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INTEGRATING CARE FOR PHYSICAL, MENTAL HEALTH AND SUBSTANCE USE DISORDERS:
THE CLINICAL MODEL

Purpose
“Integrating care for Physical and Mental Health, and Substance Use Disorders: The Clinical Model” is intended for health plans, provider, beneficiaries and stakeholders. It describes a model of care under Fully Integrated Apple Health Managed Care (AHMC-I) plans that the Health Care Authority will purchase through the 2016 procurement in “Early Adopter” Regional Service Areas. While this document does not address the Quality Improvement/Performance Measurement aspect of integrated care, the performance measures that Early Adopter contractors are held to monitoring and improving will be a critical facet of the overall program design. The successful implementation of this clinical model will result in improvement in those measures. 

Background
In 2SSB 6312, the Washington State Legislature directed the Health Care Authority (HCA) to offer newly-created Regional Service Areas the opportunity to become Early Adopters of financial integration of health care. 
The goal of financial integration of behavioral and physical health services under integrated managed care contracts is to improve the well-being of beneficiaries by: 

· Providing more holistic, better managed care for individuals with co-occurring disorders. 

· Supporting seamless access to necessary services by having standards and medical necessity guidelines within one system. 

· Improving the ability to monitor quality and performance across all providers, through the inclusion of quality metrics in managed care contracts and sanctions for not satisfactorily meeting specific performance measures.
 

· Better aligning financial incentives for expanded prevention and treatment and improved outcomes across both the physical and behavioral health systems.

· Creating a system that allows for interdisciplinary care teams that are accountable for the full range of medical and behavioral health services. 

· Improving information and administrative data sharing across systems, making relevant information more readily available to a multidisciplinary care team. 

Along with financial integration, managed care plans in these regions will be required to offer clinical models of care that integrate services for individuals who have or are at risk for both physical and behavioral health (mental illness and / or substance use disorder) conditions. The goal of this clinical model is to promote care that is person-centered, collaborative, preventative, and restorative. This care should increase client resilience, encourage self‑activation, and promote recovery.
Recovery Philosophy
The recovery philosophy must carry over to HCA contracts that include integrated health care in order to foster recovery in adults, youth, and children with mental illness and substance use disorders while providing necessary medical services. According to the Substance Abuse and Mental Health Services Administration (SAMHSA), a working definition of recovery is “a process of change through which individuals improve their health and wellness, live a self-directed life, and strive to reach their full potential.” According to SAMHSA
, recovery:

· emerges from hope, 

· is person-driven, 

· occurs via many pathways, 

· is holistic, 

· is supported by peers and family, 

· is supported through relationship and social networks, 

· is culturally-based and influenced, 

· is supported by addressing trauma, 

· involves individual, family, and community strengths and responsibility, and

· is based on respect.  

Integrated delivery systems are designed to address the complex issues that accompany behavioral health disorders. According to Minkoff and Cline (2014)
,  

The core of the vision is that ALL programs and ALL persons delivering care and support become welcoming, person-centered, resiliency-/recovery-oriented, hopeful, strength-based, trauma-informed, culturally fluent, and complexity-capable. In any community, all programs work in partnership to help achieve this vision, so that people with complex needs receive more integrated care within any door.

Complexity is an expectation, not an exception. This expectation must be incorporated in a welcoming manner into everything we do.

Recovery partnerships or service partnerships are empowered, empathic, hopeful, integrated, and strength-based, working with individuals and families step by step over time, building on their periods of strength and success, to address ALL their issues in order to achieve their vision of a happy, meaningful life.

Medical service providers require education and/or a culture change to embrace the recovery philosophy as it pertains to care for adults, youth and children with behavioral health disorders. Care should be made available through integrated care delivery systems. 

Integrated Care Delivery 

Various levels of integration support recovery and wellness. Bidirectional models (in which a licensed medical provider is embedded in a behavioral health agency or a licensed behavioral health provider is embedded in medical clinic) are already operating in many regions of the state. In these settings, an interdisciplinary team approach is employed, and essential providers deliver care at the site. This is the optimum situation for many clients, particularly those who have functional, cognitive or behavioral barriers that prevent them from seeking care at multiple sites. However, depending on the needs, preferences, and abilities of the clients and on the resources available in the local community, other arrangements can also support integrated care. Some local communities may lack the resources to offer co-located care settings. Some clients may be unable  to physically present for care at a clinical setting. Some clients may choose to receive care from different providers at different physical locations (albeit not for the purpose of duplicating services). Nonetheless, every enrolled client who needs integrated services has the right to receive them. Enhanced care management, the formation of a care team, development of a person-centered shared care plan, reliable provide-to-provider communication, the use of telemedicine, and effective health data sharing are some of the mechanisms by which integrated services can still be provided. With this general concept in mind, the client can be served in any setting.

Whole Person Integrated Care Delivery Model

The important consideration in caring for clients with both physical and behavioral health conditions is not necessarily where they receive care, but rather that the necessary integration and recovery services are available to provide the appropriate level of care. The model “Whole Person Integrated Care Delivery Model” (in attachments) is one example of a conceptual framework which illustrates how the complexity of physical and behavioral health conditions in an individual or a population could be addressed by the level of complexity in integrated service delivery. It is based on the “Four Quadrant Clinical Integration Model.”
 The care delivery model, described below, emphasizes the different needs for services, but it is important to remember that the infrastructure at the provider and/or health plan level will need to address the entire continuum of need, including those at risk (see vignettes in attachment). An integrated system requires such elements as shared care plans, identification of gaps in care, communication expectations, referral needs, etc., which are described later in this document. Client choice of setting remains a guiding principle, regardless of their complexity of care needs.
Low behavioral health, low physical health complexity
Full-scope primary care services (such are those provided by a family medicine, pediatrics, or women’s health clinic) are available to the client. The licensed medical primary care provider (physician, advanced registered nurse practitioner or physician assistant) offers care with standard medical and behavioral health screening tools and practice guidelines. A licensed behavioral health provider offers team-based consultation with the medical provider, behavioral health triage and assessment, brief treatment services, referral to community and educational resources, and consultation with psychiatrist and/or chemical dependency provider. If needed, the medical and the behavioral health care provider assist the client to receive stepped specialty care.

Low behavioral health, high physical health complexity
Full-scope primary care services are available to the client. The setting or system from which these services are delivered may be the same as for those with less complex physical health needs.  Nurse care management services are carried out by an on-site registered nurse (please see “Enhanced Care Management,” Pg. 7). In addition to having the responsibilities described above, the care manager may provide health education or health home services, whereas the licensed behavioral health provider may offer linkages to community resources.  

High behavioral health, low physical health complexity
Full scope behavioral health services (such as those provided by a community behavioral health center) are available to the client. Care is provided by a behavioral health provider with specialty care on-site or readily accessible to the client. Behavioral health care management services are carried out by an on-site psychologist or MSW (please see “Enhanced Care Management,” Pg. 7).  The on-site MD, ARNP or PA (with the backup of a full-scope primary care practice) offers health screening, wellness programs, basic primary care services, and stepped care to full-scope medical services. 

High behavioral health, high physical health complexity
Full scope behavioral health services (such as those provided by a community behavioral health center) are available to the client. The setting or system from which these services are delivered may be the same as in for those with high behavioral health needs described above: the client has access to a full array of specialty behavioral health services that are designed to support recovery. The on-site MD, ARNP or PA (with the backup of a full scope primary care practice) has ready access to specialty medical/surgical care.  Alternatively, a behavioral health center and full-service primary care practice could be co-located. Because of the high level of complexity of clients in this group, the services of both a nurse care manager and behavioral health care manager may be employed, with the lead role designated as appropriate. 

Integration-Related Interventions
The adoption of a standard clinical integration model (such as that described above) will not be required for all communities and regions. Communities will have flexibility in designing systems that best meet the needs of their populations. However, when considering the delivery of integrated care, general guidelines can be helpful in determining how to best serve clients based on the level of complexity of their conditions. Interventions might include the following:
· Engage clients with mild to moderate behavioral health disorders in effective primary care-based integrated primary care/behavioral health services. Examples include:

· Washington State’s Mental Health Integration Program (MHIP).
  
· Health Home
 models of care coordination and integration.

· Engage those with serious to severe behavioral health disorders in effective specialty behavioral health services with tight linkages to primary care services. Examples include:

· Behavioral health center-based care management program. 
· Behavioral health-based primary care clinic / services. 
· Intensive community-based care coordination and wrap around programs, such as the Program of Assertive Community Treatment (PACT) teams
  and Washington State’s Wraparound with Intensive Services (WISe).

· Provide community-based care to those with behavioral health disorders who have not yet been engaged in regular primary care or behavioral health treatment. Examples include:

· Community-based health worker and peer support outreach and engagement services
· Emergency room-based crisis team program

· Supported housing-based care management 

Care of Children and Youth with Complex Needs 
The pediatric population requires special consideration. Pediatric clients will need a family-centered approach. Wrap around services may be helpful and are legally required for certain individuals in this population. Washington State’s Wraparound with Intensive Services (WISe) is designed to provide comprehensive behavioral health services and supports to Medicaid eligible youth, up to 21 years of age, with complex behavioral health needs. WISe is focused on the most intensive cross-system children in the State of Washington. Providing behavioral health services and supports in home and community settings, crisis planning, and face-to-face crisis interventions will be required components of the program according to the timeline for phased implementation by Regional Service Network and by county. WISe uses a wraparound approach and is strength-based, relying heavily on youth and family voice and choice through all its phases (Engagement, Assessing, Teaming, Service Planning and Implementation, Monitoring and Adjusting, and Transition). An individualized Child and Family Team (CFT) is formed for each youth. All services and supports are outlined in the single Cross System Care Plan (CSCP) that is developed by the CFT. The development of a CFT and use of a single care plan assists in the coordination of services across the child-serving care systems. 

Overview of Integrated and Recovery-oriented Service Elements

A variety of functions support integrated and recovery-oriented care. These key elements should be supported at the clinical level by AHMC plans and should be made available in whatever system and setting meets the needs of the heterogeneous beneficiary population. The procurement of fully integrated managed care will solicit information about how health plans will implement the elements below. 
Screening for Physical and Behavioral Health Conditions in Adults, Children and Youth

Screening all Medicaid clients will help to identify individuals with unmet health needs. This includes performing behavioral health screening in physical health settings and performing physical health screening in behavioral health settings. When indicated, providers should also screen for developmental and cognitive disorders, particularly when there is a behavioral health component. Screening typically occurs upon intake and/or change in care setting, in the event of unexpected deterioration in a client’s condition, during the post-partum period, annually, and at regular intervals during well-child exams. 
· MCOs may require BH screening in the physical health setting. For example: AUDIT (a screen for alcohol use); DAST (a screen for drug use); the PHQ-9 (a screen for depression), and the GAD-7 (a screen for anxiety) and other tools, as indicated, for clients aged 13 years and older. These screens may be performed within SBIRT (Screening, Brief Intervention and Referral to Treatment).
  Behavioral health screening should include an inquiry for the history of adverse childhood events (ACES). It should also be relevant to the client’s cultural affiliation (i.e. screening American Indian/Alaska Native clients for historical trauma and resultant disorders.
· MCOs may require screening for physical health conditions in the behavioral health setting, when clients receive individual visits and especially if prescribed medication increases their risk. For example:  reviewing the client’s medical and medication history, recording vital signs, weight and BMI. (All Medicaid clients should be established with a medical provider for preventative, episodic, and chronic care needs.)
· Careful screening should take place for children and youth with developmental delays/special needs and adults with suspected cognitive disorders. Many of these individuals will have coexisting behavioral and physical health concerns that may be otherwise difficult to identify.

· The American Academy of Pediatrics has published an online a comprehensive list of “Mental Health Screening and Assessment Tools for Primary Care.”
 Some of the screens are designed for the child/youth, while others are for the parent/caregiver and teacher. It is important is to screen youth during their teen years and during transition to adulthood, when many behavioral health concerns arise and can be successfully addressed.
Valid Assessment Tools to Determine the Appropriate Levels of Care

When screening suggests that the client has a need for behavioral health services, an assessment with greater specificity will be conducted to help determine the necessary level of care and services. A number of valid, holistic assessment tools, such as “Level of Care Utilization System for Psychiatric and Addiction Services” (LOCUS)
 and “American Society of Addiction Medicine (ASAM) Criteria
 and other methods are available to assist with decision-making.  
Outreach

Efforts should be made to initiate outreach and provide access to care for clients whose situations are associated with higher risk for health problems. These might include clients who are homebound, those who are homeless or in unstable housing, those in underserved communities, those of ethnic populations, those in rural areas, and those who have a high rates of healthcare service utilization for preventable conditions. Clients with complex conditions, such as serious mental illness and substance use disorder, likely will require extended, intensive, and creative efforts to engage them in the health care system. Peer support is uniquely effective with engagement.
Evidence-based Practices and Clinical Practice Guidelines
MCOs will be asked to describe how they will educate medical and behavioral health providers to implement evidence-based therapies, clinical practice guidelines, and primary, secondary, and tertiary physical and behavioral health prevention screening and measures. As per direction from 2SSB 5732, The Washington State Institute for Public Policy created both the “Inventory of Evidence-base, Research-based, and Promising Practices: Prevention and Intervention Services for Adult Behavioral Health,”
 and the “Updated Inventory of Evidence-based, Research-based, and Promising Practices For Prevention and Intervention Services for Children and Juveniles in the Child Welfare, Juvenile Justice, and Mental Health System.”
 The Bree Collaborative is developing “Addiction and Dependence Treatment Report and Recommendations”
 that focus on the use of SBIRT (Screening, Brief Intervention, Brief Treatment, and Referral to Treatment) services and ASAM (American Society of Addiction Medicine) substance abuse services placement criteria. 
Providers will be asked to collect information on which Evidence/Research-Based Practices are being provided to clients under the age of 21 years covered under Apple Health. Expedited prior authorization numbers for selected services will be used for coding. 
There has been limited evaluation of evidence-base, research-based, and promising practices among Washington’s urban, rural, and frontier American Indian and Alaska Native communities. Because of this, providers are advised to consider the client’s unique history, culture, and traditions when working with the client to screen, assess, and develop a plan of care. 

Enhanced Care Management
Integral to the recovery of clients with physical and behavioral health conditions is enhanced care management. The care manager has a pivotal role in bringing essential providers together, facilitating communication, coordinating care, delegating necessary services, and monitoring client progress. The care manager is the primary point-person for the client. The presence of this individual reduces the confusion that might otherwise occur when the client receives services from a variety of providers and case managers in the community. 

For clients who meet the Health Home eligibility requirements, that program  may meet the care management component of the clinical model, as well as work in partnership with the integrated care system providing primary care (physical or behavioral) to the client. Depending on the need of the client the care manager based in the clinic may not be able to provide face to face comprehensive care management services such as those provided by a Health Home Care Coordinator. 
The care manager should be very familiar with the members of the multidisciplinary care team and with the delivery system in which the client primarily receives care. Typically, she/he is a registered nurse, an MSW, or a non-licensed behavioral health provider. Ideally, the care manager will be embedded in the clinical setting. 
In an integrated system of delivery, care management is enhanced. The care manager (and other team members working at the highest level of their credentials) will have specific functions depending upon the setting. These may include such things as: 
· Conducting in-person assessment and ongoing monitoring of the general physical and behavioral health of the client; 
· Assuring that standard preventative screening occurs; 
· Coordinating and tracking referrals for specialty care and diagnostic testing; 
· Assisting with self-care management planning and implementation;
· Providing health and lifestyle support education; 
· Ensuring timely reconciliation of medication and substance use; 
· Consulting regularly with the client’s primary provider and with pertinent team and community partners (including the health plan) in order to ensure appropriate service delivery and bi-directional coordination of care; 
· Assisting the client to access community support services, e.g. Permanent supported housing, supported employment, transportation, chronic disease self-management education programs, support groups, childcare, food resources, and job training; 
· Coordinating with external providers to ensure seamless transitions in care;  
· Assessing housing status; 
· Accompanying the client to appointments, when indicated; and
· Monitoring client healthcare services utilization.
Effective Transition Services
Integration has the potential to greatly improve the continuity of care for clients. An individual can suffer unanticipated negative health consequences when changes in levels or settings of care occur. Clients transition between inpatient, residential, and outpatient settings, between incarceration and community, between stable housing and homelessness, between emergency room and medical or behavioral health care, and between medical care and mental health or substance use care. In order to avoid disruptions and prevent gaps in the continuity of care, the transfer of client records and plans of care should be seamless. The client’s primary care manager and care team should be involved in the process. Individual discharge or release planning should occur and be communicated with the client’s primary care team as soon as the information is available and, ideally, well before discharge or release actually takes place. It should be kept in mind that some transition periods, such as from the inpatient to the outpatient setting, may be extended and may require community supports to ensure stabilization.
A strong link between community crisis services and integrated care systems should be forged in Early Adopter regions. This will help to avoid delays in diagnosis and receipt of appropriate care.  
In the event that a client experiences a change in insurance coverage or health plan enrollment, appropriate accommodations should also take place to maintain continuity of care. It is of vital importance that MCOs and providers work together to provide transition services that are timely and effective. A number to evidence-based transition models are available for reference, including the Peer Bridger Project
, the Care Transitions Program
, and the Washington State Hospital Association Reducing Readmissions: Care Transition Toolkit.

Interdisciplinary Care Team
The interdisciplinary care team will consist of the client, a paid or unpaid care giver (if involved), parents or legal guardians of children, family and friends (if requested by the client), DSHS social worker, and providers of both the medical and behavioral health services.  The client’s primary medical and behavioral health providers, the care manager, and peer counselor are key members. A therapist, social worker diabetes educator, nutritionist, pharmacist, MCO and other pertinent external case managers are also some of the professionals who might be included as permanent or time-limited members. Whenever possible, the client (and parents or guardians of children) should be present for meetings that address creation and changes in the plan of care.

A Person-centered, Recovery-oriented, Interdisciplinary Care Plan
MCOs will be asked to describe the care planning process and tools that will be shared and/or required of providers. The care plan will be developed and updated by the client and interdisciplinary care team. As part of integrated care delivery, the providers will need to have a basic knowledge of each other’s scope of practice and to use shared language to assess client needs in order to create a holistic plan of care. The process of creating the plan should be welcoming and should inspire hope, particularly for those clients with increased complexity. The design of the plan should reflect a person-centered, stage/readiness-based, and recovery-oriented process which includes the client’s story, strengths, and goals. Goals should be in the client’s own words and should reflect not only clinical domains, but also those such as employment, education, spirituality, and social supports. Plans should be designed to assist clients toward self-help and increased self-reliance by including Wellness Recovery Plans (WRAP)
, and natural community supports, such church, neighbors, and friends, to assist in achieving sustained recovery. Language and culture should always be taken into consideration. Individuals of Washington’s Native American and recent immigrant populations, in particular, have long-standing knowledge of practices that contribute to healing and wellness, and these practices should be respected and encouraged whenever possible. Each person’s experience is different, and it is influenced by the culture in which the person was raised or lives. The documented interdisciplinary care plan must be made available to the client in a language and format that is understandable and meaningful to the client.
Provider Training to Ensure Co-occurring Capability for Administrative Functions and Clinical Care
Providers at all levels of physical and behavioral health systems should be encouraged to perform at the highest limits of their skill and licensure / certification. They will put these skills to work in an integrated care environment. In order to be effective in caring for clients with both physical and behavioral health disorders, physical health providers will need increased knowledge about serious mental illness and substance use disorder, their treatments, and common comorbidities. In addition, training on recovery principles and cross-training on the different use of language in the medical, substance use disorder, and medical systems will be needed. Behavioral health providers will likewise need to learn about physical health problems and treatments commonly associated with the population. Of special note, for clients receiving integrated care, it cannot be stressed too strongly that all parties need to obtain accurate and current information about the client’s medication and substance use in order to avoid serious, adverse interactions.
It is recommended that providers formally determine the scope of their responsibilities when working in integrated systems. In some cases, roles will overlap, and in others, they will remain separated. Proactively developing protocols may help to avoid or mitigate the conflict that naturally occurs during times of change.

Certified Peer Counselor

Certified Peer Counselors work with their peers, adults and youth, and the parents of children receiving mental health services. Certified Peer Counselors draw upon their experiences to help their clients find hope and make progress toward recovery. Because of their own life experience, they are uniquely equipped to provide support, encouragement and resources to those with mental health challenges. Peer counselors have also been instrumental in helping people overcome substance abuse problems. Peer counselor services can be employed for patients with all levels of complexity and in all settings, including outpatient, crisis, and inpatient. In order to assure parity, these counselors must also be available for those clients with substance use disorders. It is particularly important that they be partnered with the client at intake or as soon as possible. 

Community Health Worker, Indian Health Service Community Health Representative, Community Lay Navigator, and Community Lay Leader
Community Health Workers (CHWs) help chronically ill individuals maintain or improve their health while reducing the cost of care. CHWs typically have a relationship with and understanding of the community in which they serve, often belonging to the same culture, speaking the same language, and having similar life experiences as the individuals whom they support. As a result, they often successfully engage the individual that medical and behavioral health providers have difficulty reaching. Indian Health Service Community Health Representatives are local providers who are familiar with the dialects and unique cultural aspects of the communities they serve. They assist in care by offering services such as making home visits, explaining available health programs and policies, referring clients to care, organizing community health promotion events, educating clients about health hazards, offering transportation related to care, and other important community services. Community Lay Navigators perform a number of functions in their communities from promoting client self-activation to assisting them to keep health appointments. Lay Leaders, who themselves, have chronic diseases, are trained peers who facilitate workshops for evidence-based chronic disease self-management education programs.
Information Sharing

MCOs will be asked to describe the information systems that will support communication among team members as allowed by law and confidentiality requirements. These include alternate methods of direct communication with the client and across providers, such as telemedicine and shared care planning platforms. 

Integrated Care Expectations for Managed Care Organizations

The Managed Care Organizations will have the responsibility to learn how to effectively provide integrated care to their members with complex physical and behavioral health conditions. The MCO staff at various levels will need to demonstrate competency in understanding the care needs for clients with substance use disorder and serious mental health conditions. The MCO will need new methods of analyzing the prevalence of these conditions and their co-occurrence with physical health conditions. As per Washington State 2SSB 5732, the MCOs should support best practice therapeutic approaches (as noted under “Evidence-based, research-based, and promising practices as well as national clinical guidelines”) The MCOs will be expected to support practices that are most likely to result in stabilization and recovery.

The MCOs will be required to facilitate the integrated delivery of healthcare at the clinical level by supporting the providers to adopt the integrated and recovery-oriented service elements described above. For their part, the MCOs will also be asked to describe how they will:
· Use screening and assessment tools and other methods to identify clients who have both physical and behavioral health disorders. Specifically, they should describe:

· Which initial screening and assessment tools and methods will be used;
· How will they use the tools and methods to determine the appropriate level of care;
· At what points of contact, at what intervals, and for what additional indications will screening and assessment be employed; 

· Who will conduct screening and assessment;
· Where will screening and assessment take place;  
· What accommodations will be made for populations with unique characteristics (e.g. pediatrics, new immigrants, non-English-speakers, clients with functional disabilities); and
· How will they facilitate the processes of screening/intake, assessment, and determination of level of care for clients with behavioral health disorders in the absence of Access to Care Standards.
· Assist and incentivize medical and behavioral health providers to implement integrated care for clients whom the providers have identified as having both physical and behavioral health disorders.
· Identify and provide outreach and engagement services to high risk clients and populations.
· Assist providers to adopt evidence-based, research-based, and promising practices and appropriate clinical practice guidelines. They should also describe how they will stay abreast of current research regarding evidence-based care.
· Provide for enhanced care management services at the clinical delivery level, including Health Home services for those who meet the eligibility requirements.

· Make arrangements for timely and effective transition services. 
· Forge a strong link between community crisis services and integrated systems of medical and behavioral healthcare in order to facilitate effective transitions in care.

· Support the creation and maintenance of an interdisciplinary care team.

· Support the creation and ongoing use of a culturally-competent, person-centered, recovery-oriented, interdisciplinary care plan, which includes development of an action or self-management plan as appropriate to the complexity of the client’s condition.

· Offer training to providers to ensure their competence in understanding both physical and behavioral health disorders in principles and practices central to recovery-based treatment and in appropriately referring patients to providers and systems that can best meet their needs. They should also describe how they will assist behavioral health providers at all levels to become co-occurring competent with mental health and substance use disorders. 

· Offer and encourage SBIRT training for certification of all providers who qualify to provide or supervise these services. 

· Ensure the availability of services of certified peer counselors, Indian Health Service Community Health Representatives, Community Health Workers, and Community Lay Navigators and Lay Leaders.

· Create linkages and agreements with consumer-run organizations, where available, for services of prevention, care management, and transitions.
· Provide methods for data exchange and information sharing.
· Ensure that integrated services are delivered in a culturally competent fashion. Specifically, identify where modifications to the elements described above are needed to address the unique needs of American Indian and Alaska Native clients both on and off reservations (as described in the 2013 “Report to the Legislature, Tribal Centric Behavioral Health”
), as well as those of other racial/ethnic minorities.

· Support the elements described above in order to prevent the deterioration in a patient’s condition that might lead to overutilization of emergency room and inpatient care, to crises, to homelessness, and to incarceration.
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� Performance Measures references can be found at HCA website, Common Measure Set � HYPERLINK "http://www.hca.wa.gov/hw/Documents/pmcc_final_core_measure_set_approved_121714.pdf" �http://www.hca.wa.gov/hw/Documents/pmcc_final_core_measure_set_approved_121714.pdf� and at Adult Behavioral Health Task Force website, http://leg.wa.gov/JointCommittees/ABHS/Documents/2014-07-18/5a%20-%20The%20Behavioral%20Health%20Improvement%20Strategy%20Implementation%20Status%20Report.pdf


� Accessed at � HYPERLINK "http://store.samhsa.gov/shin/content/PEP12-RECDEF/PEP12-RECDEF.pdf" ��http://store.samhsa.gov/shin/content//PEP12-RECDEF/PEP12-RECDEF.pdf�


� Accessed at � HYPERLINK "http://www.ziapartners.com/wp-content/uploads/2014/10/CCISC-descrip-and-principles.pdf" ��http://www.ziapartners.com/wp-content/uploads/2014/10/CCISC-descrip-and-principles.pdf�


� Accessed at � HYPERLINK "http://www.allhealth.org/briefingmaterials/BehavioralHealthandPrimaryCareIntegrationandthePerson-CenteredHealthcareHome-1547.pdf%20" ��http://www.allhealth.org/briefingmaterials/BehavioralHealthandPrimaryCareIntegrationandthePerson-CenteredHealthcareHome-1547.pdf� pg. 23


�Accessed at � HYPERLINK "http://integratedcare-nw.org/" ��http://integratedcare-nw.org/�


� Accessed at � HYPERLINK "http://www.hca.wa.gov/medicaid/health_homes/Pages/index.aspx" ��http://www.hca.wa.gov/medicaid/health_homes/Pages/index.aspx�


� Accessed at � HYPERLINK "http://www.nami.org/Template.cfm?Section=ACT-TA_Center&template=/ContentManagement/ContentDisplay.cfm&ContentID=132547" ��http://www.nami.org/Template.cfm?Section=ACT-TA_Center&template=/ContentManagement/ContentDisplay.cfm&ContentID=132547�


� Accessed at � HYPERLINK "https://www.dshs.wa.gov/sites/default/files/BHSIA/dbh/Mental Health/WISe manual v 1.3 FINAL.pdf" ��https://www.dshs.wa.gov/sites/default/files/BHSIA/dbh/Mental Health/WISe manual v 1.3 FINAL.pdf�


� Accessed at � HYPERLINK "http://www.wasbirt.com/" ��http://www.wasbirt.com/�


� Accessed at � HYPERLINK "http://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Mental-Health/Documents/MH_ScreeningChart.pdf" ��http://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Mental-Health/Documents/MH_ScreeningChart.pdf�


� Accessed at � HYPERLINK "http://www.ct.gov/dmhas/lib/dmhas/publications/CSPlocustrainingmanual.pdf" ��http://www.ct.gov/dmhas/lib/dmhas/publications/CSPlocustrainingmanual.pdf�


� Accessed at � HYPERLINK "http://www.asam.org/publications/the-asam-criteria" ��http://www.asam.org/publications/the-asam-criteria�


� Accessed at � HYPERLINK "http://www.wsipp.wa.gov/Reports" ��http://www.wsipp.wa.gov/Reports�


� Accessed at � HYPERLINK "http://www.wsipp.wa.gov/Reports" ��http://www.wsipp.wa.gov/Reports�


�Accessed January 5, 2015 at  � HYPERLINK "http://www.breecollaborative.org/wp-content/uploads/Final-ADT-Draft.pdf%20" ��http://www.breecollaborative.org/wp-content/uploads/Final-ADT-Draft.pdf� 


� Accessed at � HYPERLINK "http://www.nyaprs.org/peer-services/peer-bridger/" ��http://www.nyaprs.org/peer-services/peer-bridger/�


� Accessed at � HYPERLINK "http://www.caretransitions.org/" ��http://www.caretransitions.org/�


� Accessed at � HYPERLINK "http://www.wsha.org/files/177/CareTransitions_Toolkit_Version2_Feb 24 2014_Final.pdf" ��http://www.wsha.org/files/177/CareTransitions_Toolkit_Version2_Feb 24 2014_Final.pdf�


� Accessed at � HYPERLINK "http://www.mentalhealthrecovery.com/wrap" ��http://www.mentalhealthrecovery.com/wrap�


� Accessed at http://www.hca.wa.gov/Documents/Tribal_Centric_Behavioral_Health.pdf
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