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All Healthcare is Local Overview

A What happens when you put together a:

" A CPA & Healthcare Consulta

A To talk abowl Healthcare is
Local: How States are Impleme
Health and Behavioral Healthcs
Reform?

| State Mental Health Commissioner,
Former Administrator of SAMHSA,
Executive Director of a State Behavioral Healthcare Associati

CEO of a large Community Behavioral Healthcare Organizatic
and
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All Healthcare is Local Session Format

A Presentations and Discussions of how Healthcare R

will impact the Community Behavioral Healthcare Sy
at the Local, Region and State Levels

A Panelists Asking Each Other Questions

A Participants Asking Questions
of the Panelists
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Dale Jarvis6 Hypotheses

Well First

Provisional Inner Inner Re-construction
Being shock j contradictions crisis & recovery
Feel |Excitement Honeymoon
Good (a) New confidence,
Uncertainty fransformation
Losing confidence Testing
OK -
-~ Confusion Exploring Partial
] r or denial ~ recovery
\ (b) ," Depression Accepting = = =7
Distress |\ .  Disbelief Extended
/despair |Numbness Crisis cnsis
o T-=" ~Z
(a) positive events  (b) trauma or loss ~» Quitting >
T T T T T T T
Life event 1 2 4 5 6 7 8+ months
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Hypothesis #1: Healthcare Reform.mesrscanias

will Pass and will usher in Unprecedented Chang

We are on the cusp of the second (and most significant) wa
healthcare and public behavioral health change in the last 2
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Hypothesis #2: New Delivery Systemicouncios
and Payment Reform Models will Spread Rapid

( p \\
Accountable Care Organizations
4 Payment Model to cover N [ Linkages to High N (C Bundled Case Rates that N
Prevention, Primary Care Performing Specialists that pay a Percentage of PACs
and Chronic Disease can support the and Non-Payment for Never
Management; Bonus management of Total Health Events
Structure for managing Expenditures and minimize
Total Health Expenditures Defect Rates
Clinic
uuuuT Specialty Specialty
Specialty Clinics Hospitals Hospitals
Centered
Person son Ao
Centered Health  centered Clinic
Health ~ Care  eaith ]
Care  Homes  care 1]

Homes Homes Specialty Clinics

& N\l J
Integrated Delivery Systems )

_ Hospitals within Hospitals Y,
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Hypothesis #3: MH/SU is at a Tipping Point

i Due to greater understandingvoinany
Americansuffer from mental health and
substance use disordershandexpensive
thetotal healthcare expenditura® for this
group...

T We have reached a tipping point in understanding the importa
treating thieealthcare needs of persons with serious mental
illnessand théehavioral healthcare needs of all Americans

I Which are creating a sekoiting opportunitieand potentially
significant challengder the Community Behavioral Healthcare
Organizations in the U.S.
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Hypothesis #3: MH/SU is at a Tipping Point

We now California Fee for Service Medi-Cal Analysis - 2007
have data Medi-Cal FFS Medi-Cal FFS
Total SMI Metric
from many | wedi-cal FFs Enroliees 1,580,440 166,786 11% SMI % of Total
states that Medi-Cal FFS Costs $6,186,331,620 $2,395,938,298 39% SMI % of Total
: Medi-Cal FFS Cost/Enrollee $3,914 $14,365 3.7 SMI/Non-Ratio
persons witl !
Diabetes 4% 11% 2.8 SMI/Non-Ratio
a SMi have Ischemic Heart Disease 2% 6% 3.0 SMI/Non-Ratio
much h|ghe Cerebrovascular Disease 1% 3% 3.0 SMI/Non-Ratio
Chronic Respiratory Disease 5% 13% 2.6 SMI/Non-Ratio
healthcare | s 2% 7% 3.5 SMI/Non-Ratio
costs Health Failure 1% 3% 3.0 SMI/Non-Ratio
Inpatient Episodes 100 293 2.9 SMI/Non-Ratio
ER Visits 337 1,167 3.5 SMI/Non-Ratio
Inpatient Acute Days 609 2,094 3.4 SMI/Non-Ratio
Primary CareVisits 128 492 3.8 SMI/Non-Ratio
Specialist Visits 1,211 6,058 5.0 SMI/Non-Ratio
Prepared by JEN Associates, Cambridge, MA
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Hypothesis #4: Coverage Expansion Changes E

A Most members of the Safety Net will have Health Insurance that inclt
mental health and substance use coverage

Impact of U.S. Health Reform on Coverage for Non-Elderly
Senate Finance Commclttee Rtefor: l:nll . . A 15 Million increase in
urren eform eform eform et
Law 2019  Impact Total Impact Medicaid enrollees (43%
o (Millions) _ (Millions) _ (Millions) % A 16 Million increase in
Medicaid/CHIP 35 15 50 43% .
Private/Other Insured 193 16 209 8% Privately Insured
Covered Non-Elderly 228 31 259
_ . Senate Healthcare Reform Bill 2019
A $15 t0_$23 billion in ad Medicaid & SCHIP Expansion $87,000,000,000
spending for MH/SU frq Heaithcare Exchange Subsidies $106,000,000,000
insurance expansion Total Expansion Funding $193,000,000,000
A No credible info yet on| Behavioral Health Spending @ 8% $15,440,000,000
y
$ impact of Parity Act Behavioral Health Spending @ 10% $19,300,000,000
Behavioral Health Spending @ 12% $23,160,000,000
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Changes Everything

Added to
Serve to
close 50%

Additional
FTE

Added to
Serve to
close 50%

Additional
FTE

State of Gap Demand State of Gap Demand And a much
Alabama 11,421 266 Montana 5,165 120
Alaska 1,913 44 Mebraska 5746 134 greater demand
Arizona 55,564 1,292 MNevada 16,295 379 .
Arkansas 16,391 381 New Hampshire 1326 31 for service
Califarnia 235,148 5 468 MNew Jersey 13,811 321 -
Colorado 25 264 588 New Mexico 16,895 393 provi ders
Connecticut 3411 79 Mew York 12,346 287
Delaware 2730 63 North Carolina 45403 1125 Note that these
District of Columbia 1,832 43 Morth Dakota 313 7 =
Florida 124,258 2889 Ohio 35,695 830 figures are based
Georgia 49170 1.143 Oklahoma 18,845 438 5
Hawaii 1,365 32 Oregon 11474 260 on closing the gap
Idaho 2378 1 Pennsylvania 56933 1,301 .
llinais 80,312 1867  Rhode Island 833 19 halfway for Just
Indiana 21,649 A01 South Carolina 18.104 421 H H
lowa 1,073 2 South Dakota 2422 56 the indigent &
Kansas 5686 132 Tennessee 29,642 687 s
Kentucky 21,046 459 Texas 228,586 5315 u n | nsu red
Louisiana 33.169 771 Utah 11.427 266 H i H
Maine 4,999 116 Vermont 1,247 29 IndIVIduaIS Wlth a
Maryland .45 730 Virginia 25,445 661
Massachusetts 6,010 140 Washington 24,264 f64 SM I/SED
Michigan 38,266 890 West Virginia 2143 50
Minnesota 7.065 164 Wisconsin 8.657 201
Mississippi 13.922 324 Wyoming 1.488 35
Missouri 24,245 564 United States 1,418,715 32,988
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to need to key there eye on two balls

|nte ration 0f/CIinicaI Design for Adults with Low\ é Clinical Design for Adults with h
g ) to Moderate and Youth with Low to Moderate to High BH Risk and
CBHOs into ngh BH Risk and Complexity Complexity
2N CBHO
Person CBHO
a
Centered i =
Healthcare a
H /Primary Care\ 4 N
omes Clinic with Partnership/ /- ) ) A
Behavioral Linkage with Community Behavioral Healthcare
Health Specialty CBHO Organization with an embedded
Clinicians for persons who Primary Care Medical Clinic with
embedded need their care ability to address the full range of
providing ’ stepped up to primary healthcare needs of
assessment address persons with moderate to high
PCP ' increased risk behavioral health risk and
consultation, and complexity complexity
care with ability to
management step back to
and direct Primary Care
\__seviee A RN J
\ NG A
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Hypothesis #5: CBHOS are goingmsmscucios

to need to key there eye on two balls

A High Performing, Recovery and Wéinested Centers

FAbility to provide a true i
serious MH/SU disorders

I That help consumers towards wellness and inclusion in soc
I Which are the two components necessary to bend the cost

Excluded from Society Included in Society
I;oss. of Severe
Major
Social Distress
Role
w hnl
..... s
[l’!,\l)' Cyele of /i o
Cycle of —  Healing Spiral of
Labeled Recovery Du clopment
Mentally 12 P's of &Wellbeing
1 Empowerment

12 P's of
- Empowerment

© 2008 NEC, Inc.
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will come under Scrutiny in Many States

Different Scenarios will play out across the country
I Some states will end their @arigeto achieve clinical integration
I Others will stay with the status quo and attempt to avoid change

i A 39group will work (" NearFureesigns )
1 1 M d C
with their MH/SU Orgmne oS
partners tO M@ current Health Plan Designs ) for Health Care with

L Vanaged Care Carve-In of BH )
|nt0 the neXt Organizations (MCOs)

Emerging Designs
Managed Care

i for Health Care of TANF
genel’atlon Organizations (MCOs)
. h . Behavioral Health Carve- for Health Care
A
i A4 group will Outs Integrated Systems of
. . Care that Align Service
sta W|th carve Behavioral Health Carve- )
y Fee for Service Medical Outs S?rﬁg\fg; gﬁ;i?ﬁ:;img
out model but Services for Disabled L /) for Medical Care and
Behavioral Health
re'p_rocu re the Fee for Service Services in Support of
entire System Behavioral Health Full Clinical Integration
A —
D ——
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Mike Hoga®hift Happersd
Other Provocative Thoughts
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SMHA Financing Challenges: Shift Happens

A Variabili/. among states, and
iI1f youdve seen one st a

A The landscape of mental health finaasislgjfted
dramatically

iltdos not 1980, or 1990
A What lies ahead, and how it will shape financing?

I Some trends are predictable. How to play in the n
game?
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Challenges

A Variabilitamong statesdin
states over time
ASize, gedemographics
AHistory, legacy, politics
AOrganization:

i Of Government, SMHA

T Of ment al
role?

I Medicaid
AEconomic/budget status

A This variability can blind us to lon

term trends in mental health financ .~
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How the Financing Game Charged

Altods niomwstai fiptoisanal 0 speci al

A Which impacted budget trends as well as the locus of care

A We did not anticipate that shifting to community care would affe
resource levels
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An lllustration of how Reform Affected Fun

Community
Hospital Inpatient (Forensic)
. Hospital Inpatient (Civil)

Shifting the Balance From
Hospital to Community Care

Had Fiscal Consequences,
Post Refor mé

0
1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005
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Changed 2: AMedicaid |Ito

o Today, itds all abc
MK Seons -Jeff Buck iBsych. Servic€kl.09):
i \\m‘ --Trends: More money for community
60% careéExpanded rol e
\ clout for SMHAé. pri
50% o . z
functionsé. decreas:
b Meﬂ‘;‘*'dd (Sf) = 2 hospitals
B0Er d .
Wt g --Emergent issues: reduced funding
Wb g flexibility/increa:
i Phre—— s priorities
te onerfures 114 --Elephants in the room: Medicaid Integrit
0% Trrrrrrrrrrrrrrrrrorr oI
HPI—'HPHHPHPHHHHHHHHHggggggg Program. IMD (nOt) . .
B8R RBB80888000000000000000 ~Future Medicaid tr
EFNOROONONOORNWAMNOONOO R

Friends in high places? A kinder, gentler (
Erosion in fAstewar
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Taxes Adjusted for Population Growth, Inflation, and Legislative Changes
Hy Fiscal Year, Indexed to Approximate Start of Each Fiscal Crisis (Year ()
110
—*— |91
—— | 9%
— 2001
= B I00E Low-Gap Scenario
m—t=  300E High-Gap Scenario
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a5 /
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Wh a t Lies Ahead 2: We 06

The changed landscape of mental health care: “Exceptionalism” is
out; “mainstreaming” is in: lllustration from Frank and Glied, Better but
not well: MH policy since 1950 (Johns Heopkins, 2006)

Sources of Payment for MH Care
Expected trends: ’

More Mainstream Coverage
|

More Care and more Cloutin the
B Private Insurance

Medicaid

B Medicare
OtherFederal
State
Mise

More Mental Health Opportunities. .
in other agencies and systems

—=NATIONAL COUNCIL

FOR COMMUNITY BEHAVIORAL HEALTHCARE
www.TheNationalCouncil.org

Transformation of Clinic Care in NYS
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