N \ \
— 5. SAMHSA-HRSA
SRR Center for Integrated

\<, ‘}0 Health Solutions

@)q{l A T

Pri mary and Behhawitoergarl

Guiding Principles for Workforce Development

..................................

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO



SAMHSA-HRSA

Genter for Integrated
Health Solutions

ACKNOWLEDGMENTS

The Annapolis Coalition on the Behavioral He#lthrkforce prepared this publicatiofor the SAMHSAIRSA
Centerfor Integrated Health Solutionsith funds under grant number 1UR1SMO60319from SAMHSARSA,
U.S. Department of Health and Human Services. The statements, findings, conclusioaspamdendation are
those of the author(s) and do not necesdareflect the view of SAMHSAIRSAor the U.S. Department of
Health and Human Services.

Special thanks to Michael Hoge and John Morris with the Annapolis Coalitidhe Behavioral Health
Workforcefor their contributions and leadership in developing these guiding principles.

ABOUT THE SAMHSAIRSA CENTER FOR INTEGRATED HEALTH SOLUTIONS

The SAMHSARSA Center for Integrated Health Solutions (CIHS) promotes the development of integratec
primary and behavioral health services to better address the needs of individuals with mental health anc
substance use conditions, whether seen in specialty behavioral health or primary care provider settings. CIHS
GKS TFANRBRG ayl (A foletpertk 2nd Sther r@spuribsidgtiEaeNdd bidirectional integration of
behavioral health and primary care.

Jointlyfunded by theAdministration and thedealth Resources Servic&dministration and run by theNational
Council for Community Behavioral Healthca®#HS provides training and technical assistance to 56 community
behavioral health organizations thabllectively received more than $26.2 million in Primary and Behavioral
Health Care Integration grants, as well as to community health centers and other primary care and behaviorz
health organizations.
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sustainability of integrated services, which ultimately improves the health and wellness of individuals living witf
behavioral health disorders.

SAMHSAIRSA Center for Integrated Health Solutions
1701 KStreet NW, Suite 400
Washington, DC 20006
(202) 6847457
integration@thenationalcouncil.org
www.centerforintegratedhealthsolutionsrg
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Recent healthcare reforms have stimulated increased interest in promoting the integrated delivery of
behavioral health services with other forms of healthcare. However, workforce issues related to the provision
of integrated behavioral health and genetaalthcare have been a longstanding concenmd arewidely
identified as barriers to integratignncluding:
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Inadequate skills for integrated practice;

Reluctance to change practice patterns;

Negative attitudes about persons with mental health and sabse use problems;

Lack of financial incentives to reinforce the skills required to provide integrated care; and

Shortageof leaders committed to and capable of managing the organizational change process
required to achieve integration.

Workforce devedpment is a key CIHS prioritfyo meet the seven core strategic goals identified in the
SAMHSAponsored Action Plan on Behavioral Health Workforce Developntkat Center elicited the

guidance of an array of experts and drew upon published literaturegdhtsidentified include

Goal 1: Expand the role ofconsumers andtheir families to participate in, direct, or accept
responsibility for their own care

Goal 2: Expandthe role and capacityf communitiesto identify localneeds and promotéealth
and wellness

Goal3: Implement systematifederal, state, and locakcruitment and retention strategies

Goal4: Increase the relevance, effectiveness, and accegiof training and education

Goal5: Actively foster leadership development amoagsegments of the workforce

Goal6: Enhancevailableinfrastructure to support and coordinate workforcevddopment effort

Goal7: Implement a national research and evaliwn agenda omvorkforce development

Addressing these behavioral healthcare workforce development neditisnvolve a multiyear effort. Over

the next 3 years, CIHS will identify the highest priority action steps and develop targeted implementation
plans, including items from a distinct substance use disorders effort. The follimforgning principles will
guideboth/ L 1 { Q LJi its ¢Tigres 16 SkrergtfieR theworkforce:
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field provides feedback aratditional information is gathered.

Each strategy must explicitly examine the role of andffect on consumers of healthcare services,
including the involvement of persons in recovery from mental or substancedis®dersin the
KSFHfGKOFNBE 62N)] F2NOSo ! f ¢ G NI Ay Ay Jrectn@yodehtéd) y I -
provide training jointly with consumers and providers, and include faculty who are persons in recovery.
CIHSwill make everyeffort to explore existing resources or initiatives on integration before creating
something new. Avoidinduplication is essential in this era of scarce resources.

Strategies must be identified and developed with an eye to sustainability, recognizing that the CIHS is a
time-limited structure.
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RECOMMENDED STRATEGIES

Training & Education

A. EvidenceBased Training: Implement evidenbased teaching methods by creating a Learning Home on
Integration that links individuals to sequenced educational opportuniiies are reinforcedthrough
supervision.

B. Faculty & Trainer Development: Foster the skills of teachers and trainers by creating the Faculty Forum
on Integration to coordinate educational resource sharing, identification of educational best practices,
and the continuing educain and mentoring of educators (modeled after the Association for Medical
Education and Research in Substance Abuse).

C. Higher Education Curriculum Reform: Promote the adoption of curricula on integrated care in
professional education programs by engagingadional leaders to develop and implement an action
plan on curricula reform.

D. Core Competency Development: Identify and disseminate three sets of core competencies on
integrated practicdailored to: (1) general healttare; (2) behavioral health; and (@er support.

E. Core Curriculum Development: Facilitate workforce training by developing and disseminating portable
curricula on a small number of high priority competencies, which would include data and interventions
that hold promise for highly impactecommunities with disparate mental health outcomes and access.

Recruitment and Retention

A. Quality Improvement Collaboratives: Promote the development, implementation, and evaluation of
recruitment and retention strategies in integrated care, drawing aumlity improvement models
employed by the Institute for éhlthcare Improvement and NIATand as called for in Health and
| dzYlFy { SNBWAOSa {SONBGFNE YI GKt OBy Infipdoeddnt dza Q
Healthd NB @& ¢

B. Cultural & Linguisti®iversity: Through a quality improvement collaborative focused specifically on
RAOGSNRAGET F2a0GSNJ GKS |R2LIGAZ2Y 2F NBONMHzZAGYSy
models for a range of health professions, expanded roles for community healtkevs, social
marketing with young students, and student exposure to minority faculty memhsrssell as link with
community-based participatory research and comparative effectiveness initiatives that look to identify
RAFFSNBY (G Y2RSfuatnsdasadorace &thnicignd fangaagé2ptdficiency.

C. Realistic Job Previews and Selection Tools: Create pidetews of integrated care workforce roles
and a toolkit on selection procedures and criteria to promote recruitment and retention &setioles.

D. RuralandUnderserved Areas: ldentify and address behavioral health workforce shortages in integrated
care by using HRSA, SAMHSA, and NACHC data to identify specific needs and the existing behaviore
health services that can be better linkedttee general healthcare system to address unmet need. Build
on the resources of the National Health Service Corps.
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Leadership

A. Leadership DevelopmenEreatethe Leadership Program in Integrated Health as a permanent learning
home for professionals and peers bitlirectional integratioradministration and change management.

B. Supervision Development: Develop and deliver a curriculum on best practices imtetegare that
combines basic training, access to additional educational resources, and experiential learning.

Persons in Recovery

A. Competency DevelopmenDevelop a set of core competencies for peer roles in integrated tbete
will guide future curculum development, training, and assessment of peers addressing whole health.

B. Shared DecisioMaking: Foster patieatand familydriven care by identifying competencies and
developing or refining model curricula on shared decision making in integratethtaa.

C. Education Regarding Peer Roles in Integration: Strengthen the roles of consumers by developing
curricula and organizing training experiences that (1) educate persons in recovery about the nature of
non-psychiatric work settings and (2) educate providersulthe potential roles and contributions of
peers in these settings.

Community

A. Community Capacity Building: Help community groups and coalitions, through technical assistance, to
FR2LIG | daogK2tS KSIFfGKeé I LILINE I OK ioh, and éakySrdervedtitR G A R ¢
with identified community health needs.

Infrastructure Development

A. Technical Assistance: Provide an essential infrastructure through CIHS for delivering technical
assistance on workforce development in integrated care tofidile.

B. Structures for Continuous Learning: Create structures through the strategies identified above for
organized and continuous workforce development, including the Learning Home for providers; the
Faculty Forum for teachers; the Leadership Programni@anagers and executives; and the Quality
Improvement Collaboratives on recruitment and retention.

C. Financing: Identify and disseminate information on the workfenelated financing barriers to
integration, including: prohibitions on same day billingsclesion of selected behavioral health
professions in federal and state funded insurance plans; and the absence of Medicaid coverage for peer
support services in numerous states.

D. Telemedicine and Telepsychiatry: Promote the use of these technologidsriiifying early adopters
and best practices in telemedicine and telepsychiatry and assembling an expert panel to provide
technical assistance on these methods. (Note: this effort will be informedwoy H Qa (62 2FF
telehealth:the Natbnal Telehelth Resource Centeand the American Telemedicine Association.)

E. Accountable Care Organizationd/ork closely with SAMHSA, HR&#d CMS to promote the inclusion
of behavioral health and the delivery of integrated care.
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Research & Evaluation

A. Logic ModelsEstablish routine use of logic models for all CIHS workforce interventions on integration
to make explicit the assumptions about the potential impact of interventions prior to their adoption.

B. Program Evaluation: Support (within the limiteésources available) the use of basic program
evaluation strategies as part of a continuous quality improvement effort to strengthereffieet of
workforce interventions.

- % www.CenterforintegratedHealthSolutions.org
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Community Health Centers

Rebecca Cienki, MPH

Director of Strategic Growth
Michigan Primary Care Association
Lansing, Ml

Trip Gardner, MD

Chief of Psychiatry

Penobscot Community Health Center
Medical Director HomelesServices
Penobscot Community Health Center
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Eric Henley MD, MPH

Chief Medical Officer

Chief Clinical Quality Officer
North Country HealthCare
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Natalie Levkovich

Executive Director
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Sr. Vice President
Psychosocial Services and
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The Institute for Family Health
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