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BEGIN TRANSCRIPT:
LARA HOKEN (MODERATOR): …Behavioral Health Home Core Clinical Features. My name is Lara Hoken, and I am a policy associate at the National Council for Community Behavioral Healthcare.
Before we begin, I would like to cover a few housekeeping notes. Today’s webinar is being recorded, and all participants will be kept in listen-only mode. You can find the call-in number for the webinar on the right-hand side of your screen. Questions may be submitted throughout the webinar by typing your question into the dialog box, to the right of your screen, and sending it to the Organizer. We will answer as many of your questions as time allows. If, at any point during the webinar, you experience technical difficulties, please call Citrix Tech Support at (888) 259-8414. 

With that, it is my pleasure to turn it over to Trina Dutta from SAMHSA’s Center for Mental Health Services, to give a brief welcome to all of you and introduce our speakers. Trina?
TRINA DUTTA: Thank you, Lara. Um, good afternoon, everybody. My name is Trina Dutta, and I, um, work at SAMHSA within the Center for Mental Health Services, and I am one of the team members on our Primary and Behavioral Healthcare Integration Initiative, which is what is sponsoring today’s webinar to the SAMHSA Healthcare Center for Integrative Health Solutions. 

I wanted to welcome everybody and thank you for your time this afternoon. Our webinar today is really – was really spurred by a lot of interest around the Country with regards to the establishment of the Medicaid Health Home Option, which came about through the Patient Protection and Affordable Care Act in 2010. And, really, the emphasis behind this opportunity is to serve individuals who have chronic conditions – who have multiple chronic conditions, I’ll say. And the federal guidance around this is requiring that a health home have a variety of provider standards, and these include quality-driven and cost-effective services, comprehensive care plans for patients, the involvement of continuing care strategies. And all of this, really, is – the emphasis behind this is meeting the triple aim of holding costs down, enhancing the care for individuals, and providing better care. 

So becoming a health home will require a lot of changes for providers, and interested providers might end up encountering various barriers when they’re trying to implement these changes. And so, during this webinar, we will hear from doctors Laurie Alexander and Ben Druss on some of the key clinical features of a payroll health home in contrast to a primary care-based health home. And this is really stemming from a paper that Dr. Alexander and Dr. Druss did through our Center for Integrated Health Solutions. And it has just been posted on the website, so you can visit integration.samhsa.gov to see the entire paper. But it focuses – the title is “Behavioral Health Homes for People with Mental Health and Sub-Acute Conditions: The Core Clinical Features.”

So I just want to briefly introduce our speakers, and then we’ll get started with the show. Dr. Laurie Alexander is an independent consultant specializing in integrated healthcare, and a senior study director with the national consulting firm Westat. Dr. Alexander has extensive experience in mental health advocacy and healthcare integration. She is a clinical assistant professor at the University of Washington Department of Psychiatry and Behavioral Sciences, and she serves as a member of the Advancing Integrated Mental Health Solutions, or the AIM Center, Advisory Board, as well as the ACMA College for Behavioral Health Leadership Board. Prior to her role as a consultant, Dr. Alexander was with the Hogg Foundation for Mental Health in Texas and, there, she led the Hogg Foundation’s Integrated Healthcare Initiative. 

Our other speaker and author today is Dr. Ben Druss. Dr. Druss is the first Rosalyn Carter Chair in Mental Health at Emory University, and he has been working to build linkages between mental health, general medical healthcare, and public health for quite some time now. He works closely with the Carter Center Mental Health Program, where he is a member of their Mental Health Task Force and Journalism Task Force. He has been a member of two Institute of Medicine committees and has served as an expert consultant to SAMHSA, the CDC, and the Assistant Secretary for Planning and Evaluation (ASPE). Dr. Druss’s research focuses on improving physical health and overall healthcare for individuals with serious mental disorders. 
So, with that, I’d like to hand it over to Drs. Alexander and Druss. 

DR. LAURIE ALEXANDER: Great, OK, just one second. OK, hopefully, that came up here. 

DUTTA: Sure. Yes, it did. 
ALEXANDER: Can you see that all right? OK, great. Thank you. 

Hi, good afternoon, everyone. This is Laurie Alexander. Thank you for the opportunity to talk with y’all today. Ben and I have been looking forward to it. 
What we’re going to do today and what we’ve been asked to do is just provide a very brief overview of the paper that Trina mentioned the URL, where you can find that. When we were approached to write the paper, as Trina said, that was – the impetus for this was this new Medicaid program. And what is really compelling to it, and why the Center for Integrated Health Solutions is so interested in it is it really offers an opportunity for mental health and substance use centers to look at how they may become health homes. And what we’re talking about it health home centers in mental health and substance use centers, and working with calling those behavioral health homes or behavioral health homes. 

So there are a lot of different aspects to becoming a behavioral health home. What we were asked to do in the in the paper is to focus just on one aspect of that, which is the clinical aspect. So if you have a functioning, effective behavioral health home, what is happening clinically within those doors? OK, so that is what we’re going to be talking about today. We’re going to be talking about how to meet the CMS requirement for health home service provision and how to do that in a way that best ensures that quality care is being provided. So that’s where we’re starting off. 

The context for this Trina talked a little bit about – really, with the Affordable Care Act (ACA) that created this new option for state Medicaid programs. As she mentioned, that was – that became available in January of 2011. Then we’re not going to discuss financing of the health homes today, and that was not a part of the paper’s scope, either. However, I think it is important to note, if you’re not familiar with this, that this new option for state Medicaid programs contains some pretty nice financial incentives for state. These include, for the first eight quarters of a state’s health home benefit, the FMAP, or Federal Medical Assistance Percentage, for health home related payments will be 90 percent. Also, states may propose alternate payment models for health home service, for example, doing bundled payments and things like that. And, finally, the ACA also authorized state planning grants funded through the Medicaid Administrative Federal Matching Rate at the requesting state. So those are some pretty nice financial reasons for states to look at this program. 
The CMS Health Home Guidance lays out service requirements that come from the ACA, as well as what they call well-established chronic care models. These are the required services that a health home must provide in order to participate in this program. You’ll see, if you look at the original CMS guidance, these required services are also termed “provider standards” if you look at that. So just so you know, this is the same thing. And also so you know, with the language we have here on the slide, it is just a little bit different than the language that is in the original guidance, and we changed it just a little bit, just in hopes of making it a little bit plainer English, so, hopefully, that is helpful. 
Let me just run through those briefly. Trina alluded to some of them. 
First off, each patient must have a comprehensive care plan. Second, services must be quality-driven, cost-effective, culturally appropriate, person- and family-centered, and (evenly spaced – 09:14). Services must include prevention and health promotion, healthcare, mental health, and substance use (star) treatment, long-term care services, as well as linkages to community support and resources. 
In addition, service delivery must involve continuing care strategies. These are really important. We’ll be talking about those today. These include care management, care coordination, and transitional care from the hospital to the community, and other aspects of transitional care. Important to note the health home providers do not need to provide all the required services themselves, CMS makes clear, but they must ensure the full array of services is available and coordinated. And, finally, providers must be able to use health information technology (HIT) to facilitate the work of the health home and establish quality improvement efforts. 

Individuals to be served by a health home through this Program must have a chronic condition. So far, there’s a very specific set of conditions that are allowed. These are: a mental health or substance use condition, asthma, diabetes, heart disease, or being overweight. The guidance from CMS noted that the list may grow over time. 

While states may propose in their state plan amendment to address all of the eligible chronic conditions, at a minimum, they have to target people who have either two or more chronic conditions, have one chronic condition and are at risk for another, or have one serious and persistent mental health condition. 

One thing that I think, for those of us in the behavioral health community, that is so important to note is that the CMS guidance indicates that, regardless of which conditions are selected for focus, states must address mental health and substance use disorder services and consult with SAMHSA about how they propose to provide mental health and substance use disorder prevention and treatment. So that’s pretty important, of course, for our community. 

With that, I’ll turn it over to Ben. 
DR. BEN DRUSS: Thanks, Laurie, and thanks to everyone for being here. 

So there’s a real opportunity here for our field, and the opportunity is that we can move towards building health homes for the people that we serve, where they are serviced – in the community and community behavioral settings – and that we can develop these new organizational entities, which, as we’re talking about in the call, could be called behavioral health homes or behavioral health-based health homes. I want to go to the next slide. Lara?
ALEXANDER: Yes, (inaudible)
DRUSS: Oh, great. There’s also a challenge, though, within the opportunity, and the challenge is that we want these to more than administrative entities or shells. We want to actually deliver care that is consistent with what we know will improve health outcomes as well as mental health outcomes in this population. So, as Laurie said, and just to underline, the focus of this webinar is to walk through the literature on what we know are the key elements that need to be supported within these new behavioral health homes to improve care. 

[Turns page] So to function as a behavioral health home, it is going to be – it is going to require a shift in roles, processes, and the care that’s provided in behavioral health system. And to achieve this shift, the behavioral health home is going to need to reorganize care delivery across several key areas. These are areas that were identified in the chronic care model developed by – at Wagner at Group Health in Puget Sound, beginning in mid-1990s, and which have been found, individual and then collectively, to promoted improved outcomes across a range of chronic illnesses including mental illnesses and including comorbid mental and medical conditions. These include: self-management support, delivery system design, decision support, information systems, and community linkages, which we’ll be walking through in the next phase of the presentation. 
So for people with chronic illnesses, in general, with comorbid conditions in particular, most of their lives are spent outside of doctors’ offices. A person with diabetes may spend an hour a month and even an hour every six months in a doctor’s office. The rest of their life is spent on their own, and they have to make decisions about diet, about exercise, about medication adherence that are going to ultimately affect their outcomes of care and their quality of life. So it is critical that these homes, then, be able to support consumer self-management, including assessing how effectively they are able to manage their own conditions and how effectively they are able to work within the health system. 

An example of this is the Chronic Disease Self-Management Program, which was developed at Stanford. These are for general medical populations, people with chronic illnesses, and they’re group sessions led by peers with – who themselves have chronic health conditions, and they participate together in sessions covering topics such as exercise, nutrition, and effective communication with loved ones. 
In addition, there are programs that have been developed around improving self-management on the mental health side. The Wellness and Recovery Action Plan is an example of a peer-led intervention that helps people with mental illnesses to monitor their feelings and behaviors that concern them, and develop strategies for improving them. There are programs on the substance use side, such as SMART (Self-Management and Recovery Training) and also 
SBIRT (Screening Behavioral Intervention Referral Treatment), which have been shown to improve self-management and also outcomes in patients with substance use disorders. 
An example of a program to improve self-management of medical conditions in people with mental health conditions, as well, is the Health and Recovery Peer Program (HARP Program). This is an adaptation of the chronic disease self-management program for mental health consumers. It is a manualized six-session intervention like the Chronic Disease Self-Management Program in which peer leaders help participants become more effective managers of their chronic medical illnesses. And the program was modified to add content on mental health and its interaction with general health on telling diet and exercise recommendations to the socioeconomic status of public-sector populations, and also adding one-on-one individual sessions and a workbook to help to make sure that people are effectively reaching their health goals. Like the Chronic Disease Self-Management Program, HARP is primarily focused on improving self-management outside of the medical system. It doesn’t provide direct linkages with medical services. 

So next, Laurie is going to talk about delivery system design. 
ALEXANDER: Great. Thank you. Yeah, so the behavioral health home redesigns care systems in a key way. We’re going to talk about just a couple of them today, and there’s additional information in the paper, of course. These are formation of multidisciplinary practice teams and the provision of care management, two really key things that must be accomplished. 
In terms of the teams, what has to happen in behavioral health home is that providers need to work together as part of a multidisciplinary team with shared responsibilities for addressing comprehensive care needs. Where these people are doesn’t really matter; they may be housed under one roof or function virtually with members stationed in different settings. Regardless of where they are, it is essential that the members find ways to function as a single unit; this means having clear roles, a shared plan for care, effective communication, and mechanisms for coordinating care between team members. 

In terms of care management, this is something that I think many, many people have been exposed to at this point and another really key strategy. I would think of it as the tool that – best tool that we have for ensuring that folks don’t fall through the cracks. So consumers likely to benefit from this would include mental health and substance use disordered clients who have higher utilization of services or those with numerous comorbid conditions. 
Care management focuses on plan activation and education, care coordination, and, when there is a treating provider involved, also monitoring the consumer’s participation in and response to treatment. 

Let’s just give one example of an agency that’s doing this in practice. Compass Health is a private non-profit community mental health center in northeast Washington State. They participate in the Washington Community Health Council’s 2010-2011 Learning Collaborative on Medical Care Management. In that pilot, sites had access to a database of Medicaid claims data, which was developed and maintained by the State Health Agency. The database enabled Compass and the other participants to identify their clinics’ highest risk consumers and see where else in the community those consumers were receiving services or obtaining medication. 

You know, I know in talking with most people around the Country, you always feel like you’re flying blind, right? You don’t know where people are going for care, you don’t know where they’re getting medication, etcetera. That was the beauty of this database, that it gave you a window into that. Each pilot site in the learning collaborative had many ways to develop their own program eligibility criteria using the database and, really, to develop their program from there. What Compass Health did was, it used the Medicaid’s Claim Database to identify consumers and their clinics that had the highest inpatients and emergency room utilization (crits). The database also helped them to figure out which medical providers in the community served their consumers, what medications the consumers were prescribed, and where they filled their prescriptions. 

Once those consumers were identified through the database as eligible for the Program, a nurse care manager conducted outreach to engage them in the program. Consumers then regularly completed a patient activation measure, which assessed their knowledge, skills and (enhancements) in managing their health and healthcare, and they met regularly with the nurse care manager, who provided them support with addressing any areas of things that needed to change, to help them become better participants in their healthcare. They also would do things like go with consumers to medical appointments and things like that, to try to support them around meeting their goals around their medical conditions. 

Another key aspect of a health home needs to be or needs to involve decision support. Decision support really includes strategies for ensuring that clinical care is provided with (inaudible). So we all want to do that; these tools actually make that easier to do. A typical primary care-based health home practice is largely comprised of (general). When we look at a behavioral health home for people with mental health and substance use disorders, that team will be primarily behavioral health experts. So regardless of setting, the practice team is going to have responsibilities for providing or coordinating comprehensive care for patients, so, clearly, we are going to see some kind of missing expertise there, whether it is in the primary care setting or in the behavioral health home. So these decision support strategies are ways to supplement the teams’ skills and knowledge so that they can provide the best care possible. Two strategies for doing this include ways to leverage expertise of specialists and how to embed evidence-based guidelines in the routine provision of care. 

In terms of bringing medical specialists into practice teams, in behavioral health home this will likely include primary care providers or specialists like endocrinologists. Primary care providers delivering health care services will be the most common medical specialists in behavioral health homes. Such providers may be physicians or so-called – I know a lot hate this term but the short-hand mid-level providers, that is, like, nurse practitioners. 

If the patient resources are available, the behavioral health home may contract with or hire specialists to be onsite full-time or a day or two a week. And this allows for training of the other (positions) and more contact with consumers over time. If that’s not feasible, however, there are some really nice models for how to use even a small amount of specialists’ time to good effect. 

In terms of embedding evidence-based guidelines in routine care provisions, there are a lot of different ways to do this. We go into examples in the paper, so you can check that out. This can include things like injecting into your EMR – electronic medical record or health record – orders standing orders that are structured here according to best practices. It can include ordering systems that make sure that the best kinds of dosages or correct medications are being prescribed, things like that. And to give an example of that kind of system in practice, we are going to talk just briefly about Brigham and Women’s Hospital in Boston. 
They developed a clinical decision support tool to try to address the very common problem of inappropriate use or excessive dosing of psychotropic meds in older patients. They already had a computerized system that they called BIC, that – basically, how it worked was, when a clinician entered the name of a medication to be provided, BICS would then provide guidance around that medication, so the most commonly prescribed dose and frequency of administration was taken with this experimental tool if they altered the dose, the default frequency of psychotropic meds for patients 65 and older. They also suggested a substitute drug when provider ordered the psychotropic medication known to be poorly tolerated or to prevent risk in older patients. 

They found that this worked really nicely, that it increased the prescription of drugs at recommended dosings, reduced prescription of non-recommended medications, and also, nicely, they were able to show that there were actually fewer inpatient (faults) by following the system. 

With that, I’ll hand it back over to you, Ben. 
DRUSS: OK, thanks, Laurie. 

So clinical information systems are one of the platforms that support both the team-based care, care managers. what Laurie’s been talking, and also patients in managing their own illnesses. These include patient registries, which I’ll talk about in a minute, and what they have in common is that they organize population level data to maximize the outcomes for a defined group of consumers, supporting the provision of population-based care. And then, at an individual level, they can organize client-level data to maximize individual outcomes. 

They can take different forms. They may be part of an electronic medical record, or they can exist as a standalone tool that may or may not communicate with the organization’s other information systems. They can be computerized or paper-based, and while certain formats may be more efficient, it is also important that the systems adopted serve the necessary functions. The behavioral health home needs clinical information systems that can organize data on subgroups of patients with particular conditions or characteristics, that can deliver reminders to providers and that also can provide feedback to clinicians and consumers. 

So an example is a web-based registry that was developed as part of the Mental Health Integration Program in Washington State. A patient registry is an information tool that allows for the effective tracking of all the consumers seen in a practice with a particular condition or set of characteristics. It is a database in which key data about a target population is organized in one place, and the data in the registry may include consumers’ diagnoses, assessment, or lab results, current/past treatment regimens, and also appointments. 

So, for the Mental Health Integration Program, this was a program in which more than 200 community health and mental health centers are participating. The State legislature funded the program with support from Public Health-Seattle and King County, and over 18,000 consumers have now participated in the program since it began in 2008. The web-based registry is kind of the backbone of the Program. It is called the Mental Health Integrated Tracking System, or MHITS. It is used to track clinical improvement and to identify patients who are in need of follow-up or who aren’t improving. So it will have the name of a patient, their key identifying information, and then will flag patients who aren’t where they should be on, say, the PHQ9 for depression or other indices for other conditions. And team members can sort registry data by patient and also by primary care provider, care manager, or practice, viewing caseload statistics across the practice. The MHITS facilitates communication among the treatment team members, as well, who can view the system online. 

There was an evaluation of the Program’s policies, which found that the intervention reduced inpatient admissions and actually reduced homelessness, as well. And it has since expanded to a statewide program. 

So community linkages are also a critical piece of the behavioral health home. This is what is happening outside of the health home physically but which is critical, particularly for the populations that our organizations are working with. Originally, community mental health centers were established to care for an entire population with an attachment area and, from that perspective, it is important to be thinking about individuals in the community who aren’t already in care through the community mental health center or the behavioral health home. 

At the same time, a community focus requires an understanding of the contextual factors, the social determinants like poverty, lack of access to opportunities for physical activity and healthy eating that may underpin poor health, particularly among vulnerable populations such as people with serious mental health and substance use conditions, and comorbidity. So it may be possible, for instance, to improve outcomes by identifying and linking consumers to resources such as grocery stores, community centers, and fitness centers in the neighborhoods where community behavioral organization is located. 

Behavioral health organizations should become familiar with their areas’ community resources such as peer support organizations, self-help groups, exercise facilities, childcare facilities. And then it is important, potentially, to develop databases of these resources and keep them updated so that they can coordinate care effectively with the community resources. 

Finally, the behavioral health home has responsibility for linking consumers to community resources such as social service program, housing support, income support. And this may become one of the key functions of care managers working within behavioral health home, to link participants not only to medical services and mental health services but also to these community support services. And these can be documented along with the health and mental health services within the registries that we’ve previously been talking about. 

So on the next page, we’ll talk about a particular program – the In SHAPE Program – which was developed by Monadnock Family Services in New Hampshire. This is a health promotion and fitness program that was designed to decrease risk factors for heart disease, obesity, diabetes in adults with serious mental illness. Program participants complete the fitness and lifestyle assessment with a personal trainer, with whom they work to establish individualized nutrition, fitness, and health goals, and create a plan for action. Participants meet weekly with a health mentor to review their progress and solve problems. And the Program provides participants with vouchers for membership to fitness facilities in the community, such as YMCAs. Participants also have access to nutrition counseling, smoking cessation programs, and referrals to primary care providers at health centers, if they don’t already have one. 

Then Laurie will begin on the next slide. 
ALEXANDER: Great. Thanks, Ben. 
So that’s just – I mean, I know that was really fast, but, again, in the interest of just providing an overview, those are – what Ben and I were conceptualizing is kind of the key aspects of how a mental health or substance use center, or a behavioral health center would need to reorganize the delivery of care in order to provide effective health home services and use the CMS guidance. 

We also, in the paper, talk just very briefly about how a behavioral health home needs to be structured in order to provide these kinds of services. So we’re going to talk about that – the three options that we discussed in the paper just briefly, right now. 

What I think probably stood out to all of you when you first read the CMS guidance – I know it did for me – was that it makes clear in the guidance that health homes do not themselves need to provide the full array of required services, but they must ensure that such services are available and coordinated. So what this does is it gives the behavioral health agencies several options for how to structure behavioral health home. Which path a behavioral health agency decides to take will depend in large part upon their resources, existing physical facilities, the number of consumers they serve, etcetera, etcetera. There are a lot of different factors, but it is really nice to think of this as – hopefully, if you are really motivated to do this regardless of what kind of resources you have, there is some way to kind of plug into this kind of structure. 
I wanted to first talk about the in-house model. This is – well, of course, we tried to come up with a term that conveys what it is, and really what this is, is a behavioral health agency that provides and owns the complete array of primary care and behavioral health services in-house. So, of course, anybody who has read any of the integrated healthcare literature knows that having all necessary providers under one roof does not guarantee that they will work together well to provide health home services effectively. So this is what the integrated literature says, this is what the chronic care literature says – I mean, everybody is aware that co-location does not equal quality; however, it is a really important start, and research does show that onsite care delivery is helpful. 
In terms of who is doing something that might be considered an in-house model right now, we have two kinds of examples in our behavioral health community. One would be the Crider Health Center in Missouri, and the second one being Cherokee Health Systems in Tennessee. And I suspect that you all are quite familiar with these organizations at this point. 

Crider was established as a community mental health center in 1979, became a community health center in 2007. They offer mental health, dental, and primary care services to folks with serious mental illness and the general population, under one roof. Cherokee also started out as a mental health center (and) began adding primary care services in the ‘80s, obtained community health center status for (several sites – 37:01) in the 2000s. And they now provide a whole range of mental health, substance use, dental, and primary healthcare services. 
And although the two organizations began as mental health agencies, originally, they both can now be described as fully integrating how they deliver health and behavioral health services. More information is in the paper, but just to give you a sense, these are the kinds of organizations that are doing what we would call an in-house model. 
With that, I’ll turn it over to Ben to talk about two other models for doing this. 
DRUSS: So for behavioral health agencies that don’t have the ability to provide all services themselves in-house, partnerships with outside healthcare providers can make the behavioral health homes work. These are – there is a lot of interest around these partnership models that are now being developed between behavioral organizations and primary care organizations to create virtual behavioral health homes. 
In these co-located models, the behavioral health agency arranges for healthcare providers to provide primary care services onsite, and then, as with the in-house model, the processes must be in place beyond co-location to ensure that there is actual integration – communication, coordination between providers that happens routinely; otherwise, these won’t be truly integrated services. 

The co-located partnership model is the primary approach being used in SAMHSA’s Primary Behavioral Healthcare Integration Grant Program, which, to date, has funded 64 behavioral health agencies to provide primary care services onsite, and will be providing funding for 32 more organizations later this year. These grant sites focus on populations with serious mental disorders, with or without comorbid substance use disorders. Most participating sites in this program are partnering with a primary care provider, usually a community health center – an FQHC – and almost all sites have a primary care provider, typically a mid-level provider or a primary care physician, onsite, and then have access to a medical site and a primary care physician who provides supervision and consultation. And most sites are also using nurse care managers. 
On the next slide, we’ll discuss the third model, which is a facilitated referral model. This is an option for behavioral health agencies who wish to provide behavioral health home services but not provide the services themselves onsite. And the agency has processes to ensure that, though care is provided offsite in the community, it is coordinated with that care in the (community). 

Models that have referred consumers out without mechanisms for facilitating the process don’t work. Patients either don’t make it out into the community. In the first place, they don’t make it to the referrals or, when they make it out for the referrals, information isn’t effectively communicated back to the community behavioral provider. 

So behavioral health home can be structure via a facilitated referral model. The diagnoses of mental health and substance use disorders continue to be made internally, but treatment for health conditions are made externally with the behavioral health partners to whom the consumers are referred. But the two work together, typically with the care manager serving, who is employed by the behavioral health agency, serving as the glue and as the source of communication between the two organizations. 

An example of this program is a research model called the Primary Care Access Referral and Evaluation Model, in which two full-time registered nurses followed a manualized protocol or provide medical care management to people with severe mental disorders at a community mental health center. No primary care services were provided onsite, but the medical care managers were responsible for linking consumers to medical care in the community, and the program was associated with significant improvements in quality and outcomes of medical care. 

This approach has also been used in substance use settings. There was a study by Sammet and colleagues that studied a facilitated referral team model located within a detox unit. The intervention clinic provided consumers a clinical evaluation by a team consisting of a nurse, a social worker, and a physician, then followed by a facilitated referral to an offsite primary care clinic. That study found that this model resulted in a significant increase in the likelihood of successful linkage with primary medical care. 

So these models are relatively low-cost. They’re flexible, and they can work well for smaller agencies as well as serving potentially for a transitional model for agencies that eventually want to work towards a co-located or a partnership-based model. 

[Turns page] Laurie?
ALEXANDER: Thanks, Ben. So those are the points that we covered in the paper very briefly, about how care needs to be organized and also the different structural approaches that a behavioral health center can take in order to become a behavioral health home. 

Really, I hope that you all see the amazing opportunity that this presents for behavioral health agencies, really to optimize the overall health and wellness of our consumers. Also, it builds on the experience that y’all have been developing already in integrated healthcare, and it carves out an important niche in the evolving healthcare system. 
That said, becoming a behavioral health home is going to require a lot of work, not surprisingly, and I imagine that all of you out there are tired of hearing this. It seems like it is just one thing after another that requires more work, more reorganization, transformation, etcetera; it is true, it is going to require that – new roles, new processes, new care provided, etcetera. But, again, it is just an amazing opportunity to be supported CMS in doing this and to really make a difference for the consumers that we serve. 
What is really going to make a difference here, and what we talk about further in the paper is that agencies will get their passage by embracing or strengthening a culture of care that is person-centered, population-based, data-driven, and evidence-based. Now, exactly what steps an organization needs to go through in order to become a behavioral health home is pretty complicated, but we provide basic action steps in the paper in thinking this through. These would include…
[Outside conversation interrupts]
DUTTA: Yeah, and I haven’t heard anything back from the Center yet. 

ALEXANDER: What? I think (Amy) needs to be on mute; she wasn’t. 
DUTTA: (inaudible) 

ALEXANDER: Oh, sorry, (inaudible). 
HOKEN: Just a reminder to all participants, if you could just please put your phones on mute – that way, we don’t get any of the background noise. 

ALEXANDER: Thanks, Clara. 
So these action steps include reaching out to relevant state agencies; mastering the health home’s key clinical features that we talked about today, as well as the system level strategies that support them; creating a strategic plan including the clinical model, budget and implementation plan; starting a change management process; summarizing partnerships with your community partners; regularly updating state agencies on your progress; identifying and including relevant stakeholders in the decision-making and strategizing process; and, finally, seeking support and guidance, or training from colleagues, experts, and leaders in developing (inaudible)
[Outside feedback continues]
Future health agencies should also keep in mind the many resources and technical assistance available in the SAMHSA HIRSA Center for Integrated Health Solutions, which will continue to work on supporting behavioral health providers’ development in these key kinds of areas. 

The Center of Integrated Health Solutions has extensive relevant resources on its website at www.integration.samhsa.gov. And that is also where you can find an executive summary of this report as well as the full report that Ben and I spoke to. We hope to get lots of nice feedback from everyone. 
So, with that, I’ll turn it back to y’all. Thank you. 
HOKEN: Thank you so much, Laurie and Ben. Again, I know we keep on getting a little bit of that feedback. I apologize for that. Again, just a reminder to – if, presenters, you could put your phone on mute, that would be great. 
[Feedback continues]
So before we get into the question-and-answer session, we have been receiving a number of your questions. Thank you, everyone, for sending those in. 

I would like to invite Chuck Ingoglia, the Senior Vice President of Public Policy and Practice Improvement at the National Council, to say a few words about some of the Center for Integrated Health Solutions’ Health Homes Initiative, and just any commentary that he might like to provide on Ben and Laurie’s presentation. 
Chuck, I’ll hand it over to you. 
CHARLES INGOGLIA: Thank you, Lara, and thank you, everyone, for joining us today. I just wanted to take a few minutes. 

Well, one of the things that was not mentioned in the webinar about this new state plan option is that all states that are pursuing health home state plan amendment must have a consultation with the Substance Abuse and Mental Health Services Administration, and that has proven to be a very effective step in helping to ensure that states are considering the needs of behavioral health populations no matter what their target population is for their state plan amendment. 
The Center for Integrated Health Solutions, in addition to producing the paper that was described today, authored by Drs. Druss and Alexander, is working on a second paper which chronicles the experience to date of states that have approved state plan amendments, and those states include: Missouri, Rhode Island, New York, Oregon, and North Carolina. And that paper tries to provide a little more context because, as you have seen or you may have noticed, there was a list of required services for the new state plan amendment, but there is not a lot of description in the CMS guidance about what those services actually look like. So, in this new paper, we try to provide a little more detail from approved state plan amendments regarding those services and some of the other features that have emerged from those proposals. And we are also available to provide technical assistance to states at SAMHSA’s discretion. 

So, Lara, why don’t I turn it back over to you?
HOKEN: Great, thank you, Chuck. 

And I just also want to remind everyone that the webinar is being recorded. I know a number of you have asked about the slides and the recording. They will be available on the CIHS website within 48 hours after the end of this webinar. 
Additionally, for those of you who’ve been asking about the paper, it is available on the CIHS website, which is www.integration.samhsa.gov, and it is housed under the “Integrated Care Model” section. 
So, with that, I would like to go ahead and turn it over to some of the questions that we have received from all of you during the presentation. 
One of the first ones that came in – and, Ben and Laurie, this is directed to you – as you were going through the delivery system design that would – the specialty behavioral health home would entail, you talk about a single-care plan. How do you coordinate that? And outside an entity such as a client’s primary care doctor, for instance, how is that coordinated, and how do you work on achieving that single care plan?
ALEXANDER: Ben, do you want to jump in or shall I. 
DRUSS: Sure, sure. I mean, that is a great question. I think [pauses] one of the challenges, particularly in these – in these partnership-based homes has been creating a single plan that can communicate across both of the two sites. Certainly, in terms of the in-house models, the onsite models, it is a relatively straightforward question, and you can develop a record that is onsite. 
I think, in terms of figuring out ways to communicate across the two sites, that can be more challenging. And I know that some of the sites that we’re currently working with on that are working to develop systems that are compatible with each of the two organizations but that allow more effective sharing of information across to them. So that can be something as simple as kind of cutting and pasting, or copying records from the FQHT’s record within – into the community mental health center’s record, or it can actually be creating systems that can talk to each other and share information, basically exchange information, or have it housed within a cloud that is accessible to each of the two sites. But it is a very important question. 
ALEXANDER: It is. And I would just add that, in the paper, we do talk about a site that is doing this, in Pennsylvania. And if I remember correctly, we also have a link to their care plan template, which could be helpful. 

Echoing what Ben said, having some way to actually share that, though, and have that be updated regularly, where everybody has access to the most up-to-date information is really important. What that looks like depends entirely on the resources of the center, so if you have some way to share information electronically, then that is, of course, going to be – well, maybe not easy but, in terms of communication when it is set up, that would be easiest. But the centers can also figure out ways to do that, even if it is just in a paper form. 
One thing that we talked briefly about in the paper is that these shared care plans really should be thought about, as well, as a tool for the team’s communication. That is another piece to think about. That can be used for how to put the plans together and also update them. It is having some kind of team meeting that happens virtually or in person, however this happens – as a team huddle on a daily basis, as a monthly or quarterly meeting of the group to go over the clients/consumers/patients that you’re working with. But those kinds of meetings of teams can also serve as a really important mechanism for going over the care plan and making sure that it is up to date, and that everybody is on the same page. 

HOKEN: Great. Thank you for clarifying that and for those details. Another question that came in was specifically, again, around the delivery system design. Talking about – you mentioned a little bit about client activation. I was wondering if you could elaborate a little bit on what you mean by “client activation” and maybe any specific examples that you could give. 
DRUSS: Sure, sure. Thanks for the opportunity to clarify. This is a concept that was built around – was originally called “self-efficacy,” which just sort of means an ability – a person’s belief that they can accomplish a health-related goal. But activation encompasses both that and then also their ability to function effectively with patients. 

There is an index – and I don’t know if we have it in the paper, but if you look up the Patient Activation Measure, it is an index that was developed by Judith Hibbard, and which can be used both to say how effectively a patient is able to serve as a self-manager; it is ranked between one and four, with four being, you know, the most activated. And it can be used both to kind of assess where a patient is at, and it can be used as a goal, that is, to improve activation over time, and then it can also be used to tailor care and messaging to patients based on where they’re at in that…
[Speaker cuts off]
HOKEN: Yeah, Ben, I think we might have just lost you on the phone. Laurie, I didn’t know if you had any comments that you wanted to add to Ben’s response. 
ALEXANDER: Yeah, so the Patient Activation Measure is probably one of the main ones, and that was actually – I had talked about the Compass Health during the presentation, and that Washington Community Mental Health Council Learning Collaborative. That was in 2010-2011. I also used that. 

You know, it is a one of the best research measures on client activation that is out there. It is important to know that it was also developed for folks with physical health conditions, and so it can be challenging to use it with those who have behavioral health conditions. 

I think the Learning Collaborative showed that, really, there is some real education – psycho-education that needs to happen to try to get people to respond best and make best use out of that – the Patient Activation Measure. 

What they say about it, as well, is that they also have some really nice modules for how to coach people, then, on improving their client activation, and so how to empower them so that they feel better able to make choices around healthy lifestyle, medication adherence, whatever needs to happen to some – whatever needs to change in their life to make them better participants in their own health and healthcare. So that’s really – it is not the only one measure out there, but it is probably one of most robust measures that is out there right now. 
HOKEN: Great. Thank you, Laurie, and thank you for giving those examples and explaining where one might be able to find some more information about that. 

There are a couple questions that have come in specifically related to some of the models that you and Ben spoke about in your presentation. The first question – someone on the call wants to know what is the difference between the Facilitator Referral Model and the current duties of many mental health or substance use case managers.
ALEXANDER: Uh-huh, so what would be the difference for somebody who is functioning as a case manager now in a behavioral health center versus one that is in a behavioral health home, that is doing the Facilitator Referral Model? Ben has firsthand experience with this. I don’t know if you’re still there, Ben, if you want to take it, I am happy to…
DRUSS: I’m back, but I didn’t hear (inaudible) Did you get that?
ALEXANDER: Because Ben’s work actually…
DRUSS: What was the question?
ALEXANDER: …With the clinic that did that. So what is the difference for a case manager currently working in the behavioral health agency – their current roles – versus what a care manager would be doing in a Facilitated Referral Model?
DRUSS: Well, I mean, the most important is that they would be – in addition to managing mental health problems, they would also be managing medical problems. I think there’s a lot of - you know, there’s obviously a lot of variety in terms of what case managers are already doing in sites, but the main – really, it is – it is really not that different. In a lot of ways, it is about expanding the circle of activities that they are already providing, going from focusing primarily on addressing what the mental health problems are to broadening to medical, and then, as we talked about, also, earlier in the presentation, thinking about the broader needs, as well. I mean, really holistic and patient-centered, so thinking about housing, other – getting patients’ entitlements. So it is more than just managing their medical problems; it is likely also going to involve addressing the social issues, as well, and financial issues. 

ALEXANDER: And I would just add – so, for organizations that have a fairly – I don’t know what you call it – more elaborate case management or more sophisticated case management approach, it absolutely would look quite similar and just be adding on some additional pieces. 
For others, there really should be added to the approach more mechanisms that allow for tracking those people and tracking where they are, how they’re doing, things like that. And if there is a treating provider – for example, at the behavioral health agency has partnered with a primary provider who is onsite a few hours a week – that case manager would also have responsibility for monitoring those consumers’ response to treatment provided by that onsite provider. So that is a pretty different kind of law, so that could be monitoring blood pressure or following up on glucose level, hemoglobin, HA1c, things like that. So depending on the approach, it could work. And depending on what the center has already been doing, it could work pretty similar, or it may really be a more elaborate, structured, and really rich and comprehensive kind of approach to what is now called case management. 

HOKEN: Great. Thank you. I guess specifically referencing the Referral Model, is there a need for the health home to – when you have a referral model, is there a need for the health home to create a network? Is there any credentialing that might be required, or is the issue to ensure that the provider is a part of the network of the entity paying the claims for the actual service that is being provided? 

ALEXANDER: So I’ll go ahead and start and, Ben, you just jump in. 

DRUSS: Sure. 
ALEXANDER: So in terms of the actual claims and (inaudible – 1:01:26) thing again, that is beyond the scope of what we were looking at. In terms of actual just clinical provision – you know, provision of clinical services, what I would say is that, absolutely, there needs to be – well, if possible, there should be some kind of standards that are met. 

What you see in the CMS guidance is that the health home, whether or not they provide the services themselves, must ensure that the services provided meet certain standards. And a behavioral health home is not going to be able to do that. Even if they take a facilitator referral model, they’re not going to be able to do that unless they know something about the services being provided by those outside providers. And so exactly what that looks like, I’m not sure. There are models, but exactly what that looks like, there is not one answer. But a behavioral health home will need to be able to speak to that, at least for the CMS Program. 
HOKEN: Ben, do you want to add anything to that?
DRUSS: Yeah, I mean, I think there’s a spectrum. Clearly, developing relationships with community providers, memoranda of understanding that – kind of getting to know people - the people who are in the systems, to whom clients are being referred - will only help in terms of coordinating care at the end of the day. And as Laurie said, to really become the behavioral health home, these are going to need to be more formalized – the relationships. 
HOKEN: Great. Thank you. You know, another question – or several questions have come in to get a little bit more information about how people can find out whether or not their states have applied and, if so, how they can maybe get involved in the process. Chuck, I don’t know if you want to speak a little bit about that or just give some of the – our listeners a little bit of direction about how they can get more information. 
INGOGLIA: So there are, to date, as I mentioned, five states that have approved state plan amendments and several others that have submitted state plan amendments, that are not approved yet. 

I think the best way – as well as, then, there are a number of states that have planning grants. So on the CMS has a technical assistance center called the Integrated Care Resource Center, that has a list of the states that have applied for a (5-4) state plan amendment, then those that have them approved, and you can also get a little bit more information about their programs there. 

I think the best way to start is to get in touch with your single state authority, your mental health authority of substance use authority to find out what is happening in your state, what they’re doing, and how you could get involved. 
HOKEN: Great. Thank you for that information, Chuck. 
Another question that came in is talking about, really, sort of the structure of the disciplinary change, and a couple of questions have come in about this. One question that came in was, for the communication of the team, is it necessary that they communicate with each other face to face, or maybe can there be other ways in which they can communicate? Can it be by reading one another’s notes and the EMR, or is it the more complicated case that it needs to be face to face? What are some other options for that? What is sort of the most appropriate model?
DRUSS: Laurie, do you want to…?
ALEXANDER: Sure, that’s a great question. You know, it is the same issue that anybody that is trying to collaborate with – well, collaborating has to do with. There are definitely ways to communicate that do not require people to be standing face to face, exchanging information. Really, with – even if you’re a behavioral health center that has multiple sites, you may find that is impossible to have providers talk directly to one another, so there have to be other mechanisms for having that kind of communication. 
As you say in your question, yes, some kind of electronic means, some kind of way to leave notes for one another and to be able to look in the person’s chart, whether it is paper or electronic, is certainly a way to do that. Having that shared care plan is another way. 

Meetings are helpful, I think that people have found, and so that is one thing to keep in mind. Of course, those don’t have to happen in person; they can happen virtually, and by that I mean something as simple as phone can happen. But when you look at organizations that have done integrated behavioral and primary care work so far, or who are starting to do this kind of interdisciplinary work that is required for health programs, what you hear is that they’re coming up with mechanisms for regular communication of the team. That, in some sites, looks like a daily huddle, they call it – a team huddle that gets together and talks about who is coming in today and kind of what the status of the different consumers is. For others, they meet monthly or quarterly to talk about the key consumers in the program, how they are responding to care or who are having an especially difficult time. And they also use that time to really talk about how the teamwork is going, how the program overall is going, and use that time to strategize about how to work more effectively as a team. 
So, absolutely, it is critically important. And it does not have to happen in person. Well, I think, in almost every case, it is going to have to happen through other means as well if not instead. 
HOKEN: Ben, do you want to add anything on that?
DRUSS: No, I think I would underline your point about the value of even brief in-person meetings on at least a weekly basis, just to touch base. There is – it is hard to replace that, and I think, certainly in our projects – both research and demonstration projects that we are working with – that face-to-face contact with the whole team, both the mental health providers and the medical providers, has been totally important. 
HOKEN: Great. Thank you. Another question has come in about the inclusion of peer services in a health home model and what role that might serve. Maybe, what are some of the barriers? What types of activities are happening right now around the use of peer services?
DRUSS: Yeah, I mean, there is a lot of interest in that and, potentially, a lot of value, particularly around that issue of activation that we talked about earlier. I mean, the ability of peers to model healthy behaviors, to kind of help move people along towards becoming better self-managers is really critical. And I think it is an area that, actually, mental health is ahead of the rest of healthcare on in terms of really thinking about the role of peers. 

I know there is a major emphasis within – among the grantees – the PBHCI grantees – on using peers, particularly around the wellness activities. So they can operate – peers can operate either more in parallel to the care delivery team in the health home through programs like the Chronic Disease Self-Management Program and HARP, in which they are helping other peers to better understand their illnesses, like diabetes, better manage their illnesses, or they can be more a part of the team itself. For instance, patient navigators can help patients – accompany patients to appointments, help patients get benefits. They can serve in parallel to and in collaboration with care managers. So I think it is an area which are still kind of figuring out. There are a lot of different models that are out in there in terms of ways that peers are working either directly, part of the team, or in parallel. But I think that, in almost all of the programs that I am aware of, peers have at least some role. 

Laurie, do you…?
ALEXANDER: No, I – yeah, I think that’s great. I was just wondering, Chuck, it sounds like there is interest in the health home work that is starting to grow. Do you know anything specifically about peer services in the current health home records, in the states, that are underway?
INGOGLIA: Well, certainly, the states – so the states have a lot of flexibility in defining what the services are and who delivers them. And there are states that are including peer wellness coaches as a component of their overall approach. I don’t – then I could spend some time kind of looking at the plans that have been approved and then compile that information for the questioners. 

HOKEN: Great. Thank you, Chuck, and thank you, Ben and Laurie. 

You know, a couple of questions have come in about the exchange of information over electronic health records and any barriers that might come about when trying to share this information, whether or not 42 CFR or any tougher restrictions impact the ability to share client information between physical health, mental health, and substance use. 

Are there any – are there any of you who can speak to that or talk a little bit about if there are any models for integrated data systems? Maybe, what are some of the barriers or challenges that have been faced or may be faced. 
Ben or Laurie, are you there?
DRUSS: Yeah, Laurie, did you have more – I know, Laurie, you were talking about the model program earlier. Did you have any…?
HOKEN: Unfortunately, I think that Laurie accidentally got disconnected on the phone.
DRUSS: [Chuckles]
HOKEN: She’s trying to get back in. [chuckles] So we can – Ben, if you’d like, we can hold on on that question, if you’d like. 
DRUSS: No, that’s fine. I mean, I think – again, I think, as we were talking about earlier, it is kind of where the field is at right now in terms of trying to figure out how to make this work effectively. I don’t know if – Chuck, do you have any thoughts on the 42 CFR in particular around the privacy regulations?
[Presenter disconnects]
Have we lost Chuck?
INGOGLIA: No, I’m just thinking, but I’m trying not to do it out loud. 

DRUSS: [Chuckles]
INGOGLIA: I’m not an expert in this. I know there are other staff here that are, and this is something that we could help with. I just don’t want to speak out of turn, so I would rather pass on it. 
DRUSS: Aha, OK. 
DUTTA: Ben, this is Trina Dutta with SAMHSA. We…
DRUSS: OK. 
DUTTA: In the consultations they’ve had with states, actually, this has not been coming up very much because of to whom 42 CFR actually applies; it is organizations that hold themselves out as a provider of substance use services. And, by and large, most of the consultations that have been coming in so far have really been focused on either a primary care setting or on a mental health setting. We have one – we heard from one state that is doing a very targeted focus on individuals with drug addictions, and so they’re trying to kind of get through some of the 42 CFR issues. But this has not been something that we yet, through our work with states, at SAMHSA have had to deal with much at this point. 

HOKEN: Great. Thank you, Trina. 

INGOGLIA: So, for the most part, Trina, what I’m hearing is that it is – it may be less of a barrier than sites may believe it is, will be…
DUTTA: Yeah, I definitely think so. I think…
INGOGLIA: Right. 
DUTTA: …Yeah, I will leave it at that. 

INGOGLIA: Yeah. And I should say that the National Council, both through the Center for Integrated Health Solutions and through a new program, is working particularly around these issues, around information technology – you know, helping sites develop health records that can – both for internal quality improvement, and that can allow for more effective integration. So Mike Lardiere is the Vice President for HIT within the National Council, and I guess there’s a whole – if you look on their website, there’s a lot of information in terms of how sites can work toward improving their information technology capabilities. 

HOKEN: Yes, thank you, Ben. And as you mentioned here, we are building up the website to include some resources that might be useful, so I encourage people to go to the CIHS website for additional information. 
We only have time for maybe one or two more questions. The next one that I’d like to ask to our presenters is, one of our attendees on the call indicated that they had been having difficulty with retention and compliance when working with a medical home. Do you have any suggestions for retention in the Health Home Model?
INGOGLIA: Yeah, I mean, I think it is – all the strategies that we’ve been talking about – things like having a register, knowing who your patients are, reaching out, contacting them proactively – you know, the answers to retention, keeping people in treatment kind of hinge on what the reasons are for people not staying in treatment. And I think, to be able to work with patients using strategies like: motivational interviewing to kind of get them as engaged in their care as they can, and to figure out what’s in it for them to be coming in; to try to understand, if they’re not coming in, is it because they can’t make it in, helping them with transportation to come in; is it because they don’t think it is important, and then it is a matter of kind of thinking with them about what their key health goals are - peers can be really helpful in that area in terms of kind of figuring out with patients what are their hooks, why – in what way will getting treatment help to further their own recovery goals. 

So it can be difficult in any setting. This isn’t unique to behavioral health home, but it is many of the same problems that might be seen on the medical side for patients with chronic illnesses and certainly on the mental health side in just keeping people engaged in behavioral health treatment. So I think, in many ways, I believe that you guys are already good at this in terms of the work that you’ve been doing for your clients, in terms of their behavioral healthcare so that it is really just a matter of being systematic, tracking clients, and, for people who aren’t coming in, understanding – trying to understand with them what are the reasons that they are not making it in. 

HOKEN: And this is…
ALEXANDER: If I could just mention…
HOKEN: Oh, go ahead. 
ALEXANDER: (inaudible) very important – you know, just some lessons from that Washington Council project that was focused on medical care management, I think, really apply here. And the engagement and retention were – definitely, everybody had that experience. And when I was at the Hogg Foundation doing the Collaborative Care Model in health centers, it was the exact same thing – engagement and retention were key problems. 
What I think the Washington Council’s Collaborative got very clear on was the importance of meeting people where they are. And I know that we say that all the time [chuckles], and it can be hard to kind of stop and think about what that means, but what it meant to them, what they saw was that, when they really stopped thinking, “You know what? You really need to start getting your symptoms under control and lose weight, and do all this” – when you stop thinking those things and stop trying to guide treatment according to those things, and can really stop and say, “What are your goals? What’s going to make your life better? What is going to make you feel happier in the world,” then that’s when you start getting better at engaging people and getting them to come back. 

That is in addition, of course, all of those other things that Ben was talking about, that are so important – you know, transfer patient, childcare – things like that are just – if you don’t have those in place, you’re not going to get people back in. That is just a fact. But I think the importance of meeting people where they are and taking that very, very seriously is really critical. 
HOKEN: Great. Thanks, Laurie. 

So we have time for one final question, and I think this question is kind of helpful for someone or an organization that is kind of just starting off on its feet. 

The (inaudible – 1:20:33) – we are a non-profit provider of substance abuse services with limited mental health services provided by a part-time consultant. We would like to partner with a local healthcare home. Can you describe the process by which a non-profit service provider would identify a healthcare home, pursue a partnership, and build a credible care system as described during the presentation?
DRUSS: Yeah, I mean, that’s – I guess – right? – that’s the – a great question to end on because it is really about how does all this start off. And I think it is such a local kind of question. 

In terms of the partnership that I know about here in Georgia and Cobb County, it was really about an enlightened CEO from a community mental health center, a community behavioral provider kind of asking around, “Who are the providers that are out there, that might be willing to do this, that are a little bit ahead of the curve,” and then sitting down and having a cup of coffee with the CEO, and developing a relationship. And I think it is at that leadership level that it begins, and then it is at the clinical and provider level that it begins to get fleshed out and actually operationalized. 

It is a very local process. You know, it depends on who’s near you, whom you might already know, one way or the other, through you community, with whom you could partner, and then kind of sitting down and figuring out what might work. 

And, again, I think, kind of the theme of what this paper and this webinar are about is that there is not one approach to either starting this or making it work at an organizational level; what’s important is to keep in mind these key clinical features that are the end goal of that, and then use your relationships, your resources that you already have in the community to set up something that will allow that to work. 
HOKEN: Great. Thank you, Ben. And you bring up a great point, that, really, one of the benefits about this paper is that it really goes through what those core clinical features are, and about keeping those in mind through the process, whichever way an organization chooses to go through that process.
Well, unfortunately, that is all the time that we have today. I do want to remind everyone that the webinar recording and the slides from today’s webinar will be available on the CIHS website. You can see that URL on your screen right now. It is www.integration.samhsa.gov. That’s also where you can find the paper that we have been referencing throughout the presentation. It is called “Behavioral Health Homes for People with Mental Health and Substance Use Conditions: The Core Clinical Features.” And it can be found under the “Integrated Care Model” tab at the top of the screen, on the CIHS website. 
I would like to extend a big “thank you” to Drs. Laurie Alexander and Ben Druss for presenting on today’s webinar. I’d like to also say “thank you” to Trina Dutta for joining us and giving us a nice introduction, and also the Chuck Ingoglia, again, our Senior Vice President of Public Policy and Practice Improvement here at the National Council, for offering your commentary. We appreciate all of you for being on today’s webinar, and I would just like to thank you all. 

As you leave the webinar, please be sure to remember to take the survey that will pop up on your screen as you exit. This is really helpful for us to get some feedback about how the presentation went and how we might be able to serve your needs on future webinars. 

So, again, thank you to our presenters, thank you to everyone for joining us, and we will see you at the next webinar. Take care. 

DRUSS: Bye.
END TRANSCRIPT
______________________________________________________________________________________
2012 05 30 14.01 Behavioral Health Homes The Core Clinical Features 
Page 24 of 24

