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Agenda: 9/8/2021
Children’s Mental Health Update

Welcome & Logistics
Donald Ford, MD, Betfter Health Partnership

Children’s Mental Health Initiative
Mary Gabriel, MD, FAAP, FAPA, University Hospitals Rainbow Babies & Children

BHP Partners’ Preliminary Behavioral Health Pilot Results
Chris Mundorf, MPH, PhD, Better Health Partnership

An Overview: Becoming a Certified Community Behavioral Health Center
Martin L. Williams, MSSA, LISW -S, Circle Health/The Centers

OhioRISE: A Specialized Managed Care Program for Youth with Complex Behavioral Health Needs
Loren C. Anthes, MBA, CSSGB, Center for Community Solutions

Wrap-up & Q & A Questions?
Donald Ford, MD, Betfter Health Partnership Se hat
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Children’s Mental Health Initiative

Mary Gabriel, MD, FAAP
Chair, BHP Children’s Mental Health Subcommittee

University Hospitals/Case Western Reserve University
School of Medicine

children’s

health

Initiative




Pediatric Mental Health Crisis

PEDIATRICS

OFFICIAL JOURNAL OF THE AMERICAN ACADEMY OF PEDIATRICS

COVID-19 and Adolescent Depression and
Suicide Risk Screening Outcomes

Stephanie L. Mayne, PhD, MHS, Chloe Hannan, MS, Molly Davis, PhD, Jami F. Young, PhD,
Mary Kate Kelly, MPH, Maura Powell, MPH, George Dalembert, MD, MSHP,
Katie E. McPeak, MD, Brian P. Jenssen, MD, MSHP, Alexander G. Fiks, MD, MSCE

Emergency Department Visits for Suspected Suicide Attempts Among
Persons Aged 12—-25 Years Before and During the COVID-19 Pandemic —
United States, January 2019—May 2021

Weekly / June 18, 2021 / 70(24);888-894

On June 11, 2021, this report was posted online as an MMWR Early Release.

Zllen Yard, PhD'; Lakshmi Radhakrishnan, MPH?; Michael F. Ballesteros, PhD'; Michael Sheppard, MS?; Abigail Gates, MSPH; Zachary Stein, MPHZ; Kathleen Hartnett, PhD?;
Aaron Kite-Powell, MS%; Loren Rodgers, PhD?; Jennifer Adjemian, PhD?; Daniel C. Ehiman, ScD'Z; Kristin Holland, PhD"; Nimi Idaikkadar, MPH'; Asha Ivey-Stephenson, PhD';
>edro Martinez, MPH'; Royal Law, PhD"; Deborah M. Stone, ScD' (View author affiliations)

THE URGENT NEED FOR MORE EDUCATION,
SERVICES, AND SUPPORTS

MILAZ

Mental Health America

The impact of COVID-19 on
Key SUbstance Use and adolescent psychiatric inpatient

Mental Health Indicators IR

in the United States: AT

Results from the 2019 National e SO Tl ey S5
Survey on Drug Use and Health

m\m GetHelp Education Resources Getinvolved About Blogs&Events Donate
00000

Explore Our 2021 Survey Results =

SAMHSA
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Pediatric Mental Health Crisis

» Approximately 20% of children in the United States suffer from
some form of a mental illness -only 20% of these children receive
treatment

« Thirteen percent of youth ages 8 -15 live with mental iliness severe
enough to cause significant impairment in their day  -to-day lives
and this figure jumps to 21% for teenage youth ages 13 -18

« Half of all lifetime mental illnesses begin by age 14; three quarters
by age 24

« The average delay between onset of symptoms and intervention
for children is between 8 and 10 years - critical developmental
years in the life of a child

()Better Health
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The Workforce

« 8,800 child psychiatrists in the country, to
cover 15 million children

e Current estimated need of CAPs: 50,000+

» Estimated growth of the pediatric population
(0-18y0) is 30%, from 80 million to 112
million by 2050

And the crisis grows

« Mental health disorders have surpassed
physical conditions as the most common
reasons children have impairments and
limitations

« Suicide now the 2 "d leading cause of death
in 10-24 years of age nationally and now the
leading cause of death of children 10 -14
years of age in the state of Ohio

()Better Health
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Subcommittee Members

Jonathan Lever, MPH Jane Timmons-Mitchell, PhD
()Better Health W] CaSE WESTERN RESERVE

Partnership @ k UNIVERSITY kg6

Jean Frank, MPH

WA CASE WESTERN RESERVE
A UNIVERSIT‘BESBLM

Martin Williams, MSSA LISW-S
THE CENTERS

FOR FAMILIES AND CHILDREN

MaryAnn Teitelbaum , PhD
(

Molly Wimbiscus, MD

Adam Keating, MD :] Cleveland Clinic
Ing,

E: Cleveland Clinic

Vincent Caringi, MD

University Hospitals
A\ Rainbow Babies & Children’s

Andrea Knighton, MD
B Akron Children’s Hospital

Mgry Gabriel, MD

University Hospitals
~Rainbow Babies & Children’s
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The Problem

Rising rates of depression, anxiety, and
suicide in children

Smart Aim:
Design and implement standardized mental health prevention, identification

and intervention strategies for children in primary care, behavioral health and
education systems in Q1 —Q4 2021

()Better Health
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Successful Experience Themes
Offered by MH Subcommittee

Prevention Early Identification Treatment/Intervention

Focus on access

i i Evid d based
Prevent mental ID kids with needs viaenced base

health issue and early (screen with
right tools at the
right amount)

Goals and plan
Resiliency

Resources

Continuity of
relationship

Competence in Competence in
adults and children adults and children

Peer Navigation

Multisystemic therapy




Goals

1. Every child in primary care receives a mental/behavioral health
screening for depression and anxiety

2.Improve coordination of care , including data -sharing
between primary care and behavioral health providers and
educators (schools)

3. Strengthen competencies  in primary care for managing
mental/behavioral health conditions

()Better Health
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Guiding Principles

« Aim to reduce disparities by intentionally including plans to
ensure actions are culturally appropriate

* Reduce stigma

* Improve screening, identification, referral, loop closure,
communication and coordination of care across providers

« Measure patient centered outcomes and ‘ROI’ to build the case
for improved coverage / reimbursement for innovative services or
models

» Leverage different “access points’ in the community to meet kids
where they are

 Include efforts at primary prevention to build resiliency in our
Kids

()Better Health
Partnership



Secondary Drivers Change Ideas

Driver Diagram Primary Drivers

The Problem:

Identify/reduce/remove SDOH
barriers to obtain care ie;
transportation

Rising rates of Available School identify/reduce barriers to
Access to Care resources providing SB healthcare

depression, anxiety

an.d suicide in Available Primary and
children Behavioral health care
resources

Awareness- building campaigns;
peer navigation
Patient Provider — Patient Trust <
Engagement

Standardized, reliable MH

screenings, referrals, data- UHC local pilot; share

sharing and integrated care learnings; research and spread
coordination best practices; Cincinnati pilot

Increase availability/access aligned
with client needs

Culturally responsive, universal education for
children, families, Providers

SMART Aim:
Design and
implement

standardize,
evidence-based,
mental health
prevention,
identification and

Inclusion of community
residents/voices to understand SDOH
barriers to engagement

intervention
strategies for

Available, competent Identify provider and resource gaps; build capacity. Strengthen
Providers and multi- competencies in prevention, identification and intervention

children in primar System systemic resources strategies for all who touch the child’s life
p Y y
care, behavioral Accountability , X
health and Reimbursement Payer engagement and alignment
. incentives id d syst
education systems . w/ providers and systems )
In Continuous Improvement
Q1 -Q04 2021 w/screenings, referrals, Establish baseline metrics; collect
sl @are coarehingiien data and monitor improvement
Student wellness and Unified messaging for MH, )
success: social- aligned with state policy,
Advocacy emotional learning | regulations and funding priorities |

Promote Integrated <&—1 Measure outcomes to inform investments,
care for mental and reimbursement and policy

behavioral health




Driver Di agram Brimany Drivers Secondary Drivers Change Ideas

Identify/reduce/ ove SDOH barriers to obtain care ransportati

The Problem:
telehealth services/telepsychiatry (digital inequities)

Rising rates of depression, - " . . - -

anxiety and suicide in provide “poverty/trauma” informed care including care to non-English speaking
s patients

children

Knowledge of evidenced based Evidenced- based psychotherapy implemented with fidelity (CAMS
| —

therapies and MST

Access to ] o . Ty
quality Available School resources identify/reduce barriers to providing SB healthcare

Evidence-

based care ; : ;
Available Primary and Behavioral health care Increase availability/access aligned with client needs
resources (rural & suburban)

stablish Tormal partnership between comm mental hea and primary care &

Care Model (set up for collaborative care) —-onsiill]
Move to more value-based care

Available care settings in the community
(outside of primary care/schools)

Gatekeeper training
Stigma Y

' Awareness- building campaigns; peer navigation

Culturally responsive, universal education for children, families, Providers

SMART Aim:
Design and
implement
standardize,

evidence-based,
mental health
prevention,

Provider-Patient trust

Patient ' Inclusion of community residents/voices to understand SDOH barriers to engageme
Engagement

. At Screenings for social needs (fear of penalty disclosing; worry about custody
identification and
intervention
strategies for
children in primary
care, behavioral
health and
education systems
in 2021

UHC local pilot; sha

Delivery system andardized, reliable IVIH I
Og!

screenings, referrals, data-sharing and integrated

issues/bad parenting; if depression, inability to take care of chi
Perceived benefit (bias/lack of hope)
Readiness to change . otivational Interviewing

Identify provider & resource gaps; build capacity. Strengthen competencies in
prevention, identification & intervention strategies for all who touch child’s life.

Payer engagement and alighment w/ providers and systems

Establish baseline metrics; collect data and monitor improvement

Available, competent Providers and
System multi-systemic resources
Accountability

Reimbursement incentives (value based care) ‘

Continuous improvement w/screenings, N\
referrals, and care coordination

Syste| equities

tudent wellness and success;
Advocacy social-emotional learning

Unified messaging for MH, aligned with state policy, regulations and funding priorities

Measure outcomes to inform investments, reimbursement and policy

Promote Integrated care for
mental and behavioral health




Feasibility and Impact of
Change Ideas

1. School -based services emerged as highly feasible
with high impact
a. Training faculty and staff to identify and engage

b. Universal screening
c. Resilience training

2. Care coordination and collaboration between

entities determined to be highly impactful

a. Information sharing identified as critical, particularly among schools,
PCPs, and CMHCs

b. Supported time for collaboration highly impactful but questionable
feasibility

()Better Health
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Collaboration

OHIO’S VOICE FOR SUICIDE PREVENTION

OSPF

Ohio Suicide Preventlon Foundation

\:/ /. cf% >

Ohio Health Information Partnership
Health Information in a Heartbeat

AMERICAN ACADEMY OF
CHILD (; ADOLESCENT
PSYCHIATRY

W ww . A A CAUP. OR G
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Pilot: Focused on 3 Goals

Screen : Use a “broad” screening tool (such as SEEK) to screen
children in the school setting.

Share : Use Epic Healthy Planet link as a way for school providers to
share screening results/concerns with primary care providers

Train : Provide training to primary care providers to develop skills
(such as knowing the right follow -up questions to ask from a
screening)

Evaluate : Develop an evaluation plan and measure processes and
outcomes (ex: number of children screened, screening results,
number of results shared with primary care, changes in mental
health status, PCP perception of level of comfort with talking with
families)

()Better Health
Partnership



Rainbow Center:

Universal Screening

Universal
Screeners

SEEK-SDH
Rainbow

Connects

4-10years |4 yearWC

sDQ P4-10
SEEK-SDH

Visit Corresponds
Schedule To
tier 1 Rainbow
2 weeks WC  PHQ 2+1 Connects
i ACES-Q
16-22 18 month WC PEDS
ﬁ Connects months MCHAT PACES
1 month WC  PHQ 2+1 SEEK-SDH
Rainbow Rainbow
Connects Connects SRS 11 year WC SDQ P11-17
PENTETITEN 2 month WC PHQ 2+1 ACES-Q 12 year WC  SEEK-SDH
Rainbow PAGES Rainbow
e Ut 24 month WC MCHAT o
SEEK-SDH
U 4month WG PHQ 2+ e BESEHE
Rainbow Connects PACES
Connects ACES-Q
Sl 6 month WC - SEEK PACES SDQ Y11-17
Rainbow 2 % years 30 months PEDS PHQ-A
ciminE wc SEE L IS 13year WC SDQ P11-17
ACES-Q Rainbow 14 year WC  SEEK-SDH
PACES ACES.Q 15 year WC Rainbow
9 month WC  PEDS PACES 16 we Connects
TES ST 3 years 3 year WC sbQP2-4 -
Rainbow SEEK-SDH 17 year WC 1501 Heatth
S = a
Connects sDQ Y1117
PACES ACES-Q PHQ-A
12 month WC SEEK-SDH PACES
Raint PEARLS
PACES
Connects
ACES-Q
PACES

()Better Health
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Rainbow Center:
Tier 2 Screening

Pouiy AN

Vanderbilt Assessment Scale - P

SCARED Questionnaire — Parents

I
Vanderbilt Assessment Scale

Name of student: Age Geade: Date

Cormgheted by _ Subject _

Directioen: Each rating should be considered i the context of what is appropriate for the age of the dhild
and should reflect that child's bebavior since the beqinninq of the school year Please indicate the number

of weeks or months you have been able 1o evaluste the behavion:

s this evabuation based on a tme the chikd [ wason medication [ was naton medication [ not sure

00 33 et o makes Calens mesales n schoohwark 1 :
5 Lotk o s 1 1 3
ter when ke 13 ety 1 F] 3
4| Does rot Aolow though on irstnactions and fals o fish schoowerk [ 1 : 3
it e 10 refual o Lk 9 uncerstarel)
5| Has ifcuity oogans s and actites o 1 : 3
6| Ave, s or 5 e 5 ergiigs ikt that egpare suitamed el eflor [ 1 1 3
7, | Lomes things mecesany for tasks or actutie (1.9, s, stheol sugrments, pencit 0 1 1 3
o besiy
8 || I easdy chavacted by nosiet or ot stmd- 0 1 : 3
5._| b forgenhul in daly activives o 1 : 3
10| Fukgnes wth hancs o feet or sparms n et 0 1 1 3
11| Leaves et in clasmom or n other stuatons i which remasning seated  exgected 0 1 1 3
12 |m expected ] 1 1 3
13 . a3y [ 1 1 3
— 14 [1s "on he go* o hten acts s f "driven by & motor™ [ 1 1 3
15 | Taks encesiely L] 1 H ]
16 | B Hore e [] 1 2 3
17, | P cifculty wasting i ine: ] [ F] 3
18 | interrupts or mtredes on othens e 5. butts nto conversatorns/game ] 1 ] 3
18 | Loses temper ] 1 ] 3
20| Actively defes or refunes ho comply with adult’ meguerts or e o 1 ] 3
2. | hangry or reenthl [ 1 i [
12 | b spitehud and weekcton [ 1 ] 3
TR T o 2 z L

Yoy AR

SCARED Questionnaire — Children/Adolescents

Child name Date

Diiractioersz Beiow 5 4 kst of statemenss that describe how people feel. Rinad sach statement candully and decde from

0= 21f 15 "ot True or Hardly Ever True™ (0], “Somewhat True or Sometimes True™ (1) or “Very True or Often True® (2)
for you. Then fior each statement, §il in one square that that seems ¥ n for the pass
maonths. Pless respond 10 48 statements o wel 45 you can, even if Some do A0t 366 10 CONGEM you

OFFICE USE ONLY
1 4 s

S

When 1 feel rightened, it & hard 10 breathe.

et headaches when |.am at school J

don't e 10 b with pecple | don't know wel |

et scared f | sioep awary from home.

wery #bout other people bking me.

|
When | get frghiered, | feel b paaing oot [
|

am rarves

Tiow iy masther of father whesewet they g

Propie 1ol me that | look neneus.

Teel rervcs with people | dont kenow wel. | | |

et stomachaches at school | |

When | get

v, | ol e | am ok crazy

worry about seeping akne | |

oty about besng i good 5. other ki

When | get bighiened, | fesl Bt things ave ot real.

iiﬁ;ﬁﬁﬂﬁbrﬂnvrvpp

Center for Epidemiological Studies
Depression Scale for Children (CES-DC) - Age 6to 17

o _ kg _ Sex Muw[]  Female]  Dute

hawe ightrmanes sbout something bid

Beeinn v e SvrerL

|_i

Severity Measure for Depression — Age 11 — 17*

Sew Mak]  Female) Dt

Sring the punt e iy

™ m
et a4t ety | e
et | ey ey
'

Ran
Babies & Children's.

gummity Hospitals inbiow
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University Hospitals
£~nRainbow Bahies & Children’s

The Science of Health. The Art of Compassion.

Negative score and no concerns
* Rescreenat next WCC

(if SW is unavailable)

Mild symptoms or prefers

therapy only
1. Referral to CMHC via CRPN

Universal Screening or PCP concerns
0-6 mos: PHQ2 for PPD
6mo-+: ACES, PACES

16-30 mo: MCHAT, PEDS Vanderbilts
4-7yo: BHC SCARED
8-12yo: BHC PHQ-9/CES-DC

13yo+: PSC-17, PHQ—@

Positive Score or Provider/Parent Concerns

1.

2.
3.
4

Discuss screening results/concerns
Notify parent/patient of next steps
Document referral and diagnosis in patient’s chart

Repeat screen at subsequent visits until score is negative or no

further caregiver concerns

Pediatrics
Mental Health
Workflow

Revised 7/24/2020

Parent/patient refuses

recommendations
1. Document refusal in chart
2. Rescreen at next visit

Contact SW with referral: 675-6676 (6675, 6677)

1. Mental health assessment
2.  Dx- Provisional

3. Psychoeducation

4 Identify next steps

v

Contact Care Coordinator with referral

2. Schedule with §AP psychologist — 286-8067
3.  Other community provider I
4 Consider Mom Power if \ 4

appropriate

Recommendations sent to PCP

Moderate-severe symptoms:
Case review by Mental Health

Unaddressed psychosocial
needs:

Link patient with appropriate
Community resources

e Rainbow Connect

*  Medico-Legal Partnership

Team or direct referral to ED

Evaluation by Mental

Referral to CMHC via
CRPN

v /’

A

with continued collaboration

Health Team Provider

v

Referral to UH specialty clinic




CRISIS RESPONSE TEAM PROTOCOL FOR THE UH RAINBOW CENTER FOR WOMEN AND
CHILDREN:
Applicable Scenarios include but are not limited to Suicidal Ideation, Homicidal

|[deation, Sexual or Physical Assault
. Any staff receiving disclosure to
immediately notify provider and remain
with patient and/or family

Providerto perform initial safety assessment to determine need for crisis
response

d
<
If safety assessment determines crisis response is needed: N
*  Staff receiving disclosure remains with the patient >
and/or family N If safety assessment If patient leaves the clinic prior
*  Providerreport to TBC room and announces crisis . . .
response in place determines crisis response is to safety assessment:

*  Nurse manager or Provider to notify SW team leader NOT nee_ded: . * Provider, Menta]_ Health Care
+  Nursemanagerto locate available office space on the *  Provider to notify SW Manager,pr Social Worker
floor and clear the room of any sharp objects, team leader of the to call patient for safety

projectiles or ligature points (see pg 2) mental health and/or assessment.
*  Nursemanagerto ask patient if he/she has anything in social concern
possession that could be used as a weapon *  SWteam leader will If patient unwilling to
: N‘"SE manager to notify security (advise they are appropriately triage the cooperative with assessment or
nearby) patient to the most does not answer the phone,
A appropriate available provider to call Cleveland police
. ’ ) social worker for for a wellness check.
SW team leader will escort patient to designated
) ; assessment.
office space, complete further risk assessment and .
. L Provider to complete PASS
determine additional needs.
report.

* \ »
L
If patientrequires transport for
reason other than SI/HI:

If SI/HI risk is HIGH: If SI/Hl risk is 1. Nurse manager will call for

1. MD psychiatrist or other designated MD completes LOW: emergency transport
pink slip (even if pt is agreeable to transport) SW team 2. SWteam leader and/or

2. SWteam leader will notify security that patient is leader to provider will discuss process
on an involuntary hold with patient

3. SWteam leader will make a photocopy of pink slip co:ﬂflete 3. Nurse manager will alert

4. Nursemanager will call for emergency transport sarety . N

5. SWteam leader and/or MD will discuss process planning and security team of arrival of
with patient provide emergency transport.

6. SWteam leader and/or MD will call EPAT at 216- necessary 4. Security will lead patient to
983-4899 to provide hand-off information referrals and holding room upon arrival of

7. SWteam leader and/or MD will provide original follow-up. transport
copy of pink slip and verbal report to emergency 5. SWteam leaderand/or
transport provider will give report to

8. SWteam leader will notify appropriate mental emergency transport
health care manager of the patient by EMR task (if 6. Crisisresponse team will follow
not already involved). the after-t '+ algorith

9.  Crisisresponse team will follow the after-transport € arter-transport algorithm
algorithm




Rainbow Center:
Care of Suicidal Patient

Crisis Response Team Overview
Objective: to respond and support the needs of patients at the UH Rainbow Center for Women and Children undergoing an acute
psychosocial crisis or trauma by providing short-term stabilizing measures and coordinating transport of patients to the appropriate
level of care.
Area of Operation: any service or clinical area at the UH Rainbow Center for Women and Children
Team Members:
e Patient’s care team
* SW team leader
* Floor nurse manager
e Security
* |dentified transport team
* MD designated for pink slip (if needed)
Applicable Scenarios: Including but not limited to Suicidal Ideation, Sexual or Physical Assault

Examples of items which could potentially be used for self-harm:
. IV poles, 02 suction regulators, if present e Scissors
and not required for patient care . Plastic bags
. Cleaning solutions/Toxic chemicals . Dressing supplies from closets
. Loose cords (monitor cords, electric, . Oxygen canister, if present and not in use
tubing) . Coat hangers
. Bulletin board push pins and tasks . Sharp or glass objects
J Sharps container J Cell phone, computer, electronic devices
. Telephone Cord
After Transport Algorithm
* Provider documents encounter, including notation of Crisis Response Team participation and transport destination
* Nurse Mgr updates transfer log
* Nurse Mgr initiates After Action Debrief with Crisis Response Team noting any lessons learned and any foIIowélach-E:t_ter H.ea lt h
/

Parthership
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Rainbow Center:
Education

CME Events Grand Rounds Trainings

Pediatric Depression and Toolkit Martin Teicher, MD PhD || De-escalation

Women’s MH Summit C. Neill Epperson, MD Trauma-informed
Sarah Nagle-Yang, MD Care

Didactics

Monthly MH Case Conference Trainee Rotations

MH Boot Camp CAP fellow elective

Resident didactic modules Peds resident CAP continuity clinic
Adolescent Medicine Weekly didactics Psychology intern

()Better Health
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Rainbow -CMHC Partnership

The Centers -Rainbow Primary Pediatrics

« expedited referral system with feedback and closed
loop with PCPs who are referring for mental health
services

()Better Health
Parthership



A Perfect World

1. Children and adolescents are screened in various
domains so that they are captured early on

2. Adults in various domains are competent to
empower children’s mental wellness and recognize
and address children’s mental struggles

3. Systems are supportive of the time and effort

required for proper mental health care

1. Platforms that allow sharing of information
2. Time to collaborate between providers/professionals is valued and

supported
3. Expanding the workforce to support schools and PCPs in providing
MH care
()Better Health
Partnership



BHP Partners’ Preliminary
Health Pilot Results

Chris Mundorf, MPH, PhD

Director, Data Analytics & Reporting
Better Health Partnership



Problems

The screening process (how, what, when)
The referral process (lack of feedback/leaky)

The treatment process (lack of sufficient resources)

()Better Health
Parthership



Driver Di agram Brimany Drivers Secondary Drivers Change Ideas

The Problem:
telehealth services/telepsychiatry (digital inequities)

Rising rates of depression, - " . . - -

anxiety and suicide in provide “poverty/trauma” informed care including care to non-English speaking
s patients

children

Knowledge of evidenced based Evidenced- based psychotherapy implemented with fidelity (CAMS
| —

therapies and MST

Access to ] o . Ty
quality Available School resources identify/reduce barriers to providing SB healthcare

Evidence-

based care : : .
Available Primary and Behavioral health care Increase availability/access aligned with client needs
resources (rural & suburban)

stablish Tormal partnership between comm mental hea and primary care &

Care Model (set up for collaborative care) —ll]
Move to more value-based care

Available care settings in the community
(outside of primary care/schools)

Gatekeeper training
Stigma Y

' Awareness- building campaigns; peer navigation

Culturally responsive, universal education for children, families, Providers

SMART Aim:
Design and
implement
standardize,

evidence-based,
mental health
prevention,

Provider-Patient trust

Patient ' Inclusion of community residents/voices to und d SDOH barriers to engageme
Engagement

. At Screenings for social needs (fear of penalty disclosing; worry about custody
identification and
intervention
strategies for
children in primary
care, behavioral
health and
education systems
in 2021

UHC local pilot; sha

Delivery system andardized, reliable IVIH I
Og!

screenings, referrals, data-sharing and integrated

issues/bad parenting; if depression, inability to take care of chi
Perceived benefit (bias/lack of hope)
Readiness to change - Motivational Interviewing

Identify provider & resource gaps; build capacity. Strengthen competencies in
prevention, identification & intervention strategies for all who touch child’s life.

Payer engagement and alighment w/ providers and systems

Establish baseline metrics; collect data and monitor improvement

Available, competent Providers and
System multi-systemic resources
Accountability

Reimbursement incentives (value based care) ‘

Continuous improvement w/screenings, N\
referrals, and care coordination

Syste| equities

tudent wellness and success;
Advocacy social-emotional learning

Unified messaging for MH, aligned with state policy, regulations and funding priorities

Measure outcomes to inform investments, reimbursement and policy

Promote Integrated care for
mental and behavioral health




Centers/Rainbow Pilot

Pilot a referral process
» Easier referrals
 Warmer hand -off
 Feedback loop

()Better Health
Parthership



Centers/Rainbow Pilot

@ THE CENTERS OUR IMPACT SERVICES v WAYS TO HELP v

University Hospitals

Preferred Appointments for
Child Counseling Services

COUNSELING REFERRAL

ferral information below and a

Demographic Information for Potential Client

Fothames  Lasthamer

[ o |
Almost all children face challenges as they are growing up.
Children may experience difficult times due to family changes, Please provide any additional information about the
) ) potential client and their care:
chronic illness, a death or other loss, or peer pressures. There may
be times when children need extra support and guidance on how r——
to cope and build resilience. e
If you are concerned that your patient’s emotions or behaviors ot
are causing them to become anxious, depressed, or have
problems in relationships at home and at school, mental health I
professionals are available to help.
Please provide your information so we may contact you in
regards to this referral:
First e Lasthama [ wansite» |

Connect to Services Today! A _

Utilize our online referral form, which can be found at: o
https://thecentersohio.org/counseling-referral

—
(\.J Circle Health Services a ? HI PAA




Preliminary Results

Launched in March 2021
94 Referrals

63/94 successful contacted ( 67%)
44 with completed appointment and engagement
in services (47% of all; 70% of contacted)

63/94 (100% of scheduled) have gotten a feedback loop

()Better Health
Parthership



Patient Contact Success %

Comparing the Centers/Rainbow Pilot

67%

50%

Centers -Rainbow Pilot Comparison Project
(Mar-Aug 2021) (Since 2019)

()Better Health
Parthership



Next Steps

How can this process be improved?
What is missing?

What additional metrics can be tracked?

()Better Health
Parthership



An Overview: Becoming a Certified
Community Behavioral Health Center

Martin Williams, MSSA, LISW

Chief of Programs, Behavioral Health Care
Circle Health/The Centers



Agenda

e The Background e Activities and Services
e Grant Goals Requirements
 Client/Patient Benefits ¢ Community Health Workers
° Appendix M — Program ¢ Beneﬁts Of Becoming d
Criteria CCBHC
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The Background

* Created through Section 223 of the Protecting Access to
Medicare Act (PAMA) in 2014

 Why? The Excellence in Mental Health Act (MHA) — this is an
initiative to improve access to mental health/addiction care in
community-care settings

e MHA established criteria for what we now call CCBHC
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Goals of the Grant

1. Increase the capacity for local BH system to address unmet
needs that leads to longer and healthier lives of the
population

2. Increase access and availability of person-centered, trauma
informed, culturally competent, and recovery-oriented
services

3. Increase the effectiveness of a system-wide coordination,
integrated care, and referral program in Cuyahoga County
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What Does this Mean for Clients/Patients

Required Services
e 24/7 Crisis Services
e Patient/Client-Centered Treatment
* Screening, Assessment, Diagnosis
 Comprehensive outpatient mental health and SUD services
* HIV/Viral Hepatitis Screening
e Qutpatient primary care screening and monitoring,
e Clinical monitoring for adverse effects of medications

e Case management, psychiatric rehabilitation, and Assertive Community
Treatment

e Social supports opportunities through established clubhouse models or care
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Appendix M — National Demonstration

Program Criteria

Six required criteria:

Staffing

Availability and Accessibility to Services

Care Coordination —

Scopes of Services

Quality and Other Reporting

Organizational Authority, Governance, and Accreditation
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Core Requirements of CCBHC

Program Requirement 4: Scope of Services (“Provision (in a manner reflecting
person-centered care) of the following services which, if not available directly through
the certified community behavioral health clinic, are provided or referred through
formal relationships with other providers:

* (i) Crisis mental health services, including 24-hour mobile crisis teams, emergency crisis intervention services, and crisis
stabilization.

* (ii) Screening, assessment, and diagnosis, including risk assessment.

* (iii) Patient-centered treatment planning or similar processes, including risk assessment and crisis planning.
* (iv) Outpatient mental health and substance use services.

* (v) Outpatient clinic primary care screening and monitoring of key health indicators and health risk.

* (vi) Targeted case management.

* (vii) Psychiatric rehabilitation services.

* (viii) Peer support and counselor services and family supports.

* (ix) Intensive, community-based mental health care for members of the armed forces and veterans, particularly those
members and veterans located in rural areas, provided the care is consistent with minimum clinical mental health
guidelines promulgated by the Veterans Health Administration, including clinical guidelines contained in the Uniform
Mental Health Services Handbook of such Administration.”)

()Better Health
Parthership



Incorporating Community Health Workers — Use of BHP
Pathway HUB

Outcomes

* The Centers BHP Pathways HUB program will provide services to impact social determinates
of health within our community. In order to provide the best services possible, we will
monitor our effectiveness in engaging Members, outreach in the community, as well as the
numbers of pathways we create and close per month.

Our Outcomes goals are as follows:

* Short-Term Outcomes: success related to the timeliness of completing HUB Pathways,
completed HEDIS measures

* Intermediate Outcomes: reduction of social needs, reduction of mental health concerns

(NOMS), reduction on substance use symptoms (NOMS), improved physical health
(NOMS)

* Long-Term Outcomes: greater overall qualify of life, more appropriate healthcare
utilization, and reduced cost of care
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Benefits of Being a CCBHC?

What are the biggest benefits to being a CCBHC?
e Preparing for VBP - reporting outcomes and values
e Greater access to care
e Integration of care - no wrong door
e Data-driven care
e Offering enhanced services — ACT and Peer Services
e Services delivered in the community

e Improved workflows & efficiencies
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HIV Needle
Exchange
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Project Summary: Our Targeted
Population

The Centers proposes to serve 600 individuals within the first
grant year, and an a total of 1200 clients in two years.
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Contact Me

Loren Anthes, MBA

Sr. Public Policy Fellow, The Center for Medicaid Policy
William C. and Elizabeth M. Treuhaft Chair in Health Planning

lanthes@communitysolutions.com

Newsletter: www.communitysolutions.com

Q @lorenanthes / @CommunitySols
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* Why did Med

icaid create this program?

e What is Ohio

* What are the

RISE?
key expected benefits?

* How do we “plug in” as health care
providers or behavioral health resource

agencies?



OhioRISE: Why is Ohio Pursuing?

Childhood Mental Iliness Linked In Ohio
with Physical Health Later in Life * 40% of kids over 15 in child welfare
 “By middle age, those with a are in congregate care
Ch'l‘(jjh.OOd h'Stng of mental illness - * 140 kids per day are receiving care
conditions such as anxiety, Sutside of Ohio

depression, substance abuse and

schizophrenia -- were aging at a * 200% increase since 2016

faster pace, had bigger declines in * 38% of youth with multi-system
their sensory, motor and mental needs have family history of OUD,
functions, and were rated by others SUD and/or SED primary diagnosis

as looking older than their peers”

* "The same people who experience
psychiatric conditions when they are
young go on to experience excess
age-related physical diseases and
neurodegenerative diseases when
they are older adults."

Sources: US News & World Report; the Ohio Department of Medicaid



https://www.usnews.com/news/health-news/articles/2021-02-18/mental-illness-in-childhood-could-mean-worse-physical-health-decades-later

OhioRISE: What is It?

yrL
OhioRISE

Specialized MCO

ODM will procure a special type of MCO —a
prepaid inpatient health plan (PIHP) —to
ensure financial incentives and risks are in
place to drive appropriate use of high quality
behavioral health services.

Shared Governance

OhioRISE features multi-agency governance
to drive toward improving cross-system
outcomes — we all serve many of the same
kids and families.

Sources: the Ohio Department of Medicaid

Resilience through
Integrated Systems and Excellence

A specialized managed
care organization (MCO)
with expertise in
providing services for
the most complex
multi-system youth

Prevent Custody Relinquishment
OhioRISE will utilize a new 1915c waiver to
target the most in need and vulnerable
families and children to prevent custody
relinquishment.

Coordinated and Integrated Care & Services
OhioRISE brings together local entities,
schools, providers, health plans, & families as
a part of our approach for improving care for
enrolled youth.




OhioRISE: What is It?

Services
* All existing behavioral health services — with a

few limited exceptions (ex: BH emergency
dept.)
Care Coordination
* Consistent with principles of High-Fidelity
Wraparound
* Three levels — Intensive and Moderate,
delivered by a regional “Care Management
Entity”
Delivered by Aetna Better Health of Ohio
Intensive Home-Based Treatment (IHBT)
Psychiatric Residential Treatment Facility (PRTF)
New 1915(c) waiver that runs through
OhioRISE
* Unique waiver services & eligibility
Mobile Response and Stabilization Service
(MRSS)

* Also covered outside of OhioRISE (MCO and
FFS)

Behavioral Health Respite

EI|g|b|I|ty

Enrolled in Medicaid (managed care or fee for
service)

Up to age 21

In need of significant behavioral health services
Meet functional needs criteria as assessed by
the Child and Adolescent Needs and Strengths
(CANS)

Estimate 55-60,000 children & youth by end of
year 1




OhioRISE: CANS Assessment

CANS: Child and Adolescent Needs and Strengths

 Assists in care planning and provides clinical decision support

* Helps with eligibility, level of coordination needed and out of home
treatment options including
* QRTP / Mental Health Residential
e SUD Residential
* |CF with IBS Rate Add On
* Psychiatric Residential Treatment Facility (PRTF)




OhioRISE: What are the Benefits?

Tiers of Care Coordination Delivered By

Tier 3: Intensive Care Coordination
, Structured service planning and care Care
coordination using high-fidelity ))) Management
wraparound for youth with the greatest Entities (CMEs)
behavioral health needs

Tier 2: Moderate Care

Care
Coordination ))) Management
Structured service planning and care Entities (CMEs)

coordination using a wraparound
informed model for youth with
moderate behavioral health needs

Tier 1: Limited Care Coordination

Deliver care coordination to youth ))) OhioRISE Plan
needing lower intensity care coordination

or who may decline higher intensity care

coordination

Sources: the Ohio Department of Medicaid

High Fidelity
Wraparound
——————

Family and youth
perspectives are
prioritized

Planning is based on
family and youth’s
choices and preferences
and is strengths-based

Utilizes community and
natural supports

Process respects family
and youth’s beliefs,
cultures, and identity




OhioRISE: How to Plug In?

More Background

e Visit www.communitysolutions.com and search for
“Multi-System Youth” and/or “OhioRISE”

 Go to state’s website:
https://managedcare.medicaid.ohio.gov/wps/porta

|/gov/manc/managed-care/ohiorise

* Email: OhioRISE@medicaid.ohio.gov
* Email for Aetna: OHRISE-Network@aetna.com



http://www.communitysolutions.com/
https://managedcare.medicaid.ohio.gov/wps/portal/gov/manc/managed-care/ohiorise
https://managedcare.medicaid.ohio.gov/wps/portal/gov/manc/managed-care/ohiorise/!ut/p/z1/04_Sj9CPykssy0xPLMnMz0vMAfIjo8zi_SzdHQ0NvQ38LCzDLAwCfZ2dHAO8Td3NTM31w1EVGIQFmAMV-Dt6uRv5BBj5GehHEaPfAAdwJKjfi5ACoA-MinydfdP1owoSSzJ0M_PS8vUj8jMy84syi1OB9kehmoDFB2AFeJxYkBsaUeWTFuzpqKgIANCfDX8!/OhioRISE@medicaid.ohio.gov
mailto:MCProcurement@medicaid.ohio.gov
mailto:OHRISE-Network@aetna.com

OhioRISE: How to Plug In?

CANS Training September CANS Training Dates
e 2.5 hour online training for R 19
2 e 9.10, 9-12:30
 Costs are covered by the state * 9.14,9-12:30
* Additional training dates will be R AN-
announced prior to each month 9.16, 1-4:30
. Folr qudestions or concerns. * 9.21,9-12:30
related to course registration or _
enrollment please contact * 9.22,1-3:30
support@tcomtraining.com. e 928 1-4:30
* For any additional questions, Y '
please contact * 9.30,9-12:30

OhioRISE@medicaid.ohio.gov.



mailto:support@tcomtraining.com
mailto:OhioRISE@medicaid.ohio.gov

OhioRISE: How to Plug In?

CWRU COE

e CWRU was selected as a
partner to establish the Child
and Adolescent Behavioral
Health Center of Excellence

* The COE will focus on
identifying, implementing,
training, and evaluating an
array of intensive community-
based behavioral health
services for children, youth,
and their families and provide
critical workforce
development support

Practice Portfolio includes

High Fidelity Wraparound
Functional Family Therapy
Multi-Systemic Therapy
Healthy Families America
Parents as Teachers
OhioSTART

Mobile Response and
Stabilization Service

Child and Adolescent Needs
and Strengths Assessment



https://case.edu/socialwork/begun/consultation-and-training/child-and-adolescent-behavioral-health-center-excellence

Questions?
Please submit through chat function

To: (D ‘ More
Type message here...




Next webinar: September 22nd
Elevating Children’s Health: Part I

Mobilizing Lead Safe Strategies for Children
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Today’s webinar will be
posted on our website.

Thank you!
children’s ( B
etter Health
> health / Partnership
|_[";]“|ﬂ1:c||_“aI Et,!H— E:;-E-_—s; ) Collaborating for a healthy community

www.betterhealthpartnership.org
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