta Health's Hutchings Psy-
chiatric Center and SUNY Up-
state Medical University an-
nounced that they have been awarded a
$375,000 three-year grant from the Sub-
stance Abuse and Mental Health Services
Administration (SAMHSA) to support the
training of a diverse group of adults in
Mental Health First Aid. Thistraining will
help adults detect mental illness occurring
in youth in Onondaga County and connect
them with needed services.
“Onein four Americans will experience
a mental illness in thelr lifetime. As with
many other hedlth issues, early identifica-
tion and intervention of mental illness is
key to helping people find support and
begin their journey to recovery. Menta
Hedlth First Aid is a nationally renowned
program that is making a huge difference
in the way that mental illness is recog-
nized, treated, and accepted by communi-
ties. Thisis a very exciting program and |
cannot wait to see the impact it has within
Onondaga County and beyond!” said New

York State Office of Menta Heath Com-
missioner Ann Marie T. Sullivan, MD.
Mental Hedlth First Aid (MHFA) is an
internationally-recognized public education
program that introduces adults to the risk
factors and warning signs of mental heath
problems in young people and builds an

understanding of the importance of early
intervention. Participants are introduced to
locd menta hedlth resources, nationd or-
ganizations, support groups, and online tools
for mental health and addictions treatment
and support. By implementing MHFA,
Hutchings Psychiatric Center and SUNY

Upstate Medical University expect to see
increased mental health awareness and liter-
acy among adults and community organiza:
tions, and thereby earlier interventions and
better accessto carefor young people.

“SUNY Upstate Medical University is
pleased to work with New York state and
Hutchings Psychiatric Center on such an
important initiative,” said Dr. Danielle
Laraque-Arena, president of SUNY Up-
state Medical University. “This collabora-
tive approach to enhancing early identifica-
tion of and linkage to evidence-based treat-
ment for mental health problems, as well
as, community -based efforts at health pro-
motion in support of resliency, has the
potential to move us forward by leaps and
bounds in how our community cares for
and nurturesits youth.”

It is estimated that by the end of the three
year grant period, Project AWARE will be
able to conduct 70 MHFA workshops, train
approximately 1500 - 1750 peoplein MHFA
and in the process reech 20,000 - 25,000
youth in Onondaga County. These work-
shops will be free of charge to those youth-
sarving agencies and organizations. This
program will significantly expand and

see First Aid on page 25

Grant to Strengthen Mental Health and SUD Programsin NY S

By Staff Writer
Behavioral Health News

he New York State Office of

Menta Hedth and Office of

Alcoholism and Substance

Abuse Services announced to-
day that New York has been awarded a
federal planning grant of $982,373 to
strengthen its community-based mental
headth care and substance use disorder
programs through the devel opment of new
Certified Community Behavioral Health
Clinics (CCBHC) in pilot sites across the
state. This program, consistent with the
objectives of Governor Cuomo’'s Medi-
caid Redesign Initiative, will help New
Y orkers access better primary care, men-
tal health, and substance use disorder ser-
vices, strengthen Medicaid service provid-
ers, and improve the overal health of
New Y ork residents, while reinforcing the
system that serves them.

“The modern mental healthcare and
substance use disorder service systems
must be comprehensive and available
when and where people need them. Un-
der Governor Cuomo’s leadership, New
York State has been transforming the
way we deliver care, focusing on indi-
vidual specific treatments and wrap-
around services that are available in
communities throughout the state,” said

New York State Office of Mental Health
Commissioner Dr. Ann Marie Sullivan.
“l am proud that New York has been
selected to be a part of this valuable pro-
gram and am eagerly anticipating the
expected positive outcomes at our pilot
sites.”

Through this grant, New York will es-
tablish multiple CCBHC pilot sites across
the state, and site selection will reflect the
regional diversity of the state’s population
and service ddivery systems. The pilot
sites will develop outpatient networks of
primary care, mental health, and substance
use disorder programs that will adopt a
common set of tools, approaches, and or-
ganizational commitments to treat indi-
viduals in a seamless and integrated fash-
ion. Stakeholders will be able to provide
input into the networks' design and provide
advice on ways to improve services, as this
process moves forward.

“We are excited about the opportunity
to participate in this planning grant and
hope New York State will be selected for
the demonstration program,” said New
York State Office of Alcoholism and Sub-
stance Abuse Commissioner Arlene Gon-
zdez-Sanchez, M.S, L.M.SW. *“This
grant will enable us to continue to further
positively reinforce our State's Medicaid
Redesign Initiative and improve access to
key health care services that many New
Y orkers need.”

The goal of New York’s Certified
Community Behaviora Health Clinics
will beto:

- Improve New Yorker's health outcomes
by increasing access to quality care for all
Medicaid eligible individuas;

- Reduce avoidable hospital use and com-
plications through the development of
intermediate levels of service;

- Foster better partnerships between pri-
mary care and mental health and sub-
stance use disorder providers through co-
location; and

- Improve the fiscal outlook for mental
health and substance use disorder care
providers by improving Medicaid reim-
bursement.

New York State's Medicaid reform
efforts during the last five years have
helped create an environment for estab-
lishing relationships, management struc-
tures and integrated evidence-based care
models that will enable the swift growth
of a network of CCBHCs. This grant will
take this effort to the next level by sup-
porting the state infrastructure necessary
to pilot the implementation of these
needed services.

“We applaud the Governor’s ongoing
efforts to expand and strengthen commu-

nity-based treatment of mental health
and substance abuse issues,” said Lauri
Cole, Executive Director for the New
York State Council for Community Be-
havioral Healthcare. “This grant will
enable the state to take another step for-
ward in providing New Yorkers with a
full range of healthcare services, while
improving access and service availability
for people who need those services the
most.”

This planning grant is part of $22.9 mil-
lion awarded nationwide by the U.S. Sub-
stance Abuse and Menta Hedth Services
Adminigration (SAMHSA), the Centers for
Medicare & Medicaid Services and the As-
sstant Secretary of Planning and Evdua
tion, and is administered in New York by
the Office of Mental Hedlth, Office of Alco-
holism and Substance Abuse Services, and
the Department of Health.

The planning grants are the first phase
of a two-phase process. When the plan-
ning grant phase ends in October 2016,
New York will have an opportunity to
apply for a two-year demonstration pro-
gram that will begin January 2017. Under
the demonstration program, up to eight
states with certified community behav-
ioral health clinics will provide mental
health and substance use disorder services
to individuals eligible for the program in
their respective state.



BEHAVIORAL HEALTH NEWS ~ SUMMER 2016

visit our website: www.mhnews.org

PAGE 23

Benaviorar HEALTH

News DEesk

New CEO Appointed at The Coalition of Behavioral Health Agencies

By Staff Writer
Behavioral Health News

hristy Parque has been named

Chief Executive Officer of The

Codlition of Behavioral Health

Agencies (The Coadlition), an
umbrella advocacy organization repre-
senting more than 130 of New York's
community-based behavioral health non-
profits. The appointment was announced
by The Coadlition's President Tino Her-
nandez, on behalf of its Board of Direc-
tors. Ms. Parque will began her new posi-
tion on April 4, 2016.

Ms. Parque joins The Codlition from
Homeless Services United (HSU) where
she has served as Executive Director since
2007. Her work at HSU, a 50-member
association of non-profit organizations
serving homeless people, has focused on
creating sound homeless and housing pol-
icy, providing advocacy, information and
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training to providers around the provision
of housing and support services for home-
less populations in New York City.
Trained as a social worker and with a
healthcare, labor and social justice back-
ground, she is a consummate advocate
and has worked tirelessly to develop col-
laborative relationships with elected offi-
cias, government professionals, commu-
nity partners and service providers.

During her nine-year tenure at HSU,
Ms. Parque has grown the organization,
significantly increasing its funding and
offering greater training opportunities for
her member agencies. She has developed
and implemented successful advocacy
campaigns at the city, state and federal
levels and has championed programs and
funding to study and support best practices
in the field. She has been an active partici-
pant on severa high-level City and State
task forces with sector and government
stakeholders. She co-authored “A Road-
map to End Homelessness in New York

City,” (2013), a guide written for the in-
coming Mayor and City Council detailing
proven, cost-effective policies to prevent
and end homelessnessin New Y ork City.

“After a nationwide search, we are
very fortunate to have found Christy Par-
gue who will bring her considerable or-
ganizational and advocacy skills to The
Codlition,” said Tino Hernandez. “We are
looking forward to her stepping into our
sector at a time of great complexity and
rapid change. She will bring new energy
and ideas to the community-based behav-
ioral health sector. Her knowledge about
homelessness will be an important asset
as The Coadlition also represents many
service providers that provide specialized
services to homeless New Yorkers with
mental illness and addictions.”

Ms. Parque is succeeding Phillip A.
Saperia, who has served as CEO of The
Coalition for more than 21 years.

see New CEO on page 25

$350 Million Bronx Behavioral Health Campus Opens

By Staff Writer
Behavioral Health News

he New York State Office of

Mental Hedth (OMH) and the

Dormitory Authority of the

State of New York (DASNY)
announced the opening of the new $350
million Bronx Behavioral Health Campus
in the Morris Park section of the Bronx,
New York City. The new 436,310-square-
foot facility features modern amenities for
the 156-bed Bronx Psychiatric Center, the
86-bed New Y ork City Children’s Center-
Bronx Campus, and an expanded 188-bed
residential village providing transitional
and supported housing to adults with be-
havioral health issues.

“Throughout the history of our
agency, the Office of Mental Health has
understood the role that healing environ-
ments play in an individual’s recovery.
The beautifully designed Bronx Psychi-
atric Center and the Bronx Campus of
the New York City Children’s Center
represent the State’s continued commit-
ment to the City of New York and its
most vulnerable residents. This new
campus offers safe and secure facilities
for individuals with mental illness to find
hope, realize recovery, and build resil-
iency in a setting that exemplifies the
best of what New York State has to of-
fer,” said Office of Mental Health Com-
missioner Dr. Ann Marie T. Sullivan.
The project was managed by DASNY,
from the design that began in 2008 to its
completion in December 2015. More

than 5,000 workers, with approximately
18 percent from the Bronx, were em-
ployed in its development. Over 30% of
al contracts were delivered to Minority
and Women Owned Business Enterprises,
exceeding New York State’s goals.

“DASNY is proud to have partnered
with the Office of Mental Health in de-
livering the state-of-the-art Bronx Psy-
chiatric Center and the Bronx Campus of
the New York City Children's Center as
we continue to strengthen New York’s
safety net. This new facility will provide
comfort, security and the tools its inhabi-
tants need to help them recover and re-
start their lives. Constructing, and often
financing, the infrastructure that com-
prises the essential fabric of our commu-
nities is at the core of what DASNY
does,” said DASNY President and CEO
Gerrard P. Bushell.

The new campus replaces the current
Bronx Psychiatric Center, which opened
in 1963, and Bronx Campus of the New
York City Children's Center, which
opened in 1969 as Bronx Children’s Hospi-
tal. It offers a modern mental health treat-
ment environment designed to provide
services in a respectful manner within a
safe, secure, and inspirational setting. The
inpatient buildings feature secure indoor
and outdoor recreation areas, cutting-edge
electronic monitoring technologies, moti-
vating educational settings, and comfort-
able living quarters. All treatment areas
within the inpatient buildings were spe-
cifically designed to put patients at ease
and provide a safe working environment
for OMH employees.

In addition to the inpatient buildings
on the new Bronx Behaviora Headlth
Campus, the development also includes a
new residential village, which expandsthe
availability of much- needed supported,
transitional, and crisis housing for New
York City residents with mental illness. In
total, three OMH residential programs
will be operationa on the site; a 48-bed
Apartment Treatment program, a 96-bed
Transitional Living Residence, and a new
facility for OMH’s 44-bed Horizon House
-Haven House crisis residence.

“The Bronx Campus of New York
City Children’s Center has a proud his-
tory of service to children with serious
emotional disturbances and their fami-
lies, and we will continue such service
through the years in this modern and
accessible facility. To serve as inspira
tion for the resiliency they will build
there, the children have named each new
unit in the building. Hope. Unity. Dream.
Life. These words will guide us as we
help these children find the success they
deserve as they look towards happier and
healthier futures,” said Acting Interim
Executive Director of the New York City
Children's Center- Bronx Campus
Marcia Alkins, MA.

“Bronx Psychiatric Center provides
first-rate mental health care to thousands
of New Yorkers each year. The new ar-
chitecturally welcoming space, brightened
by natural light from hundreds of win-
dows and surrounded by thoughtful land-
scaping, will help our patients feel con-
nected to the outside world and feel hope-
ful for the future. The open design of the

treatment units will enable our employees
to provide better supervision of patients
and have the space they need to provide
safe one-on-one care,” said Bronx Psychi-
atric Center’s Acting Executive Director
AnitaDaniels, MS, RN-BC.

The campus features a new Centra
Services Building to provide support ser-
vices to both the inpatient buildings and
the residential village. This building con-
tains administrative offices, a centralized
kitchen, maintenance shops, and other
services that were previously scattered
throughout the campus. The consolidated
location of these services alows for more
efficient operation of the new buildings
and reduces duplicative systems through-
out the campus.

In its new location, the Bronx Behav-
ioral Health Campus is more closdly inte-
grated with the immediate neighborhood
and transforms what was a secluded cam-
pus into a connected part of the commu-
nity. Adjacent to the facility is a recently
constructed Residence Inn and Applebees
Restaurant, which provides visiting family
members with nearby food and lodging
options. The close relationship with the
surrounding area will help patients feel
less isolated and more hopeful for their
future return to the community.

The campus is constructed to operate
as an energy efficient building, with a
pending goal of LEED-Silver certification
from the United States Green Building
Conference. This energy-conscious con-
struction should reduce the facility’s en-
ergy consumption by 21% or nearly
$300,000 annually.
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Spotlight on the Behavioral Health Community

Phillip A. Saperia Recelves National Council Award of Excellence

By Staff Writer
Behavioral Health News

illip A. Saperia, former Chief

ecutive Officer of the Coali-

tion of Behavioral Health Agen-

cies was awarded the Visionary

Leadership Award of Excellence from the

National Council for Community Behav-

ioral Health. Phillip was chosen as an

awardee from over 1,000 applicants to
receive this prestigious award.

The Visionary Leadership award aso
comes with a sizable donation to an organi-
zation of the honoree's choice and we are
50 pleased that Phillip has selected The
Codlition to be the recipient of this $10,000
donation. The award is a fitting way to
honor Phillip’'s 21-year tenure and his con-
siderable achievements at The Coalition as
he retired at the end of March.

Phillip has played an integral role in
shaping public policy and behavioral

Phillip A. Saperia

health in New York City for more than
two decades. Ushering The Coalition of
Behaviora Hedth Agencies members
through the wake of de-institutionalization
through the launch of Medicaid managed
care; Phillip has created multimillion-
dollar funding initiatives that support be-
havioral health safety-net providers so
that they have the resources to deliver
services to those who need it most.
Deeply involved in mental hedth and
addictions public policy, he has been fre-
guently called upon to by New York State
and city government officials to offer ex-
pert advice and testimony.

“l am much honored to receive this
prominent award,” said Mr. Saperia
“These 21 years at the helm of The Coali-
tion have afforded me many blessings. |
have gotten to know, a sterling group of
people who do indispensable work that
makes our world better; and helps indi-
viduals and groups of people who are
quite vulnerable. | am fortunate to have

worked with a dedicated Board. | also
have been privileged to work side by side
with atalented, committed and productive
staff—both current and aumni—who
have given their al for this organization
and its cause. How lucky | am to be iden-
tified with the good deeds of Coalition
members and to have helped make possi-
ble the continuation and wellbeing of the
community safety net.”

Phillip received his award at the Na-
tional Council’s conference in Las Vegas
which was held on March 8.

The Codlition is the member based um-
brella association and public policy advo-
cacy organization of New York’s nonprofit
behaviora hedth providers (delivering men-
tal hedth and substance use services). It
represents over 130 community based non-
profit member agencies. These agencies
serve more than 350,000 adults and children
and deliver the entire continuum of behav-
ioral hedlth care in every neighborhood of
New Y ork City and the metropolitan area.

Steve Coe Wins National Award for Mental Health Advocacy

By Staff Writer
Behavioral Health News

eve Coe, CEO of Community

Access, a New York City non-

rofit organization, received the

ational Council for Behavioral

Health's prestigious Individual Achieve-

ment in Advocacy Award. Mr. Coe is

being recognized both the breadth of his

achievements over the course of a 36-

year career, and his prominent role in
more recent advocacy initiatives.

Coe's award particularly honors his
commitment to improving police re-
sponses to individuals experiencing emo-
tional distress, via the implementation of
Crisis Intervention Team (CIT) training
for NYPD officers, in partnership with
local mental health providers.

Because of Co€'s advocacy, hundreds
of agencies and caring citizens joined an
aliance caling New York City to bring
CIT training to the NYPD. These efforts
resulted in policymakers investing vitally
needed resources to pilot training for
5,500 officers and to develop diversion
centers where the NY PD can bring people
experiencing psychiatric distress, keeping
them out of jails and hospitals.

Steve Coe

The Awards of Excellence honor ex-
ceptional people and organizations that
improve the lives of people living with
mental illnesses and addictions, increase
understanding of behavioral health in their
communities, advocate for public policy

reforms, advance professional develop-
ment and devote their lives to helping
others. The award comes with a $10,000
donation which Coe has given to Commu-
nity Access.

“I'm delighted and humbled by this
honor from the National Council,” said
Coe. “I would aso like to acknowledge
and express my gratitude to all my col-
leagues who have enthusiastically partici-
pated in our many advocacy campaigns. |
share this recognition with all of them.”

Throughout his career, Coe has strived
to improve mental health care, and ad-
vance the rights of people with mental
illness and those who have experienced
trauma and abuse.

Over 20 years ago, under Coe's leader-
ship, Community Access became one of
the first New York City agencies to em-
brace mental health consumers — known as
“peers’ — as members of its workforce.
Today, the agency’s god is that 51% of
staff should be mental health consumers. In
1995, the organization developed Howie
the Harp Advocacy Center, an innovative
peer-run program that prepares people in
mental health recovery for employment in
human services. The program has gradu-
ated more than 1,000 peers, and is consid-
ered the gold standard in peer training.

In 2012, Coe's efforts aso led to the
creation and rollout, citywide, of an ater-
natives to hospitdization initiative, through
which Community Access opened New
York City’s first crisis respite center and
first peer-operated support line. These
models are poised to improve health out-
comes for thousands and save millions of
tax dollars within the Medicaid Managed
Care system.

Community Access mission is to ex-
pand opportunities for people living with
mental health concerns to recover from
trauma and discrimination through afford-
able housing, training, advocacy and heal-
ing-focused services. We are built upon the
simple truth that people are experts in their
own lives. Each year, Community Access
programs help over 10,000 New Y orkers
who connect with the organization for a
home, a place to learn, and opportunitiesto
reach their potentials. A finaist in the 2014
New York Community Trust Nonprofit
Excellence Awards, Community Access
runs NY C'sfirst peer-operated support line
(646-741-HOPE), a contact point for New
Yorkers experiencing emotional distress,
as well as the city’s first crisis respite cen-
ter, a cost-effective alternative to hospitals,
jals and shelters. To learn more,
visit www.communityaccess.org.

Health from page 18

too, for the benefit of Medicaid members.
Non-provider stakeholders can ensure that
ample opportunities are afforded for socia
determinant expansion aongside more
traditional integrated hedth care ap-
proaches, al supported by administrative

and financial mechanisms that recognize
the vaue of paying for population hedlth.
For example, Managed Care Organiza-
tions (MCOs) can be optimal partners for
community-based providers, because in-
surance companies appreciate that strate-
gic innovation can save money by im-
proving health-related concerns. Partner-

ships between MCOs and providers across
the country have demonstrated some of
the innovative approaches — including
peer community health workers and peer-
run crisis respite — that are now being
built systematically across New York.
MCOs can continue with innovative in-
vestments by promoting new service ap-

proaches that integrate a range of social
determinant solutions as well asintegrated
whole-health management. They can also
improve by accelerating their understand-
ing of acute responses that provide ater-
nativesto costly Medicaid expenditures,

see Health on page 30
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What Will We Learn?

The Care Transitions Networ k

By Linda Rosenberg, MSW
President and CEO
National Council for Behavioral Health

fter a hospital stay which

patient is most likely to be

re-hospitalized? Did they

“fall through the cracks’?
Can changes in practice reduce re-
hospitalizations? These are questions
the Centers for Medicare and Medicaid
expect the Care Transitions Network
for People with Serious Mental Illness
(www.CareTransitionsNetwork.org) to
answer.

The Care Transitions Network for
People with Serious Mental lllness is a
four-year initiative in New York State
that is funded by the Centers for Medi-
care and Medicaid Services. The purpose
is to help people get the community care
needed to avoid re-hospitalizations. The
Care Trangitions Network will follow
patients with severe and chronic mental
health conditions and support the practi-
tioners and organizations that are provid-
ing post-discharge services.

Understanding what's needed to avoid
re-hospitalization will also have the bene-
fit of preparing the involved practitioners
and organizations for payment structures
that put them at financial risk — com-
monly called value-based purchasing.

The Care Transitions Network is tak-
ing a threefold approach to supporting
enrolled providers in becoming high per-
forming practices that reduce all-cause
readmission rates for people with serious
mental illness, while confidently transi-
tioning to value-based payment models:

- Clinical and technical consultation that
gives enrolled organizations access to
medical faculty with specialty in comor-

bid medical-behaviora issues, both to
address the clinical as well as administra-
tive aspects of high quality, evidence-
based care.

- Short-term care transitions support to
facilitate and ensure engagement with
outpatient practices and health homes for
patients after discharge from psychiatric
hospitalizations.

- Clinical, utilization, and financial data
to inform quality improvement and give
community-based providers a clear pic-
ture of total system spend on their clien-
tele with certain health profiles.

The National Council for Behavioral
Health — in partnership with Montefiore
Medical Center, Northwell Health, the
New York State Office of Mental Health,
and Netsmart Technologies — is commit-
ted to focusing resources in a way that
prioritizes people with serious mental
illness. Health homes, DSRIP, Medicare
ACOs, advanced primary care, and the
move to alternative payment models are
al in play. But people with serious men-
tal illness may still get the short end of
the stick if the people and organizations
designed to serve them don't get the help
they need to survive.

We're just at the beginning of forming
the Care Transitions Network; and we are
still accepting new organizations from
across the state to join us. | am looking
forward to sharing our lessons learned in
this forum. What questions do you have
as this initiative begins? Tell me at Lin-
daR@theNational Council.org.

To learn more about the Care Tran-
sitions Network for People with Seri-
ous Mental lllness, visit us online at
www.CareTransitionsNetwork.org or call
(202) 684-3753.

First Aid from page 22

enhance the ongoing mental health literacy
programs in the community, and improve
health and mental health outcomes for chil-
dren in Onondaga County.

“Being part of a program that normal-
izes mental health issues, taking mental
health even further from the shadows is
very exciting. To be able do so through
partnership makes the endeavor al the
more impactful. Thisis exactly the kind of
thing we want to be doing in our commu-
nity, for our community.” said Hutchings
Psychiatric Center Executive Director Dr.
Mark Cattalani.

Program participants will be identified
through extensive outreach to various ace
demic, faith-based, and community organi-
zations, as well as to firgt-responders and
youth centers. Collaborative partnerships
for this program have aready been estab-
lished with Onondaga Community Col-
lege, LeMoyne College, OCM-BOCES,

Teen Challenge, Southwest Community
Center, Onondaga County, and Upstate
Emergency Medicine, Inc.

Mental Hedlth First Aid is an 8-hour
training certification course that teaches
participants a five-step action plan to as-
sess a situation, select and implement in-
terventions and secure appropriate care for
the individual. The certification program
introduces participants to risk factors and
warning signs of menta health problems,
builds understanding of their impact and
overviews common treatments. Thorough
evaluations in randomized controlled trials
and a quantitative study have proved the
CPR-like program effective in improving
trainees knowledge of mental hedlth is-
sues, reducing stigma and increasing the
amount of help provided to others.

For more information about Project
AWARE's programs and services in
Onondaga County, contact Laurie Best,
Project Director, at 315-426-6812 or Lau-
rie.Best@omh.ny.gov.

New CEO from page 23

Mr. Saperia guided The Coalition from a
codition of mental heath providers in
just New York City to a larger and more

robust organization representing more
than 120 downstate members who pro-
vide behavioral health services to people
with mental illness and substance use
disorders.

AM ALTERMNATIVE TO HOSPITALTZATION IN A SHORT-

TERM, HOME-LIKE

PEQPLE EXFERIEN(

INVIRONMENT THAT SUPPORTS
(o MENTAL HEALTH CRISIS AND

HELPS THEM RESTORE OPTIMAL WELLNES?

S:US

SERVICES FOR THE UNDERSERVED

PARACHUTE INY'C:

sUS EROOELYN RESPITE CENTEER

FOR MORE INFORMATION,
CALT (347) 505- 0870
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Helping People Enjoy Fulfilling Lives
without being defined by mental illness or addiction

* Mobile Treatment Teams < Group and Individual Counseling < Care Management
* Employment Services < Residential Services < Peer Support
* Family Support « Educational Services < Family Respite

Serving Youth, Adults, and Families

To Speak With a Client and Family Advocate About Services at MHA or in the Community

Call: (845) 267-2172, ext. 296

Providing award-winning programs
staffed by highly skilled professionals, since 1895

Trends from page 20

than access to medical treatment for
highly vulnerable populations (Doran,
Misa, & Shah, 2013). MCOs that have
never been tasked to coordinate recipi-
ents' access to social determinants of
health might be ill-equipped to do so,
especialy in environments of relative
scarcity. For instance, the stock of af-
fordable housing within metropolitan
and suburban areas is simply insufficient
to absorb the population of individuals
released from state-operated psychiatric
centers, nursing facilities, adult homes
and correctional facilities (Guelpa,
2015). Although the state has released a
steady stream of funding for the provi-
sion of rental subsidies for this popula-
tion, these subsidies are unavailable to
many and insufficient to cover rental
costs in competitive housing markets
(Association for Community Living,
2016). Recent initiatives of the New
York City and State governments to de-
velop thousands of additional units of
subsidized housing notwithstanding, this
development is bound to lag behind rap-
idly rising need. Many among the newly
-deinstitutionalized will inevitably be
relegated to homeless shelters, rooming
houses and similarly substandard resi-
dential options that will compromise
their tenuous grasp on stability.

The architects of the state's movement
to incorporate all Medicaid-covered ser-
vices into managed care plans surely rec-
ognized the potential importance of social
determinants of health to the enduring
stability of the most vulnerable individu-
als. This prompted the acquisition of a
federal waiver that permits the delivery of
an array of psychosocia rehabilitative
services within community based settings
—aseemingly auspicious devel opment for
recipients. Once again, however, as sound
as the principle underpinning this ap-
proach may be, a closer inspection of it at
the point of implementation reveas po-
tential flaws that would deny many indi-
viduals access to these essential services.
These “Home and Community Based
Services’ (HCBS) may offer many of the
most vulnerable individuals the assistance
and support needed to flourish in non-
ingtitutional  settings, but the byzantine
mechanisms through which they must be
accessed will likely deny their benefits to
many. Individuals presumed eligible for
these services must undergo assessments
administered by Care Managers under
contract with regional Health Homes. The
Health Home model has delivered care
management services to many recipients
who were unable to access them under
previous models, but in many regions it
does not support the staffing ratios neces-
sary for the provision of intensive support
services to the most vulnerable individu-
as. It is not uncommon for Care Manag-
ers to maintain caseloads of 40, 50, 60 or
more clients, and it is unrealistic to expect
them to also coordinate the provision of
HCBS to eligible individuals. This coor-
dination requires administration of the
aforementioned assessment and develop-
ment of recipient-specific support plans
in ongoing consultation with MCOs and
the providers charged to deliver services
identified in these support plans. Rube
Goldberg would be mystified by the
complexity inherent in this framework of
service delivery. Thus, we can expect
many newly-deinstitutionalized and

would-be recipients of HCBS to lan-
guish in substandard residential accom-
modations while they await essential
services that founder in a bureaucratic
malaise.

Consider al of this in the context of
labyrinthine contract and quality assur-
ance activities characteristic of MCO
governance. Many nonprofit social ser-
vice organizations that attend to recipi-
ents social determinants of health have
never executed contracts with MCOs.
Most do not possess the infrastructures
necessary to effectively manage innumer-
able contract requirements with multiple
payers. Utilization management and re-
view, data analysis and outcome measure-
ment activities serve useful purposes in-
sofar as they promote efficiency and con-
tinuous quality improvement, but these
activities entail countervailing inefficien-
cies that could prove especialy burden-
some for many providers. A recent analy-
sis by researchers at Weill Cornell Medi-
cal College and the Medical Group Man-
agement Association indicates providers
spend approximately $15.4 billion a year
on data management and outcome report-
ing activities (Rice, 2016). A disparate
array of quality measures and reporting
requirements is bound to increase the
administrative workload for organizations
unable to shoulder it.

Furthermore, as the lion's share of
public funds devolves to MCOs resources
previously alocated via State Aid are
bound to vanish. Many providers who
deliver psychosocial support services or
coordinate access to social determinants
of health depend on contracts with state
agencies that seldom cover the costs of
service delivery. This tragic fact became
evident in the dissolution of one of the
most senior and well-respected social
service agencies in New Y ork. The recent
collapse of Federation Employment and
Guidance Service (FEGS) under the
weight of underfunded contracts with
various government agencies is a bell-
wether for the industry according to fo-
rensic analyses of this event (Human Ser-
vices Council, 2016). The Jewish Board
of Family and Children's Services
(JBFCS) inherited many of the contracts
FEGS released upon its insolvency. It
might have aso inherited a flawed finan-
cia structure that yields ever-increasing
deficits. This trend augurs a tipping point
from which the nonprofit service sector
may not return.

The confluence of trends poised to
transform our service system surely war-
rants concern. It also entails opportunities
for stakeholders to cultivate new payer
and provider relationships that reward
increasingly holistic approaches to ser-
vice delivery that account for the full ar-
ray of supports necessary to ensure the
enduring health and wellbeing of indi-
viduals entrusted to their care. Rigorous
analysis and reevaluation of systems and
structures that could thwart our pursuit of
the Triple Aim must be part of this equa-
tion. MCQOs, their governmental patrons
and contracted providers possess the col-
lective financial capital and professional
expertise to deliver on the promises of
healthcare reform, and we have the bene-
fit of history to guide us. Let us not con-
demn ourselves to repeat it because we
have chosen to ignore its lessons.

The author may be reached by phone
at (914) 428-5600 (x9228) or by email at
abrody @searchforchange.org.
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Helping Moms and Kids

By JorgeR. Petit, MD
Regional Senior Vice President,
New York Region, Beacon Health Options

edth care delivery is generaly
complicated, but it doesn't
always have to be. Change can
occur through a simple step.
Take the case of maternal depression.

It is undisputed that depression is a
highly treatable medical condition, espe-
cialy if identified and treated early. It is
aso well-known that a mother’s depres-
sion negatively affects her ability to prop-
erly bond with and care for her child(ren).
Like other forms of depression, maternal
depression does not discriminate. It is
widespread across socioeconomic groups
and race, but research shows that poverty
is a strong predictor, regardless of ethnic-
ity. Depression interferes with work,
sleep, appetite, and most importantly, a
parent’'s ability to parent his’her child.
Maternal depression has been associated
with fewer positive parenting behaviors
and more negative interactions with their
young children. Consequently, outcomes of
children raised in a home with a depressed
parent show a higher likelihood of develop-
ing behaviora problems and depression. It
is also well-known that a mother's depres-
son negatively affects her &hility to prop-
erly bond with and care for her child(ren).

Yet despite al that is known about
maternal depression, women — especially
low-income women — often do not get the
treatment they need due to fear of discuss-

ing mental health concerns with their pro-
viders or alack of education about depres-
sion. Several weeks ago, Beacon Health
Options (Beacon) issued a white pa
per  (http://beaconlens.com/integration/)
on what the evidence shows as the best
approach to behaviora and physical
health care integration. In that paper,
screening emerged as a critical tool. That
same week, the U.S. Preventive Services
Task Force (http://jama.jamanetwork.com/
article.aspx?articleid=2484345) found con-
vincing evidence that screening improves

the accurate identification of adult pa
tients with depression in primary care
settings, including pregnant and postpar-
tum women. The American Congress of
Obstetricians and Gynecologists has also
called for more depression screening of
pregnant and postpartum women and re-
ferral for evidence-based therapy.

Timing: Strike While the Iron isHot

In spite of the consensus, screening for
maternal depression is not standard or
routine. We know that there are many
models of effective collaborative/
integrated care that are embedded into
routine care at women's health clinics,
OB-GY N, and/or pediatric clinics, as well
as targeted interventions in early child-
hood programs, such as home-visiting or
Early Head Start programs. Various stud-
ies show that contacts in different treat-
ment settings are potential opportunities
for the screening, even if only using a two-
question paper-based screen  (http://
www.nchi.nim.nih.gov/pubmed/15956865),
to achieve a diagnosis of, and referral for,
treatment of maternal depression. We
need to conduct routine maternal depres-
sion screening during all points of possi-
ble contact, from prenatal visits through
well-child visits.

It's time for screening to become rou-
tine. We need to conduct routine maternal
depression screening during al points of
possible contact, from prenatal visits
through well-child visits. Doing so, im-
proves detection of mothers who are will-

ing to discuss depression and stress is-
sues with their physician. Further, screen-
ing should be facilitated by a collabora-
tive care infrastructure, such as discussed
in Beacon's white paper, where everyone
has a role. For example, as a managed
behavioral health organization, Beacon
works with many of its health plan part-
ners to address perinatal depression by
collaborating on perinatal teams and
screening pregnant and postpartum mem-
bers with the Edinburgh Postnatal Depres-
sion Scale. In Massachusetts, Beacon's
Massachusetts Child Psychiatry Program
(MCPAP) launched its MCPAP for
Moms (https.//www.mcpapformoms.org/)
program to help physicians treating preg-
nant and postpartum women and their
children to identify and manage depres-
sion up to one year after delivery. Another
example is New York City (https://
thrivenyc.cityofnewyork.us/), where a new
initiative is underway between NY C Hedlth
+ Hospitals and Mamonides to develop a
citywide effort at universal screening and
care for women experiencing material
depression.

In brief, screening is the logical thing
to do and the necessary thing to do. We
must follow New York City’s example
and embrace the goal of universal screen-
ing, starting in our own communities, so
that we can treat maternal depression,
once and all.

This article was printed with permis-
sion from the Beacon Lens Blog and can
be visited at http://beaconlens.com/
hel ping-moms-and-kids.

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 is ac-
complished through the provision of housing, vocational
Services, case management, community support, and
mental health rehabilitation services.

HDSW - Main Office
930 Mamar oneck Avenue
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(914) 835-8906
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100 Abendroth Avenue
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Awar ds Reception from page 10

Dr. Sullivan grew up in Queens, New
York City. She graduated from NYU and
its School of Medicine and completed her
Psychiatric Residency at New York Uni-
versity/Bellevue Hospital in 1978. She
has served as Associate Director of Psy-
chiatry and Medical Director of Ambula-
tory Care at the Gouverneur Diagnostic
and Treatment Center and joined the
Queens Health Network as Regional Di-
rector of Psychiatry in 1990, overseeing
the administrative, budgetary, and clinical
aspects of the psychiatric services of both
Network hospitals. She has enjoyed an
extensive career in public psychiatry and
has lectured and published on best prac-
tices in community care.

Dr. Sullivan is an active advocate for
her patients and her profession, is a Distin-
guished Fellow of the American Psychiat-
ric Association and has served as the
Speaker of the American Psychiatric Asso-
ciation’'s Assembly and on its Board of
Trustees. She is afellow of the New York
Academy of Medicine, a member of the
American College of Psychiatrists and the
Group for the Advancement of Psychiatry.

Peter C. Campanelli, PsyD

Dr. Campanelli founded the Institute
for Community Living in 1986 as part of
his doctora dissertation project, and
served as President and CEO until 2012.
Under his leadership ICL and partner
Agencies developed a diabetes manage-

ment protocol for seriousy mentally ill
people along with the first community
based health home under the chronic ill-
ness demonstration project (CIDP). ICL’s
healthcare integration efforts also led it to
develop its own health care clinic which it
latter evolved into a specidty federally
qualified health center (FQHC). He has
served as Board Chair of The Association
of Community Living and Managed Care
Innovations, as well as President of the
Codlition of Voluntary Mental Health
Agencies Board of Directors. He aso
served on the Board of the National Coun-
cil for Community Behavioral Health, and
is a past Chairman of the Mental Health
News Education, Inc. Board of Directors.

Dr. Campandli holds a Doctorate in
Clinica Psychology from Rutgers Univer-
sity, Graduate School of Applied and Pro-
fessiona Psychology, and is a past recipi-
ent of the university’s Peterson Prize for
Community Service. He is also a past re-
cipient of the Visionary Leadership Award
from the National Council of Community
Behavioral Health, and the Congressional
Community Corporate Partnership Award
from Hon. Edolphus Towns. His work has
twice been recognized with the Gold
Medal Award from the Hospital and Com-
munity Psychiatry Division of the Ameri-
can Psychiatric Association.

Linda Rosenberg, MSW
Harnessing the voices of the 10 million

adults, children, and families served by
the Nationa Council’s 2,500 member

organizations, Linda Rosenberg helped
secure passage of the federal parity law,
expanded integrated behavioral and pri-
mary care services, introduced Mental
Health First Aid in the U.S,, and built an
array of organizational, clinical and work-
force improvement initiatives. The Na-
tional Council’s strong support of the
Mental Health Excellence Act will result
in the first comprehensive effort to estab-
lish community accountability for the
health of people with serious menta ill-
nesses and addictions, the consistent utili-
zation of evidence-based practices, and
the standardized measurement of out-
COMeES.

Linda was Senior Deputy Commis-
sioner of the New York State Office of
Mental Health prior to joining the Na-
tional Council. She has over 30 years of
experience in designing and operating
hospitals, community and housing pro-
grams, and implemented New York's
first Mental Health Court. She serves on
an array of boards of directors and is a
member of the Executive Committee of
the National Action Alliance for Suicide
Prevention.

John J. Coppola, MSW

Mr. Coppolais a Past-President of the
State Associations of Addiction Services,
the national association of state associa-
tions that represented substance use disor-
ders services providers and which recently
merged into the National Council for Be-
havioral Health. John has served on nu-

merous national advisory committees,
including the SAMHSA/CSAT Partner-
ship for Recovery, the CSAT Recovery
Month Advisory Committee, and the Na-
tional Council of State Legislators Addic-
tions Committee. He has also served and
is on a number of regiona and statewide
advisory committees, including NYS
Governor Andrew Cuomo's Medicaid
Redesign Team Behaviora Health Work
Group, former NYS Governor David
Paterson’s Commission on Juvenile Jus-
tice Reform, the Northeast Addiction
Technology Transfer Center Advisory
Committee, Council on Accreditation, and
numerous NY S Office of Alcoholism and
Substance Abuse Services (OASAS)
workgroups. John aso served in an advi-
sory role with the Office of National Drug
Control Policy.

Prior to becoming Executive Director
of ASAP, Mr. Coppola worked for Catho-
lic Charities of the Diocese of Albany
from 1981 through 1996, serving most
recently as the Executive Director of
Montgomery County Catholic Charities.
During his tenure at Catholic Charities,
Mr. Coppola served as Chairperson of the
Catholic Charities USA Alcoholism and
Substance Abuse Committee and as
Chairperson of the NYS Catholic Confer-
ence Alcoholism and Substance Abuse
Committee.

Mr. Coppola received his Master’s
Degree in Social Work from the State
University of New York at Albany and
his Bachelor of Arts in Psychology from
Dominican College.
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How ABA Improved Executive Functioning Deficits

By Tiffany Salmon, RBT

Rhea Rodriques, RBT, and
Amanda Duva, BCaBA
Servicesfor the Under served (SUS)

osie is a young woman in her

early 20s, who attends one of

the senior CUNY colleges in

New York City, Baruch Univer-
sity. Rosie is diagnosed with mild intellec-
tual disability and schizoaffective disorder.
She entered into her third year of her
bachelor program in January 2015 redliz-
ing that she had significantly fallen behind
with several assignments and exams due to
poor organization skills and time manage-
ment. She was at risk for failing out of the
program. In late Spring 2015, Rosie found
hersef completely overwhelmed emotion-
aly and did not know how to get herself
back on track. Due to overwhelming stress,
she was admitted to the hospital for a psy-
chiatric break. That summer, Rosie€'s par-
ents were concerned that she would not
finish her degree and began looking for
additiona supports to help her finish col-
lege and gain the necessary skills needed
for fulltime employment.

During this time, Services for the Un-
derServed was awarded a Balancing Inno-
vation Program (BIP) Grant that would
support 25 individuals with disabilities.
Five of these individuals were targeted
because they were living a home, but
were at risk for more restrictive residen-
tial settings or frequent psychiatric hospi-
talizations due to challenging behaviors.
The grant allowed for a team of behavior-
aly trained specidists, Board Certified
Behavior Analysts (BCBAS) and Regis-
tered Behavior Technicians (RBTS), to
develop and implement strategies based
on the principles of Applied Behavior

Rosie

Analysis to promote independence and
minimize high risk incidents that often
|ead to emergency services.

In August 2015, the team began work-
ing with Rosie twice a week for two hour
sessions. Initialy, the behavior team met
with Rosie to identify goals that would
assist her with obtaining her bachelor de-
gree and gaining fulltime employment. In
addition, Rosie identified specific skill
deficits related to education, employment,
and social skills that she wanted the
team’s assistance to improve. Once these
goals were identified, the team developed
strategies utilizing visual cues, such as
daily and weekly schedules, and incentive
programs to increase the motivation for
her to complete assigned tasks.

To start, Rosie wanted to file an appeal
to return to her BA program in Business.

In order to accomplish this task, she had
to meet severa deadlines and provide her
support providers at Baruch the informa-
tion she received from her professors.
Without the support of the behavior team,
this would have been a daunting task that
Rosie would have difficulty completing
on her own. The BCaBA developed a task
analysis for Rosie and identified organiza-
tional skills that she would need to main-
tain these behaviors in the future. The
RBTSs created checklists and color coded
tasks by date and importance. In addition,
the RBTs supported Rosie with organizing
a meeting with her school counselor and
developed a list of her specific needs so
that she could independently advocate for
herself during the meeting. As part of the
instruction, the RBTs taught her how to use
visua cues and electronic devices as
promptsto remind her daily obligations.

As the team worked with Rosie, they
realized that she had a very low motiva-
tion to complete the steps necessary to
graduate. The BCaBA developed an in-
centive program to increase her motiva-
tion to meet her deadlines. Rosie success-
fully filed her appeal!

Following the appeal, the team ob-
served that Rosie was productive in com-
pleting tasks, but was not using the or-
ganization tools that the RBTs were using
with her between sessions, thus not gener-
alizing the skills. In order to implement a
successful fading program and foster gen-
eralization, the BCaBA expanded on the
incentive program to motivate her to com-
plete tasks outside of her session time. For
instance, if Rosie completed the tasks
outlined during the first session, her sec-
ond session would alow her access to a
preferred activity where she would be
accompanied by the RBT, who was also a
preferred staff. If the assignments were

not completed by the second session,
Rosie would complete the tasks on the
checklist and would not have access to the
preferred activity.

Rosie has a part time job on the week-
ends, but had difficulty in following a
budget and wanted the RBTs to assist her
with this skill. The RBTs introduced
Rosie to banking apps and a spending log
app that she could download onto her
phone. The team then tied these skillsinto
her incentive program and planning goals
by having her identify socia activities
that she wanted to access, determine the
cost of the activities, and develop a plan
to budget for these activities. For instance,
Rosie wanted to get sushi with the RBT.
In order to do that, Rosie had to identify a
sushi restaurant that she could access via
public transportation, determine the cost
of menu options, how much her meal
would cost, and then determining if she
could afford to eat at that establishment.
This strategy was generalized to social
activities with peers so that she could
maintain her budget outside of her ses-
sionswith the RBTSs.

Over the past six months, Rosie has
acquired and mastered the skills necessary
to move forward with reaching her goals.
In addition to organization and time man-
agement skills, she has learned self-
advocacy skillsand as aresult isreceiving
assistance from her University's Office of
Disahilities to maintain the necessary sup-
port she needs to graduate. She is another
semester closer to recelving her BA in
Business and has the same goas as her
peers like: gaining fulltime employment,
entering into a loving relationship with a
significant other and living on her own.
Through the support systems the RBTs and
BCaBA developed, Rosie is on her way to
reaching thislevel of independence.

Value Based Care from page 11

and strong, strategic leadership will do
better in an environment in which every
contract is contested and every relation-
ship is complicated. In addition, VBP
requires arobust infrastructure, especialy
with respect to hedth information, so a
program portfolio large enough to support
a significant infrastructure will be essen-

tial. VBP also incents risk, so providers
who are willing and prepared to enter into
contracts with risk elements will have the
opportunity to partake in a greater propor-
tion of potential shared savings.

VBP is coming. In some pockets of the
system where providers and payers are on
the leading edge, it is already here. It will
have a profound impact on the community
behavioral health sector. As a community,

www.institute.org

we need to come together to advocate to
ensure that metrics are embedded in VBP
structures that matter to the people we
serve and that measure the impact of the
work our sector does. Individual providers
also need to start by assessing their own
organizational readiness, perhaps by using
HMA’s VBP readiness tool, engaging
their Boards in conversations about the
environmental changes and the organiza-

Hope or Hype from page 6

Bill Advances in the Senate’. The Hill.
March 16, 2016. http://thehill.com/policy/
healthcare/273231-bipartisan-mental -
health-bill-advances-in-senate

3. Wang, PS, et a. “Twelve-Month Use
of Mental Health Services in the United
States: Results From the National Comor-
bidity Survey Replication”. Archives of
General Psychiatry. June 2005. http://
archpsyc.jamanetwork.com/article.aspx?
articleid=208673& resultclick=1

4. United States Government Account-
ability Office. Mental Health: HHS Lead-
ership Needed to Coordinate Federal Ef-
forts Related to Serious Mental IlIness.
December, 2014. http://www.gao.gov/
products GA0O-15-113

tion’s risk tolerance, and developing stra-
tegic plans that prepare for these new pay-
ment models.

HMA is a national Medicaid consulting
firm with a significant behavioral health
practice in the New York tri-state region.
HMA'’s Accountable Care Institute is dedi-
cated to helping providers transition to
new payment and practice models.

5. Comptroller General of The United
States. Returning the Mentally Disabled to
the Community: Government Needs to Do
More. United States General Accounting
Office. HRD-76-152: Jan 7, 1977. http://
www.gao.gov/productsHRD-76-152

6. Mark, TL, et al. “Spending On Mental
and Substance Use Disorders Projected to
Grow More Sowly Than All Health Spend-
ing Through 2020." Hedth Affairs. August
2014. http://content.healthaffairs.org/
content/33/8/1407.short

7. Hdl, K. “The Direct Spending Effects of
TitleV of H.R. 2646, the Helping Familiesin
Mental Hedlth Crisis Act of 2015.” Congres-
sond Budget Office. November 3, 2015.
https./mww.cbo.gov/sites/defaul t/files/114th
-congress-2015-2016/costestimate/
hr2646directspendingeffectsoftitlev. pdf
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Health from page 24

such as more “risky” models of mobile
crisis and respite.

Policymakers have made sincere ef-
forts to take into account the abilities of
community-based organizations to make
an impact in the whole-health needs of
New Yorkers receiving Medicaid. How-
ever, significant investments should till
be made in order to achieve integration of
whole-health priorities at the community
level. For example, commitments by De-
partment of Health and Office of Mental
Health policymakers to reinvest savings
from Medicaid Redesign initiatives back
into the behavioral health field can take
into account new approaches to popula-
tion health. Social determinant advances
can be driven by community-based pro-
viders agile enough to use reinvestment
money to meet the particular needs of the
communities they serve.

New York's Value Based Payment
roadmap to financial reform may be the
most significant step to build incentives
for community agencies to integrate
population health into a single payment
bundle with built-in rewards and risk.

Community-based providers can prepare
for this in concrete ways, by diversifying
the investments they are already making
in achieving health and well-being for
participants and designing quality assur-
ance processes to collect and anayze
data that indicates not just relief from
acute symptoms of diagnoses but that
also correlate to changes in population
health metrics. This shift requires inten-
sive planning and time for administrators
who have limited financial resources for
investing in technology systems and a
proficient workforce. New York can in-
vest in the administrative and financial
resources of its providers to prepare for
this shift, as providers use shared infor-
mation across systems to prepare for
innovation in service delivery.

Along with investments in providers
ability to manage value-based contracts,
policymakers should support the creation
of analytical software for risk assessment
and modeling that takes into account socia
determinants of health. Thisisnot asimple
task: currently, there is no existing model
that can (for example) anadyze the Medi-
caid costs associated with an individual
experiencing complex behaviora and

physical health needs as well as housing
instability, and project how those Medicaid
costs would change if that person achieves
housing stability. Instead of waiting for a
software product that can achieve this, state
policymakers can incent MCOs to pilot
projects that test models that can account
for the previous example and others that
target food insecurity, socia integration,
early childhood trauma, and other socia
determinants. New York is already leading
the way in Medicaid system reform, but it
could also develop projects that manifest
insights for the creation of the first risk
projection tools that take into account
population health.

The preceding examples indicate stra-
tegic ways that policymakers, payers, and
providers can all make room for a focus
on population health by building sustain-
ing platforms of investment in social de-
terminant approaches, integrated health
management, and financial and adminis-
trative planning.

Population health management can
take many forms for community-based
providers, as well as for hospitals, MCOs,
and policymakers. At Community Access,
our own “triple aim” relies on a frame-

work that positions the socia determinant
well-being of participants with equal im-
portance to community-based recovery
supports with discrete and measurable
outcomes, and progressive administrative
practices. Preparing for the policy shifts
that can support this framework today and
in the future has required a robust invest-
ment of staff expertise and collaboration
as well as pursuit of “non-traditional”
funding supports including grants and a
large base of donors. But as we strategi-
caly plan and await effective policy and
financial mechanisms for inclusion of
social determinants, we are actively pro-
viding a range of investments into the
well-being of participants today.
To learn more about how your agency
can use peer-informed practice to enhance
socia determinant opportunities for par-
ticipants while preparing for value-based
system reform, contact Briana at bgil-
more@communityaccess.org.

1. J. Michagl McGinnis, Pamela Williams
-Russo, and James R. Knickman, “The
Case For More Active Policy Attention to
Health Promotion,” Health Affairs 21 (2)
(2002): 78-93.

Culture from page 21

communication and sharing information
with staff and recipients increasing their
understanding of what is happening
around them. We can develop activities to
increase exposure to alternative ways of
doing things so that knowledge and un-
derstanding and thus readiness is in-
creased and decisions can be easier to
make knowing that there are choices. We
can expose staff to new recovery focused
techniques and evidence based practices
to which they may have not previously
been exposed. We can let people know
that the change is possible, positive and
will be supported. And most important,
we can be strong and present leaders, cre-
ating a shared vision and outlining the
steps needed to accomplish that vision.
This is not an easy process so why
engage in change? First, because when we
offer services in a recovery-oriented sys-
tem, people have the possibility to im-
prove more quickly. People become ac-
tive in stating what they want and need,
and they work harder to achieve their
goals mainly because they are their goals
and not our goals. Offering recovery-
oriented services requires sharing power
between practitioner and participant, and
this power sharing ultimately reduces staff
burden as staff come to realize that the
life and the outcomes of their work belong

to the participant and not to them. The
recovery journey is the participant’s jour-
ney. Practitioners cannot force individuals
to walk a path that they don't choose or
take the journey for them. This eventually
helps to empower both practitioners and
participants, leading to better staff reten-
tion as participants rediscover and follow
their dreams and practitioners and service
recipients learn to cel ebrate success.

This kind of culture change is not with-
out chdlenges for providers. Person-
centered, recovery-oriented work takes time
and a new way of looking at things. Believ-
ing in recovery for al and putting partici-
pants in the driver’s seat are not approaches
many of us learned in our professiona edu-
cation. If we are to expect practitioners to
practice in this way, we must provide train-
ing in the philosophy of recovery and in
evidence based toolsfor practice

How do we get started? To begin the
transformation, first adopt a clear recov-
ery-based mission statement and fund and
support only those services that are con-
sistent with that mission. Then, to assure
that the recovery vision is embedded
within the structure of the agency, it's
critical to clarify staff expectations by
revising personnel policies, job descrip-
tions, and performance reviews so that
they match the goals and needs of recov-
ery-oriented services. Lastly, it's impor-
tant to assure that agency policies and

Focus from page 18

to take care of their overal well-being.
As a supervisor, | emphasize the impor-
tance of managing our physical and mental
health in and out of work. | promote self-
care and model it during supervisions, staff
meetings, and other regular encounters.
This should be accomplished in the context
of recovery principles. Build on staff
strengths, offer them different options to
make their workload more manageable,

incorporate peer support to take on some
of the responsibilities, and constantly re-
mind them the purpose of the work by
sharing stories of how people have gotten
better as aresult of their efforts.

In the midst of system reform, you
maintain a focus on recovery by including
it in your everyday language. You alow it
to become the frame of practice and inte-
grate recovery principles to everything
work related, from staff interactions to the
people residing in Supported Housing.

“Our greatest glory is not in never falling, but in rising every time we fall”
Confucius

procedures are personally accepted, and
that the language encourages and supports
the recovery services being offered.
Training and sustaining belief in recovery
is the key to beginning the process. Once
staff believe that people actually can and
do recover, they will want access to state-
of-the-art practice guidelines.

Critical elements that sustain customer
satisfaction include easy access, involving
service participants in policy making and
in planning and designing services, and
creating person-centered services that
contain goals and objectives congruent
with a person’'s real life hopes and
dreams. Documentation is also critical,
and user friendly Electronic Hedth Re-
cords are now essentia for information
sharing as well as careful documentation.
Clinical records must be useful to the par-
ticipant and staff, as well as to funding
and regulating bodies. Real life function-
ing, not just symptom improvements,
should serve as goals that are analyzed
and reported as outcomes.

System transformation is not easy and
leading during a period of intense change
such as what we are currently experienc-
ing, is a very hard job. Managing is diffi-
cult in any environment, but in our current
environment of shrinking and changing
funds, increased risks of litigation, the need
for major changes to our infrastructure and
the move from volume to value, leaders

can easily lose their vison and aso lose
their way. And yet this transformation of -
fers our leadership a rare opportunity.
“Leaders, through their words and actions,
fill in the details of the vision. The meta-
phors, the anecdotes, the traditions, past
successes and failures ... serve to elaborate
on the vision” (Anthony, W., Cohen, M.,
Farkas, M., & Gagne, C. Psychiatric reha-
bilitation, second edition. Boston: Center
for Psychiatric Rehabilitation, 2002.)

Let's work together to assure that the
programs we offer have the direction as
well as the resources they need to provide
recovery-oriented services so that every
member of society gets a chance to lead a
productive and satisfying life. Our vision
can propel our staff and service recipients
to go through the hard work of change in
order to move from where they are to
where they want to be. Finding innovative
ways to lead our agencies through the
turbulence of change can help assure that
developing and sustaining a culture of
recovery for all people remains foremost
on the agenda of our behavioral health
care system now and in the future.

Edye Schwartz oversees the education
and training division at NYAPRS and
trains and speaks often on organizational
and culture change, recovery oriented
systems of care and achieving excellence
in management. She can be reached at
edyeschwartz@nyaprs.org.
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Better behavioral health
care starts with a partner
who knows the way

At Beacon, our mission is to help people
live their lives to the fullest potential. As
today's trusted leader in behavioral
health care, we are committed to
helping people recover, become more

resilient, and achieve better outcomes.

Learn how Beacon helps people live
their lives to the fullest potential at

beaconhealthoptions.com.

@ beacon

health options






