ACMHA
Children’s Group Discussion

March 12-15, 2008
Workgroup Notes
Recommended Initial Statement from the Group Re:  Benefits for children, youth and families:  

· Mental health and Substance Use Care is not optional! – Must be part of overall health care package

· Values – must incorporate values, including individualized, person centered and family involvement, family driven, youth guided, culturally and linguistically competent, community based

· Benefits must cover children, youth and families –focus on prevention

· The following as included in current Medicaid must all be incorporated

Early

Periodic

Screening

Diagnosis

Treatment

· Provide incentives for performance and consequences for low quality

· Benefits should be based on science and what we have learned

· Science should demonstrate a payoff in terms of costs

· Assertive outreach must be included, (cannot be passive and just wait for families to seek services)
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Issues Re:  Benefit Design
Must keep major prevention hat on

Education 


Primary prevention programs


Early supportive interventions

Education system – youth being expelled


Not being successful in school


Student assistance programs

Child intervention must be in the context of families – Broad issues in families

Holistic issues and concerns


Connections between physical, intellectual, emotional, social

Benefits across continuum


Health promotion- prevention- wellness – intervention

Benefit packages – perhaps a “family benefit”

Benefits should have more flexibility in terms of what services are allowed, including use of “nontraditional” treatment options
Unit of treatment = child/family/caregivers

Care coordination (“TCM”) must be included

Mobile/home based services should be included. Services should not be tied to a setting.

Priorities early ID – “screening”
Reflect culture, address disparities

Acknowledge disproportional representation in child welfare and juvenile justice

Match workforce/assessments/treatment to various populations

  Include adequate translation and interpretation services

  Use telehealth

Value faith and spirituality

Specify the inclusion of families and children

Families should not have to relinquish custody
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Families should have insurance extended until age 24 for their children

Insurance should cover more than hospitalization and outpatient care

Barriers in schools with out funding and need to identify kids who need help

Early safety net – moms in hospitals, home health for zero to three

Role of primary care

Need for long term purchasing contracts for providers to be invested in prevention (not just 1 year contracts)

Any change should require states maintenance of effort

Should be able to expand services to include respite

Primary care billing codes need to be adjusted – note mental health evaluation and consultation codes

Consumers and families should be on boards

Consider the specifications of credentialing requirements to provide services – maintain flexibility to support an array of providers to include non traditional providers and peer providers

A percentage of the premium could be required to go towards prevention

 or catastrophic stop-loss 

Individual mandates – but what do mandates mean? What are the implications for undocumented persons?

Consumers and families on boards should be representative of the families served

Need to include peer support in the benefit

Pay for collateral contacts – note the promise of integrated care

GME – money set aside to protect mental health development broadly

Peer support for young children as part of prevention

Differential pay for priority areas – rural and frontier

Education for families
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Brief intervention for children

Universal coverage

Mental health services – behavioral health services

Parity

Children, youth and families NOT optional

Families – broadly defined (as defined by families)

Need to include nontraditional supports and peer support
States need to maintain effort

Need to educate employers on benefits

Work with employers to develop benefits package – National Business Group on Health as resource

Integration – primary care

Integration – school –based 

Need to go where the children and families are

Look at EAP programs – what employers are already doing –how services are already provided that are similar to the benefit design and service delivery package that we are seeking

Look to Partnership for Workplace Mental Health as a resource

Use the language already used in employer related reports

Link with principles that are in alignment with our principles

Promote services that are of value- focus on outcomes, EBPs

Prevention – early identification/intervention

Promote student assistance programs

Children’s mental health is everybody’s business – schools, child welfare, and juvenile justice

Family-driven/youth guided/person centered/culturally and linguistically competent, community based

Goal oriented? State what goal is?

Kids that do well, minimize suffering optimize development

Who is responsible?  Community can work out locally what needs to be provided

Get away from insurance model – consumer driven models of flexible funding

ACMHA Santa Fe Summit 2008

Collaborative, Integrated Medical Homes: Consumer and Family-Centered Approaches

Report back from Children’s Group

Suggestions for Addressing Barriers to Integration
Overall Children’s Breakout Group supports improved integration and collaboration between primary care and mental health and supports the concept of a “medical home” for children and their families.

VALUES:

For such integration to occur, there will need to be huge value shifts in our current systems:

· The health care system will need to shift from a medical model.

· Mental health professionals and funders will need to shift from traditional approaches of inpatient and outpatient treatment.

· Parents need to be perceived as “in the driver’s seat” around knowledge of their children and must be listened to and respected.

Integration requires the development of shared values and common understanding. Some shared values could be:

· Person-centered care

· Family-driven, youth-guided care

· Shared decision making

· Individualized, customized care

· Strength-based care

· Care that is culturally and linguistically competent

· Quality care

CONCEPTUAL ISSUES:

There are challenges around a shared understanding of concepts:

Different language, for example around a concept such as “recovery” – persons in the health, mental health, substance abuse, child/youth, and adult worlds all reflect on this term differently.

There are different models of integration – mental health services offered within primary care, primary care within mental health settings as well as many other variations. What do we know about different models and their effectiveness?

Information sharing across systems is key.

STRUCTURAL ISSUES:

Infrastructure supports are essential to successful integration:

· Funding arrangements and incentives

· Coordinated and collaborative policy, planning, and decision making structures

· Linkages to services and supports

· Robust benefit packages

· Comprehensive continua of prevention, assessment, early intervention, and treatment services/supports

· Information sharing

· Continuous quality improvement and accountability measures and tracking

· New roles, e.g. care managers

· Training – early and often; pre-training and in service training

PRELIMINARY STEPS TO SOLUTIONS

Start with training


Graduate training and residency programs


Junior high and high school career development programs

Share information

Experiment with collaborative arrangements

Train and hire care managers

Expand benefit packages

