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BEGIN TRANSCRIPT:
MODERATOR: Treatment Innovations Perspectives from Dixon Providers Integrating Primary Care. My name is Aaron Williams and I am the Director of Training and Technical Assistance for Substance Abuse for the SAMHSA-HRSA Center for Integrated Health Solutions at the National Council of Behavioral Health and I will be your moderator for today’s webinar.
As you may know, the SAMHSA-HRSA Center promotes the development of integration of primary care and behavioral health services to better address the needs of individuals with mental health and substance use conditions, whether seen in specialty behavioral health or primary care provider settings. 
In addition to national webinars designed to help providers integrate care, the centers continually post practical tools and resources to the center’s website providing direct phone consultation to providers and stakeholder groups, and directly working with SAMHSA primary and behavioral health care integration grantees and HRSA funded health centers. 

[01:12]
To explore what addiction treatment providers with going around the area of integration in primary care, CIHS conducted a brief national survey and convened a meeting with a number of early adopters addiction treatment providers from across the country who were already integrating primary care services through an in depth discussion. Today’s webinar will highlight the perspective of three of those providers that we identified. 

Your presenters for today will be Dr. Janie Berry, Medical Director for the Dual Diagnosis Unit at Stanley Street Treatment and Resources Center in Fall River, Massachusetts. Dr. Jim Sword, Director of Health Information Technology for Tarzana Treatment Centers in Los Angeles, California. And Les Sterling, CEO of the Central Kansas Foundation in Salina, Kansas. 

Today’s webinar is being – 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 in to the dialog box to the right of your screen and sending it to the organizer who will try to answer as many questions as possible and as much as time allows.
[02:32] 

If at any point during the webinar you experience technical difficulties, please call Centric’s technical support at 1-888-259-8414. 
The webinar slides are currently posted online at www.integration.samhsa.gov under the webinar section. 

At the end of the webinar, please take a moment to provide your feedback by completing a short survey. 
Now, before we begin the webinar, I would like to ask a couple of poll questions to help get a chance of who’s on the call and what are you doing related to integration. 

MALE VOICE: Are you ready for me to launch the first one Aaron?
MODERATOR: Yes. Yes, please. So first question is how far along is your agency and its efforts…in its integration efforts? We’ll keep the poll open a little while here. [Pause.] Okay, we’ll keep it open for a few more seconds. [Pause.] Alright, Maven, if you would show the results please. [Pause.] Okay, so about 53 percent of you are just beginning and there are a few of you, about 30 percent or so, well in to your integration efforts, so that’s good. There a lot of folks are engaged in this activity and moving forward with that. And still people are doing a lot of early work there. So Maven, if you will post the second poll question. [Pause.]
[04:50] 

For those agencies that are considering integrating primary care services, which model are you considering? Partnership model or the do-it-yourself model; hiring your own primary care staff? So we’ll keep the poll open for about 30 seconds and just as a reminder, when we get started with the formal webinar, we’ll try to answer as many questions as we can as time allows. Please type those questions in to the chat box and we’ll try to get to as many as possible during our question and answer session. [Pause.] Alright, we’ll keep this open for about 10 more seconds or so. [Pause.] Okay, Maven, go ahead and show the results. Oh wow, so about 76 percent of you are engaged in some sort of partnership model. So you’re partnering with primary care. About 24 percent engaged in the do-it-yourself model in your hiring staff. So this webinar will be pretty good for both as we have examples of agencies who are partnering and agencies who are taking the do-it-yourself approach. I hope this will be helpful for you.
[06:15]
And without further ado, I’d like to turn it over to our first presenter, Janie Bailey. Janie.
JANIE BAILEY: Hi, good afternoon Aaron. I first would like to just thank you and SAMSA, the National Council for asking me to participate in this webinar. By your definition, I guess I am going to be presenting a program that is a Do-It-Yourself program. We have clearly integrated primary care and substance abuse here at Stanley Street Treatment and Resources in Fall River, Mass. 

Next slide please. I just want to give a brief disclosure of my conflicts of interest. I have done some pharmaceutical research and my institution has received grant support. I’ve got travel support and once or twice have been asked to actually be on an advisory committee.
Next slide please. This slide is here to just give you an overview of what Stanley Street’s corporate office actually looks like. We go by the acronym of STAR. Some people say SST STAR in order to try to tease us, but I will be referring to us primarily as STAR throughout this presentation.
[07:33]
This slide is here because I’d like for you just to begin to get a notion of what integrated is. If you look at the door that’s on the left of your screen, this is our administration wing, or we call it, and it is, as you can see, joined by a hallway to the entrance at the right which is where our outpatient mental health and substance abuse treatment services are all housed. That hallway belongs too many of our case managers, our HIV case management team, our Women’s Batterers teams, etc. And if you could just jump from that mental health entrance right over the building back where those trees are where the pointer is, you would be going in to the door of our primary health care center. So next slide please.
[08:20]
All of these services are contained, as you might see from this aerial view, in the building to your right…the one that sits right next to the city water tower. This is our building that you were just looking at. And if you moved directly across the parking lot, to the left of the slide, that’s where we house our inpatient detox, our dual diagnosis offices, many of our administrative billings, and we also have our IOP services that are currently now situated there.
Sometimes the distance between detox and the health center and detox and primary care can be millions of miles, but it’s really just a parking lot away. Next slide.
What we’re going to talk about today is not only real estate, but I want to give you an overview of STAR and our services here; specifically talk about our family health care center and then focus in on the office space, the Buprenorphine treatment that we do within the primary health care center. We’re going to talk a little bit about how we do Buprenorphine; give you some brief notions of our outcomes and some ideas about how well it has worked out for us financially. Next slide.
[09:44]
This is a busy slide, but it’s we’re a busy place. So I’d like – even though we’re not going to go over this line by line – I’d like for you to get a general idea of some of the services that we provide here at STAR. 

We’ve been, as you might begin to gather, dedicated to primary care, substance abuse treatment and to integration for quite some time. We were founded 35 years ago now as a private not-for-profit organization and originally were only a 20 bed alcohol detox unit. 

Our center at Fall River, which you were just looking at, now currently provides, as I said, both inpatient and outpatient mental health and…no, excuse me. Inpatient detox and dual diagnosis and outpatient mental health as well as substance abuse counseling. We have a continuum with an intensive outpatient program included as well as what’s moving in to an open access outpatient service. 

We provide CSP, our community port service for our patients. We do family interventions. We have Buprenorphine. We have Methodone and we have two primary healthcare centers. We also, as I mentioned, have some specific counseling that are population specific.
[11:02]
We also have two sites that are located in Rhode Island – one that does primarily inpatient detox and another that gives long term substance abuse treatment to mothers and a mother and children program. Next slide.
Altogether, I think we employ around 450 people in all three sites. 
Now the Family Healthcare Center is our primary healthcare center that is located just in the Fall River site. Why primary care? Why did we decide to become a Do-It-Yourself model? Well, I guess, essentially the leadership felt that our patients were not receiving adequate primary medical care. These were felt to be primarily and most ardently felt around the diseases that related to substance abuse, mental health issues, and then eventually when the AIDS epidemic hit our area, it was very clear. Our patients were underserved.
[12:01]
So we started out with one exam room and a medical director that was committed. Lost $250,000 the first year, back in 1996, but did not give up. We actually have been successful and opened, as I mentioned, our second site just last March in 2012. Both these centers are currently classified as 333 federally qualified health centers. Next slide.
We’ll look at a little bit about how we staff this place. We have three family medicine physicians that are full-time and three nurse practitioners that are medication nurse practitioners, or medical nurse practitioners as well as an additional two psychiatric nurse practitioners. 

The psychiatric nurse practitioners are a reasonably recent integration. We’ve had one on staff full-time for three years and just added a second one last year because we were so busy. 

We have part-time help from infectious disease physicians and a little over half time pediatrician. And I, as a psychiatrist, work there primarily in the Buprenorphine clinic. 
The Fall River Primary Healthcare Center staffs 118 employees and does extensive case management in addition to delivering primary care. Next slide. 

The numbers look small all of a sudden on the screen, but the important note here is it gives you something about who we treat and how many visits we have each year. So you can see that basically in 2012 our total clinic visits were close to 50,000. We are doing, within that number of case management visits as well as Methodone and Buprenorphine group therapy visits. So some of those are behavioral visits as well. But the medical visits are broken out at the top on line 2. Next slide.
[13:59]
The type of people that are those kinds of problems that we’re treating are illustrated here. In 2011 it is of note the 24 percent of our patients presented with a primary diagnosis that was either a substance abuse diagnosis or anxiety and depression. 

In 2012, our reporting changed a bit so the data had to be broken out with the top three. And when you expand it to the top three, we’re up to 60 percent of the people presenting with a problem in this area, in these areas. Next slide please.
[14:41]
We do; within our primary care center, we are also actively screening for substance abuse. All of our patients are screened with the Cage 8 at their initial visit and on their annual exam. We are beginning to monitor nicotine as if it is a 5th vital sign.
We will be doing carbon monoxide monitoring. I think, pretty much we initiated that this month. And we have blood alcohol levels are gathered when necessary. And urine toxicology screens are ordered not only to help monitor our Buprenorphine clients, but also to help monitor our pain medication clients and anyone receiving a Class 2 or Class 3 substance. Next slide. 
Medication assisted therapy that occurs in our primary care center, I’m going to give you a brief overview of some of those. 

Our nicotine dependency program really is individually driven by each practitioner. And we do have some clinic wide projects. We have a smoking intervention group. We do have an identified counselor. But I have to say the use of the medications for this particular disorder really varies by individual. We’re very fortunate to be in Massachusetts where we also have a web-based program called Quit Work, which is available to all of our patients. Next slide. 

[16:12]
And we’re not going to talk specifically about it, but I do put it up so that if you’re interested, you can peruse the website. It is an evidence-based stop smoking program that the practitioner can enroll their clients in and not only does the individual get some help with obtaining some nicotine replacement, but they also have support online and the providers get feedback over the next six months. Next slide.
If you look at alcohol dependency, our treatment here is primarily oral Naltrexone, Acamprosate and Antabuse. Luckily we have expanded our injectible Naltrexone, our Vivitrol significantly over the last year to year and a half as the coverage has improved. 

The healthcare nursing staff are all trained in how to administer Vivitrol and it occurs as just a general nursing visit within the routine flow of our clinic. 
We would have been eager to have used more of it, but some of the requirements for prior authorization have made it cumbersome. But as I say, many of our Medicaid insurers are now allowing it, so we tend to move to Vivitrol rather, certainly, than Antabuse or oral Naltrexone when we can. Next slide.
[17:29]
Opiod dependency is rampant here in Fall River, and we have really focused our efforts as an institution on developing medications to help treat our patients who are Opiod addicted. 

We currently, as I mentioned earlier, own and operate a Methodone clinic that is located in our family healthcare center and we actually do evening dosing in order to expand our services. 

Methodone is paid for Massachusetts health plans and we have not only an ASAM certified physician working there, but nurse practitioners who help directly prescribe. And we’re presently delivering Methodone to 603 clients.
Again, we are also trying to incorporate Vivitrol or injectible Naltrexone as a treatment option for these patients. We’re having a harder time getting that reimbursed, but we are working with the insurers and we hope to be able to expand that medication and we’re trying to begin to bridge or link people more specifically from the inpatient detox to outpatient with a Vivitrol shot being given before they leave detox when at all possible. Next slide.
[18:49]
We’ve been much more successful and much, as you might imagine, at being able to incorporate Buprenorphine in to our primary care center. It’s a medication that the agency feels strongly is important. It’s evidence-based and we really felt that the need in our community was significantly high with a vast amount of cheap heroine that we have. We have limited treatment access for patients and limited detox beds, limited Methodone beds, and we wanted to expand our capacity, I think, to be truthful. 

The other issue is Mass Medicaid paid for Buprenorphine so it became something that we actually could offer to our patients. We get our first induction in September 2004. Next slide.
Our model is one that, as I said, demonstrates STAR’s commitment to providing Buprenorphine in our primary care center. Every physician that’s hired by our agency has to either be waivered or agree to obtain the waiver and dispense Buprenorphine before coming on board. 

The agency has also hired three full-time nurses who act as RN Case Managers. We have a part-time program assistant and part-time medical assistant. Next slide. 

[20:11]
The way we operate our Buprenorphine clinic, all of the Suboxone or Buprenorphine patients must receive their primary healthcare at STAR. So someone cannot come just to get Buprenorphine; they have to get a full primary care package here. 

We do our inductions on site. The protocols are pre-written and the nurses are guided by them. Once the individual is inducted and is on Buprenorphine, we see them weekly. Those visits alternate between the Buprenorphine provider and the Nurse Case Manager. We do that for the first three months or 12 weeks. 
At each visit we do pill counts and we do UDS, or urinary tox screens as they’re indicated. 

We also have incorporated and pretty much insist on weekly group attendance for relapse prevention group. After the 12 weeks and the 12 groups, if the individuals have been abstinent and have been able to walk away from Opiods and have complied with our program, we begin to spread their visits out to monthly visits. Next slide.
[21:18]
Once someone’s established long term sobriety, we also then begin to give refills so they’re only seen at the clinic every 60 days. 

Individual counseling is available to people through our mental health center here at STAR should they need additional treatment services. Next slide. 

The other thing that we do is we don’t really tolerate diversion. If we know it and see it, it results in immediate discharge. Illicit use does not result in immediate discharge. We just increase our frequency of visits. We increase random urine toxicologies. I like to say we just sort of aggravate them more. We make them have more treatment. We try to work with them to provide the support that they need in order to try to look at what’s preventing Buprenorphine from being successful with them.
If we can’t help them become clean of illicit use, then eventually they are referred to Methodone or they are referred to a daily Buprenorphine program here in the city. 
Anyone who is discharged from our Buprenorphine program, though, are not discharged from the primary healthcare center. And all former patients can reapply at any time. Next slide.
[22:37]
So just briefly, some of the notable features; I just want to say that this collaborative care model is not unique to us. This is a model that has been developed throughout the state of Massachusetts. You can read about it at the cited article there. 

We still do onsite inductions. We are not doing in-home inductions. And as you have heard, we have significant involvement from physicians. And this exists and works only because it’s a multi-disciplinary team. We are fortunate that all of our behavioral psychosocial treatments are done here and we have clearly shifted over time to a more harm reduction model. Our goal is to try to keep patients in treatment. Next slide.
Just to go through a little bit about whom we treat – and you can view these on the web later on. Primarily, we’re treating a Medicaid unemployed population. A large number of heroin users, a large number of IV users. Next slide.
They are largely men, as you can see. We have a vast number of people that are treated fewer than 30. But as you’ll notice, we have about 22 percent of our patients are over 40 as well. Next slide. 
[23:54]
We’re largely treating a Caucasian community as reflected by these numbers. Next slide. 

Most individuals identify themselves as Portuguese. 

How are we doing? I’d just like to throw out a few things to demonstrate that I think we are successful. If you look at the statewide average of what time it takes to get enrolled, the average across the state is around 13, almost 14 days. Ours is at 4. Next slide.
[24:22]
We are dosing people roughly at around 16 mg of Buprenorphine. Over 43 percent of our patients have that specific dose. And you’ll notice that the large majority of them are below that, so we’re not using high doses of Buprenorphine. Next slide.
Retention has increased over time and as we have become more of a harm reduction model, and as we’ve gotten more comfortable with the medication, you can see the numbers and the rates of retention have expanded from 2008 – 2011. Next slide.
The enrollment was a big issue originally because we were afraid that if anybody used illicit Opiods couldn’t be on Buprenorphine and we tried to develop a harm reduction strategy that allows us to help get people in to treatment over the first three to six months. So we are not de-enrolling or dismissing people administratively discharging many people. But you can still see that a large number of people drop out and the primary reason for people leaving our program, really, is what we just call drop out and they just never come back and show up. Next slide. 

If you look at this slide, it gives you some idea about retention and the idea that Buprenorphine is something that people actually have been successful at and stay with. The purple color, larger piece of the pie here are people that have been with us for more than 24 months. You can see it’s like now 64 percent of my population and 25 percent of our people have been with us for more than four years. Next slide.
[25:57]
Well, I just want to give you a brief overview of some of the issues about money, because when we went back and broke out the medical revenues and the medical expenses, and these expenses are prorated based on the number of patients that a physician sees; not a full salary, but each physician is running, at this point, close to 100 patients. That number of patients was turned in to a ratio of their total number of patients or hours spent to come up with some general notion of what it actually costs to run the Buprenorphine piece of the primary healthcare center. 

The difference between the revenue generated and the expense is running for the medical side at around $266,000. That was in 2012. Next slide. 
The behavioral health piece is not so happy and not so positive, however. As you can see, we are doing intakes and group sessions. We’re generating some money, but in order to pay the salaries of the people – the case managers, kedact level case managers that are with us as well as our occupancy and other issues, we are losing $100,000 a year providing behavioral health. Next slide.
[27:15]
But the good news is if you do the math, we still have a surplus of around $165,000 brought in just by Buprenorphine. Next slide and final slide. 

And when I went back and looked at the total revenues of the health center, their cost and revenues, we had a surplus last year and about 35 percent of that was being generated primarily by Buprenorphine. Next slide.
It just has my name and contact information and my best gratitude to de-write Colleen Labelle and Nancy Paul and Portia for helping me put these slides together and gathering not only the statewide data, but the local data. 
Thank you Aaron.
[27:56]
MODERATOR: Okay, thank you Janie. Just as a quick clarifying question, one of the people on the webinar wanted to know is are there re-engaging strategies for people who drop out of treatment? If so, what are they?
JANIE BAILEY: If they drop out of Buprenorphine treatment, we certainly first try to transfer them primarily to our Methodone treatment. We try to link them and we have open access Methodone. So it’s becoming easier to be able to have the conversation with a person that this medication just isn’t working and it seems like, for some reason, you need a different structure. You need a daily contact, or you need a different medication. If you move to Methodone and can be stable and comply there and become illicit use free, we’ll be glad to talk to you about coming back to Buprenorphine in three to six months if you’re interested.
So that’s really the strategy that I’ve used. I’ve also tried to say to people if Buprenorphine is not working, if you would like to get detoxed and go on Vivitrol, I’ll be glad to be your doctor for that as well. But we don’t track them and call them back in a month or two to try to re-engage them if you mean like active re-engagement in that way. I try to specifically tell them that they are not discharged from the primary healthcare center. They get their medical care with us, but they are members of the outpatient treatment and that they can attend IOP and open access groups every day if they want to. So I try to engage them in other forms of treatment and that’s pretty much what we do. 

MODERATOR: Okay, okay thank you. Just to remind everybody, please, if you have questions, put them in the chat box and at the end, there will be time for some other question and answer period and we’ll try to get to as many questions as we can.
Without further ado, I’d like to turn it over to Dr. Jim Sword from Tarzana Treatment Centers. Jim.
[30:05]
JIM SWORD: Thank you Aaron and thank you for the opportunity to make this presentation today. Next slide please.
I’m going to start by talking a bit about Tarzana Treatment Centers and its history. We were founded in 1972. We’re a 501(c)3 600 plus employees and contract staff. We have nine locations in Los Angeles county. In 2012 we served in primary care about 500 people in substance use disorders specialty care; 5300 mental health, 1472, and HIV AIDS specialty care, 996 patients. Next slide please.
We have seen ourselves as an integrated healthcare provider for a number of years. Our first primary care clinics opened in 1995. We opened two small clinics in that year. We are beginning to see ourselves as a primary care provider and a provider of specialty care. Those specialty services that we provide are substance use disorder treatment, mental health disorder treatment, HIV medical care, housing, assessment, referral service, departments of hospitals, in-home services and telehealth services. Next slide please. 

[31:48]
My revenue today comes from federal, state, and foundation grants, contracts with counties in our near area, contracts with the city of Los Angeles, Medicare and MediCal fee for service and managed care contracts; managed care contracts with all major private insurance carriers for behavioral health services. And we do quite a bit of private pay business paying patients. And we do sliding fee and charity care. Next slide please.
Our primary care facilities; we have five locations. We have three open today and we’re opening two more this month. Our license says Community Health Centers in California. They’re not CHCs or look-a-likes. This has been a rather difficult road to take; a difficult way to provide primary care because we don’t get the subsidies that QHCs and look-a-likes get. 
We saw 34,000 visits in 2012 in our primary care clinics. About 85 percent of those are patients from the community. They’re not our behavioral health patients. The other 15 percent are our behavioral health patients. 

Our payer mix for our primary care is 78 percent low income health plan which is California’s bridge to reform program which ensures those who are not eligible for Medicaid, it’s called California Medical in this year. Managed Medicaid about 7 percent. Fee or service Medicaid 4 percent. Medicare fee for service, 3 percent. And other, including charity care, about 8 percent. 

The 78 percent low income health plan, we’re paid by the visit and we’re paid $94 for one class of patients at $109 a visit for another group of patients. And we get, for one of those populations, we get out ancillary costs reimbursed at Medicaid, or 340(b) pharmacy cost rates, which are quite low. Next slide please. 

[34:36]
As I mentioned, we see ourselves as providers of primary care and specialty care and our specialty substance abuse mental health treatment. We have an acute psychiatric hospital with 60 beds and we do 2300 discharges a year. We admit patients for both detoxification and psychiatric stabilization of that facility. 

We have 314 beds with 1275 discharges a year for residential outpatient. If you count both individual sessions and group sessions, we do about 100,000 a year. 

We provide medication assistance treatment in a fashion similar to what Janie described. We do a lot of Vivitrol in California. We’re not reimburses very well either for that service. It’s a struggle to get reimbursed for Vivitrol, but we’ve found it worthwhile doing. 

We provide silver living and transitional housing in our communities where our facilities are located. And we provide case management. Next slide please. 

We’ve been providing specialty HIV AIDS care since 1986. We operate two HIV AIDs medical clinics in Palm Dale and Reseda, in Los Angeles County. We also do prevention and testing, case management, and jail in-reach and mental health substance use disorder treatment for those patients, transitional housing and home healthcare. Next slide.
[36:22]
We’re accredited and certified by the Joint Commission. We’ve been certified under behavioral health standards since 1987. Hospital standards in 2010. We’re working towards our Joint Commission patient centered medical home certification and towards the NCQA Patient Centered Medical Home Certification for our primary care facilities. Next slide.
My focus today is going to be on factors that maintain or address problems with care integration. Because it’s very relevant to where we’re going in the next year. We’re still in an environment where care is more disintegrated that integrated. The reasons for that may become across the country, a separate funding streams and regulations for different types of care for primary care vs. mental health and behavioral healthcare. 

Separate state and county departments purchasing care; different regulations and different auditors. Patients and patient constituents sees and advocates who argue that their care should be separate and housed separately and funded separately. They carve out of behavioral healthcare, in California, this is especially problematic because, with Medicaid, for example, behavioral healthcare is carved out to the counties whereas medical services are the responsibility of the state. It causes many difficulties. 

[38:26]
And then we have internal care disintegration, the results from some of those external pressures that we…and to respond to those pressures, we create separate funding internally; have separate programs, separate departments. We put our facilities in separate locations and we’ve separated our medical records so that when auditors come to look at them, they find what they’re looking for and only that. Next slide. 

In 2014, we’re, especially with respect to primary care, facing a different set of factors that are going to drive care integration, there are beginning to be funding streams that support integration. One of those is the dual eligible demonstration. California is one of the nine states that has a dual eligible grant; a program that will combine and provide care coordination for Medicare and Medicaid patients. 

Consolidation of state and county departments purchasing care; this is happening at the state level, at least in California, where the Departments of Mental Health and Alcohol and Drug Programs have been combined in to the Department of Healthcare Services, which is responsible for the Medicaid program. 

[39:56]
There aren’t patient constituencies and advocates for care integration yet, but I believe parity will bring that about. Carved in behavioral health is something that I think we’ll begin to see. It’s happening in California to a small extent with the dual eligible’s program where care coordination is going to be much tighter than it is between physical healthcare and behavioral healthcare and other programs. 

Partnership with accountable care organizations; we have one contract. We’re looking for more opportunities for that. And we’ve contracted to provide whole person care in some of those instances. We’re contracted to provide primary care and behavioral healthcare with the same insurance company. And incentives for lowering the total cost of care; going to focus on that in the next slide. 

As I mentioned, we treat a lot of patients who do not have substance use and mental health disorders, but a good number who do. And here is a slide which shows you the impact on a particular chronic disease and the cost of treating it if patients have mental illness and substance use disorders in addition to the chronic medical condition. 

[41:33]
Patients with diabetes only cost about $10,000 a year to treat. Patients with diabetes plus mental illness cost between $15,000 and $20,000 a year to treat. Those with diabetes and substance use disorders above $20,000 and those with all three of those chronic conditions approaching $40,000 a year to treat. This is only one chronic disease that looks like this; there are many others. I’m beginning to see discussion about these on the state level in recognition of the need to address them in combination and not separately. Next slide please.
Tarzana has an opportunity to begin to address all three of these chronic conditions together – medical conditions, substance use, and mental illness together – because we are part of an independent practice association called Healthcare L.A. IPA where we’re the IPA is capitated; contracts with health plans in L. A. County. The IPA is composed of 40 plus safety net clinic organizations with 200 lives under capitated managed care contracts. Our compensation is based per member, per month capitation, quality of care incentive is provided, and we earn a share of net revenue if we contribute to the net revenue.
[43:31] 

We take patients who have mental health and substance use conditions. We specialize in taking those patients, so it’s a struggle for us to contribute to the net revenue of the organization because of these high costs.
So this IPA, of which we’re a member, is at risk for the total cost of care, but behavioral health excluded. They’re not responsible for that because it’s carved out to Los Angeles County. 

I said that our situation is changing. I mentioned early on that we were earning $94/$109 per primary care visit for a large group of our patients. Those programs which pay by the visit are going away in 2014. All of the primary care patients that we treat, 85 percent of them, in 2014 will be capitated through this contract that I’m describing here or through another contract. 

[44:52] 
We’re finding that we used to operate in primary care in volume business where we had to drive the volume; where our providers needed to see optimally 30 patient visits a day. If we operate between 25 and 30 visits a day, hold down our ancillary costs, we could break even and begin to contribute to the overhead of the organization. That model of volume based operation is gone on January 1st 2014. And everything is, essentially everything is capitated. So we’re faced with a need to change our perspective and to enlist not just our primary care providers in making this change successful, but it’s very critical to us that we involve everyone in the organization, all the staff, behavioral health staff as well as primary care providers in integrated care so that we can lower the cost of care. Next slide please.
In the past, we were doing these kinds of things to lower the total cost of care. We knew that because of the IPA pounds it in to us every time we meet with them that the emergency department visits and hospital admissions are the largest visible contributors to cost. We need to help avoid those visits. 

[46:52]
We also are able to see with our own patient data that there is also a contribution to cost, a significant one, of substance use and mental illness. Many of those patients visiting emergency departments and being admitted to the hospital have substance use and mental illness disorders. We have been addressing that and attempting to lower the visits to hospitals by using information we get from the IPA, some of it quite late because we frequently learn that a patient was admitted to an ER or hospital when the claim comes in; when the bill comes in from the hospital, we learn that a patient was admitted. 

We’re beginning to have access to health permission exchange solutions that notify us when patients are admitted; that’s going to help.
We also have our case managers in the emergency departments of four San Fernando Valley hospitals and that helps us focus in that way. But these approaches are not sufficient going forward. Next slide please.
[48:10]
So we are developing a new approach, a different strategy for integrated care that we have to implement or we won’t be able to afford to continue providing primary care to our patients. So these are the elements of that strategy – communicating the vision. We’re beginning to do that. Build and strengthen the component services. We’ve been doing that over the years. When the opportunity to provide integrated care – we’re part of that IPA and we’ll be contracting with the Department of Health Services in L. A. County to provide capitated integrated care and we’re looking for more opportunities to do that with accountable care organizations and so on. 

[49:07] 

We need to reorganize the delivery of care because I’m the IT Director of Tarzana, I always include using technology as a driver of change because it does drive change, and we have to execute on contracts and demonstrate how we’re going to bend the cost or how we contribute to that. Next slide.
Part of our vision is to provide an integrated healthcare home. Most of you are probably familiar with the four quadrant model and we, Tarzana, tries to operate in all four of those contracts to provide services both in our behavioral health setting and our primary care setting. 

We have to re-double our focus on patient centered care. We have to move away from contract centered care and program centered care where we provide services to patients based on who the payer is. We need to focus on the patient as a whole and enlist the staff from across the organization, whether they’re in the primary care clinic or not, in the treatment of chronic conditions whether they are medical or behavioral health conditions. Next slide please. 
[50:36]
So we have a vision of patient centered care and this integrated health care home of providing whole person care, team based care where we involve all the staff with the personal clinician providing first contact. The cases we’re talking about that clinician is going to be the medical provider and who are going to coordinate care across the organization and beyond in to the healthcare system at large. Next slide please. 

Reorganizing the delivery of care, we have a primary care team that exists today. We need to expand that and supplement it with mental health and substance use staff as needed. We’ve begun doing that. The primary care behavioral health integration grant has been a good help to us in doing this. Next slide please.
We’re also adopting the NCQA Patient Centered Medical Home Standards and we’re adopting them for the organization as a whole, not just for primary care. These standards, although they’re couched in medical terminology, can easily be applied to behavioral health and provide guidance about how to function to provide patient centered care. So we’re looking at them beyond the primary care setting. Next slide please.
[52:35]
I said we were using technology to drive change. One of those technologies that we’re implementing in the past year is called e-consult. It links primary care providers to specialists and it helps avoid costly visits to specialists. So if you can consult with a specialist electronically, you may not have to send them for an office visit and incur for the IPA and your bottom line, the cost of that specialist visit.
Behavioral health specialist are not now part of the e-consult system operated by the L.A. Care Health Plan, but we’re lobbying for that to happen. And we have our own internal version of that that we call a referral log. Next slide please. 

[53:39]
Another technology project that we’ve got going with our PBHCI patients is the use of – talking about diabetics – we use wireless glucometers that send alerts through e-mail; you get an alert there, an alert message so when someone’s blood glucose is out of range, a message is generated electronically. It doesn’t provide the patient name. You go look on the system and learn who the person is who’s having a problem there. 

The integration aspect of this is that this is not just the responsibility of the primary care staff, but of care managers and behavioral health staff who are working with the patient as well. Next slide please. 

We’re very happy to be implementing a primary care EHR that integrates with our behavioral health EHR. We’ve worked with Avatar since 2004. We’ve worked with NetSmart and its previous incarnation, Creative Sociomedics, since 1996. And we are implementing a primary care module that ties in to the Avatar system. 

We’re looking here at a screen. This operates on an iPad and we’re looking at a screen where you check a patient in to primary care visit. We’re also going to use this in our hospital for conducting physical exams. Next slide please.
[55:34]
I mentioned that this is integrated with Avatar, and here we’re seeing this slide that shows an image of an iPad with the behavioral health progress notes listed on the screen. Perhaps you can see that also next to the behavioral health book, on the bar across the middle of the screen you see “Office Visits,” “Diagnosis,” “Vitals,” “Allergies,” “Medications,” “Procedures,” and “Orders,” and “Lab Orders.” Next slide please.
I’m showing here vital signs graphing a blood pressure in this case for this test patient. So we’re very excited about this. We’ve held out for a while to have a…each other where they integrate care. We believe that this is absolutely essential to providing integrated care and holding down costs. Next slide please.
The final piece of technology that I’m going to talk about is our new telehealth technology that we’ve adopted. We’ve been using telehealth for a number of years. But we have recently switched to a telehealth system provided by the California Telehealth Network that provides ability to conduct sessions between primary care and behavioral health; locations with patients in their home, on iPads, phones, and so on. We believe this is also a key technology to providing integrative care. Next slide please.
[57:34]
So our next steps in our project to our strategy to maintain our ability to grow our primary care in 2014 and beyond are to train staff about our reconfigure the HR because we’re in the process of going live with it, and to collaborate with the Independent Practice Association, the Healthcare IPA and Health Plans in L. A. County to demonstrate how we can bend the cost curve. 

That’s the end of my presentation. Thank you.
MODERATOR: Thank you Jim. Just as a very quick follow-up question. Do you guys receive reimbursement for telehealth sessions with patients?
JIM SWORD: We do not. We have another SAMSA grant, actually, that funds some of those and we’ve begun investigating billing those sessions. California is pretty advanced with respect to providing the technology for telehealth, but not in reimbursing for it. It’s difficult to get reimbursed for it today. 

MODERATOR: Okay, thank you Jim. So in order to keep things moving, without further ado, I will go to our final presenter of the day, Les Sterling. Keep in mind, we will have some time at the end to try to get to some of the questions that have come in. So if you have any questions, please put them in the chat box and we’ll see if we can get to them at the end. Thanks. Les, you’re up.
[59:24]
LES STERLING: Thank you Aaron. I really appreciate the opportunity to share some of our experiences around integration. I’m going to talk about primary care, but also a little bit about acute healthcare integration because that’s what we believe is also a significant opportunity. Next slide please.
The perspective that we bring is of a small free standing unit in a rural state who really made a decision to take our expertise to the healthcare settings in the hopes that over time that primary healthcare would also return to us.
We do offer a full continuum of care including detoxification, medication assisted withdrawal. We do have a growing business with Buprenorphine. We have experimented with Vivitrol. Costs have been prohibitive. And we do have a 20 bed swing bed residential detox unit. Next slide please.
I love this slide from Stephen O’Neal and Georgia Edberg because it kind of goes to the key of how we were able to open the door in some of our primary and acute care setting really focusing on that 25 percent that are not dependent but who use alcohol and drugs in a non-healthy fashion. And as we look at these numbers over time, while we have been doing this, they’re very accurate.
[1:00:53]
I will add that in the acute care setting, a small hospital that I’ll show you later that we work with had only a couple of hundred admissions for acute alcohol and drug withdrawal, but when we began to look at that secondary diagnosis, it was about 2500 admissions annually. So these are important numbers that we like to talk about when we have our first meetings with people and also to help our staff understand that we’re not just dealing with a dependent; we’re dealing with those people whose alcohol and drug use may adversely just impact their health. Next slide please.
[1:01:32]
Those of you, this is nothing new to you, but I show this only because it was important to our entire staff to get on board so that we can provide the level of customer service and professional service to the medical community that we wanted to do and really is a strong belief that our expertise is valuable. Medical practitioners have seen that value as we’ve been successful with some features of our integration. And we are hopeful that it will be compensated adequately. We’ll talk a little bit more about that and maybe some concerns as we move forward. Next slide please.
Those principles translated to a very specific strategy heavily focused on health home integration, Esburg in primary acute settings and as Jim was talking about we really targeted reduction of high costs in medical care that our population were generating as really the starting point for all of our efforts. 

And then, of course, as I said earlier, we really want to bring primary care and oral health care to our patients and we’re moving that direction, and then to really be a partner in the absolute full integration of services. Next slide please.
[1:02:55]
I’m just going to spend a little time on a timeline to give those of you that are just beginning some sense of the time it took us to bring this from strategy to operations, we began in 2009. We were fortunate to have a very forward looking federally qualified health center and medical community. We have 13 family medicine resident programs in that FQHC as well as a small Candace University Medical School in our community. So that really helped. 

You’ll notice 2010 was an entire year of review of how we were going to do this. And it did take an entire year. Meetings were intense and it took a long time to negotiate this, but mapping all the workflows, keeping the emphasis on not infringing upon clinician’s time to do our screening and our integration work. And it was a very rewarding year, but really a lot of data analysis to be able to understand what would benefit the patients in that setting. This occurred both with the hospital and the FQHC. 

[1:04:16]
We did execute an agreement in 2011. We hired staff. I should note that this was an entrepreneurial risk. We had no grant funds, no support for that position. We were advocating at the state level persistently for inclusion of expert codes in to our Medicaid plan. That was supported by the state and we have that. But we did take this risk to put staff in there. 

That was basically with co-location and universal screening of every patient annually in the FQHC. 

We used the Audit-C and the full audit and then motivational interviewing and brief interventions after that. And then, at that time in 2011, we started the plans to have offer ASAMH level 1 and level 2 services on site at the FQHC. 

[1:05:07]
One of the things that happened very early, we were really focusing on warm handoffs and having our staff available to clinicians in real time. And so a natural outgrowth of that was that our SUD staff at the FQHC began to be involved in clinical staffing and patient treatment planning, and in training of the residents. So that was really an exciting thing to see happen. 

We did execute a contract with the acute care hospital to provide 24/7 coverage of the emergency department and full-time staff on med/surg floors. That has been a very good experience as time has gone on, our staff at the hospital make rounds with the hospital and we’re doing a much better job of identifying early intervention opportunities with the population. And I’ll show you some outcomes on that in a little bit. 

The hospital contract, I should add, is a good contractor paying us for what we’re doing over there. And that’s really directly related to the cost reductions that are occurring in their E.D. and med/surge floors around length of stay. Next slide please.
[1:06:23]
We do have our own, in 2012 got our on-site outpatient services. That’s a very healthy census. We did start to look at our expert screening data, about 10,000 screenings a year and did adjust some workflows as administration of the full audit started to cause some interruptions. And so we had to negotiate that. 
An exciting piece was that the residents agreed to be trained in brief intervention; not the full training that we would have preferred, but a day’s training to faculty and residents. Obviously, a great outcome was as physicians and providers began to see their substance use disorder patients getting better, their interests spiked and they would come and have a really good questions and a lot more engagement. 

We are talking now about bringing our primary medical care to our substance use disorder locations. The FQHC is interested in expanding clinic as a result of our collaboration. They have actually gotten that grant award to expand their own behavioral health services. And then again the expert codes are approved in our state Medicaid plan. It’s a good reimbursement. It allows us to use physicians all the way down to health coaches who administer the screening and the services. So we’re hopeful that will provide some financial support as we move forward. Next slide please. 

[1:08:04]
The FQHC that we work with did receive their person centered medical home accreditation this year at the level 3, which is the highest level. And we are certainly a part of that. There are some other conditions, as we move forward with that, there are going to be important that actually have pushed our integration efforts beyond kind of a basic co-location model, one of those being the clinic planned at our location, but also the integration of our patient health information and medical records. We are doing the EHR; they have an EMR and we are working through the coordination of that as well as the health exchange information so that we can do that.
And perhaps one of the most exciting outcomes to me is that the Salina Regional Health Center and the FQHC have actively begun recruiting an Addictionologist to our community. That’s going to be a tough sell to find them, but we’re very excited about that; that the healthcare providers really recognized the impact of substance use in the community. Next slide please.
This gives you a little idea of what we’ve done in the Regional Health Center, 199 bed acute care level 3 trauma center. We really focused on the E.D., the 27,000 presentations. Interestingly enough, the alcohol and drug readmission DRG was their second most frequent, so certainly it was a problem. And happy to say, that’s off the list now completely. 

We do provide on-call coverage in eight hours of coverage in the hospital 24/7; have those staff on the med/surge floors. And again, how important the warm handoff. Our substance use services are a few miles away from the hospital and we try to make a warm handoff for every patient at the hospital or the FQHC to our services. We don’t succeed 100 percent of the time, but I think if you look at some of the other outcomes, you’ll see that that’s an effort that we believe is well worth it.
[1:10:19]
We’ve reduced that length of stay. I don’t have all that data to share with you, but it’s three days or less. And 83 percent of the intoxicated patients triaged in E.D. were not admitted to the hospital. That was a huge reduction. 

We do offer detox, as I said, and we are moving to ASAMH 3.70 detox as a part of this. 

The 58 percent of people engaging is not where we want it to be, but I do think it’s good. Without that warm handoff, I think we’d probably be a lot lower. 

An interesting outcome from the hospital’s view was that since the intoxicated patients are better managed, those at acute withdrawal, their adverse patient and staff incidents related to that population has decreased by 60 percent. 

You can also see it’s been good for our business, particularly on the commercial insurance reimbursement as continued to increase. It increased 84 percent this year as we began to access both from the primary health clinic and the hospital people who have commercial insurance. So it’s been good for our business as well. Next slide please.
[1:11:36]
This gives you a look at the Salina Family Healthcare. That’s the FQHC and how we have that staffed. I should also say that we use a team approach to everything. We have a lot of coverage with different people and really trying to get more and more of our staff familiar and comfortable in a medical setting so that they can provide good service there. 

Our numbers have been almost exactly as the national numbers with our screening; 23 percent screened positive. And I think that’s most on that slide. We can go to the next one. 

[1:12:21]
This gives you a view of the staff that we’re using. We do use all of those; that we do motivational interviewing and brief intervention training as critical. It is not, has not been in our experience, easy to find people who can thrive in a medical setting. It takes some process to go through to be in that setting and to adapt to those cultures. We do a lot of that work up front as we’re trying to move in to those settings.
We’re currently working with 15 additional hospitals and just starting to move in to primary care practices that are not FQHCs. Next slide please. 

A couple of issues that have come up as we’ve been doing this. I’m sure these are very familiar to everyone on this call that staff retention is certainly an issue. It’s difficult to compete with medical salaries and salaries in medical settings. We are concerned that we may lose some people, so that’s an issue. 

[1:13:34]
Obviously what Jim was talking about in the higher level functions of how we’re going to be paid, we do have some concern. We’re starting to enter contracts at risk with shared risk; we’re trying to be early adopters there, but I have a little bit of concern about how much of that health care dollar is finally going to be available for our services if we continue to be a free standing facility. Those are some of the big questions that we face each day. Next slide please.
These are just a few lessons learned. I’m moving very quickly on purpose so that we have plenty of time for questions. 

Those external and internal constraints that also Jim was talking about, we have very different systems of reimbursement, of operation, and it takes significant time to really understand that. I spend an awful lot of time reading CMS circulars as my bedtime reading prior to this project. And it wasn’t much fun, but it was helpful and also learning about encounter rates and those kinds of things. 

One of our best avenues to open the door was to say that we believe that Edberg and other codes are coming and that there may be some revenue to be able to bring along and also there’s great work being done by HRSA and SAMSA incentivize FQHCs to do this. 

[1:15:11]
The data, again, was incredibly important in hospitals. I usually don’t start with the CEO. I usually start with the E.D. Nurse Manager with my conversation because they really do see the toll of addiction and substance use disorder every day and they are always welcome to talk about a better solution. Next slide please. 

From a free standing facility’s view, we made a commitment to be the go-to person for problem solving. There are a lot of inquiries about payment. There are a lot of inquiries that have to; a lot of paperwork that has to be done and we just made a conscious decision to be the people that would do that. The medical settings were very busy and we felt that it was important to do that. 

I don’t know if doubling the time that you think it would take to operationalize is true in every situation, but it took much longer to reach our goal of at least getting something going than I thought it would. I think that’s just a consequence of very busy people trying to get something new going on. 

[1:16:26]
We try not to waste medical staff’s time. If I can get done in five minutes, I’m really in a much better position than if I take 20 or 30 minutes. For those of you who have worked in addiction a long time, it is important and also exciting to see addiction, once again, being talked about as a chronic illness and treated as such. That really helps us in the long run. Next slide please.
Cost benefit data was important. From the very beginning we tried to reconstruct data collection that would prove our case and it does; there’s no doubt that FUD issues are very expensive and we can make a significant different and reduce that cost. And I think in the long run that may be very good for us in financing our activities. 

Obviously co-occurring and other chronic illnesses, the more that my staff can learn, the more licensed clinicians that I can add to concurrently address those situations, the better care we are able to deliver, and the better outcomes that are being produced.
I’ve gone very quickly through that. Next slide please. 

Please feel free; any questions that you might have after this to give us a call. It’s a very short version of what we’ve been up to. Thank you.
MODERATOR: Okay, thank you Les. And thanks to all of our presenters here for their presentations. So I want to go through some of the questions. We have a number of questions that have been raised here, so I want to try to get through a few of them. One is can you discuss the role of peers in your continuum of care? That goes to any of our presenters. 

LES STERLING: Sure, this is Les. We use peer mentoring extensively. They do a lot of work in the hospital. We also have a recovery center that is staffed by peer mentors, recovery coaches. And so they are an integral part of that warm handoff in providing assistance in the acute care setting. 

[1:18:54]
MODERATOR: Okay, any comment from any of our other presenters? 

JIM SWORD: This is Jim. We employ peers and have for many years and we are looking to include them, involve them more in wellness activities, which is something we have not done up to date.
MODERATOR: Okay, alright. And so I have another question that came in. Jim touched on it a little bit, but it will be interesting to hear what some of the other presenters had to say. Are there turf battles among professionals? Who ultimately has responsibility for the patient or client in an integrated care environment? 
JANIE BAILEY: Well I guess for those of work who work within our primary care center, we operate with the notion that the family medicine physician is the leader of the team and pretty much, I guess, the buck stops with him or her. But we also really have a notion that the team itself works only if the physicians are able to rely on the case managers and on the nursing staff. With the demand, the case load and the severity of the problems we’re treating, getting a case manager involved and a diabetic nurse involved, and a CSP worker involved only makes the life of the physician better. 

[1:20:35]
So I guess we haven’t felt that there’s a lot of…I don’t see it. We haven’t, internally, had a lot of turf battles, but I do think that people – if it has to be the final decision – they would go to the M. D., but the MD’s that choose to work here tend to understand the need of having a full team approach. 

LES STERLING: This is Les. We haven’t had any difficulty. We also, the physician or healthcare provider is driving the team, but as a valued team member, I think everyone appreciates the role that they play in the total health of the patient and as this has matured, I just believe everyone feels that we’re on the same page as improving patient care. 

MODERATOR: Okay. And now we have a question, looks like for Jim and Les; how do you factor in 42 CFR, which is the Pharaoh Confidentiality Requirement for different treatment programs in to your models of care? 

JIM SWORD: At Tarzana, we obtain consents from patients at the outset of care that specified that they’re granting access to staff in all of our programs. We haven’t had any issues about that at all within our walls.
MODERATOR: Okay. 

LES STERLING: We also do that, but we also have a qualified service organization agreement with the acute care facility and all the medical facilities that we work with.
MODERATOR: Okay. Alright, now we have a question here. It looks like specifically for Janie. Were there any unique concerns that arose in terms of integrating primary care in to medication treatment environment?
[1:22:40]
JANIE BAILEY: Well I think one of the concerns that I’ve had as an individual that spends a lot more time reading the addiction literature is that I have often; I have at times come up against other medical personnel, both M.D. as well as the nurse practitioners who haven’t spent a lot of time thinking about why Vivitrol is important or why the safety profile of one medication is different than the other. We have had some situations where we have tried to get someone started on a medication in detox only to have them show up in their primary care doctor’s office and have that doctor go, “I’m not going to give that medication. I don’t believe in it,” or “I think that’s not a good medication because it costs so much,” or whatever their particular belief was. 

So I think we had some struggles at getting, with understanding individuals who get trained in primary care medicine don’t always spend their time really focusing on the substance abuse piece. And as they get integrated in to being an employee here, I think their learning curve goes up significantly, but along the way, there have been some missteps that I guess I didn’t foresee. 

[1:24:02]
Generally speaking, the overall leadership and the message from the top is that we treat these patients and their illnesses as we treat everybody else, and so people learn pretty quickly that they can’t decide not to do something. They can’t decide they’re not going to take on a Vivitrol patient or they’re not going to treat X, Y, and Z because of some notion that they have about their substance use. So I think people learn very quickly and get part of the…or become part of the team, or they choose that this is a population that they are not happy working with. So I think we’ve based those kinds of knowledge gaps I think that people have when they finish their training and have had to work with them to create more education and more understanding. I guess as someone who’s doing addiction medicine all the time, I had some assumptions that I had to face. 

Other than that, I can’t think of anything off the top of my head. 

MODERATOR: Oh okay. We have one more for Jim, then I want to give them some sort of closing comments here. Jim, how does; you mentioned the fact that the behavioral health being carved out created a problem for your agency. Can you explain a little more about that?
[1:25:24]
JIM SWORD: If we go to the IPA and suggest that we ought to treat someone for their mental health and substance use issues, they’re not capitated for that; they’re not at risk for that. They see it as a counter responsibility. Send that patient to the county. Fortunately, Tarzana has contracts for mental health and substance use treatment so we can provide those services, but it’s an effort to educate others about the importance of doing that and then the contribution to cost that those, that addiction and mental illness causes. 

MODERATOR: Okay, thanks. Janie?
JANIE BAILEY: I was going to say, Aaron, we actually; that would be an example of one of the ways in which integrating substance abuse in to primary care has been a problem for us too. If you decide that you’re a psychiatrist and you want to do substance abuse treatment, like deliver Buprenorphine in a primary care center, the codes suddenly become very complicated and we’ve been able to get my services paid for by some insurers and not others because they see substance abuse as being carved out in to their behavioral health and they don’t contract with the primary care and vice versa. So there have been some reimbursement issues about getting me paid for services that I deliver and some of the services that the nurse practitioners have delivered; they had to just shift in to only using behavioral health codes in order to get money sometimes and that adds a significant decrease in the reimbursement. 

MODERATOR: Okay, we’re just about at the end, but I did want to give each of you an opportunity here to quickly give us one thing that you think people need to know about integration as you have moved forward with this. 

LES STERLING: This is Les. Just that it’s worth it. It’s worth the effort to see patient care and our population have a better shot at improving their health.
MODERATOR: Okay.
JIM SWORD: Les took the words directly out of my mouth. That’s exactly what I was going to say. It’s very worthwhile. Very satisfying to be able to provide as much of the care as a person needed as possible. 

MODERATOR: Okay.
JANIE BAILEY: And I guess I would just say that it does take time. I think it’s worth it, but as our speakers have demonstrated with their timelines and as our story has unfolded here, it does take time. Hopefully that will change, but…
MODERATOR: Okay, thank you. And I’d like to thank all of our presenters once again and all of the folks who have been on our webinar. That’s all we have time for today. 

Once again, the recording and transcription of this webinar will be available on the Center for Integrated Health Solutions Website. Once you exit the webinar, you will be asked to complete a short survey. Please be sure to offer your feedback on today’s webinar. Your input is important to us and informs the development of future CIHS webinars and with that being said, I will end this webinar. Thank you all for participating. 
END TRANSCRIPT
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