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The Context: Current State

The Vision: Healthier WA / Healthcare Authority
Integrated Behavioral Health Models of Care

Opportunities: Systems of Care

Lessons Learned: Performance Measures
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Overview
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Integrated Care is Seamless Care

It’s care that’s designed and delivered with the customer at the
heart of the conversation; it values individual needs and a
holistic approach to care.

It’s developed and refined through an ecosystem of
stakeholders that continuously strive to meet the standards of
the “the quadruple aim” - better care, healthier people and
communities, engaged providers, and smarter spending. It’s a
system that’s focused on providing the “right care” at the “right
time”, and that’s judicious and creative with limited resources.
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Whole Person Care: Patient Centered

Used with permission from the University of Washington AIMS Center, 2017
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Better Health, Better Care, Lower Costs

With the goal of improving - delivery of care and outcomes - and
decreasing the cost of care, WA State legislation directed the WA
State Health Care Authority (HCA) to integrate the care delivery and
purchasing of physical and behavioral health care for Medicaid
statewide by 2020

Integrated Managed Care

• Integrated financing - fundamental step to support clinical integration at the
practice level.

• Strong evidence supporting integrated care delivery to effectively address co-
morbid conditions and deliver holistic care.

 Almost 75% of Medicaid enrollees with significant MH and SUD had at least one
chronic health condition

 29% of adults with medical conditions have mental health disorders

 Americans with major mental illness die 14 to 32 years earlier than the general
population, often due to untreated physical health conditions

• Clients can access the full complement of coordinated medical and behavioral
health care services and supports, through a single MCO.

• MCO contracts require coordination w/ county-managed programs, criminal
justice, long-term supports and services, tribal entities, etc. via an Allied
System Coordination Plan.

• In SW WA, 10 of 19 outcomes measured in the first year showed statistically
significant improvement, relative to other regions.
(https://www.hca.wa.gov/assets/program/FIMC-preliminary-first-year-findings.pdf)

How does this help those served?
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Better Health, Better Care, Lower Costs

Update on Adoption Status

2018 2019 2019 w/ transition 2020

North Central Pierce North Sound Olympic (Salish)

Spokane King Cascade Pacific (Thurston/ Mason)

Okanogan (shifting regions) Greater Columbia Cascade Pacific (Great Rivers)

Klickitat (shifting regions)
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SAMHSA
What is Integrated Care?

The care that results from a practice team of primary
care and behavioral health clinicians working with
patients and families, using a systematic and cost-
effective approach to provide patient-centered care

for a defined population.
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SAMHSA
Collaboration/Integration – Core Areas

• CommunicationCoordination

• Physical ProximityCo-Located

• Practice ChangeIntegrated
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Molina Adopts SAMHSA Levels of Integration

Level 2: Basic CollaborationLevel 1: MinimalCoordinated
Integration through

Communication

at a Distance – Separate
facilities and systems,

communication based on
specific issues or patients

Collaboration – Separate
facilities and systems, little

to no communication

Level 3: Basic Collaboration Level 4: Close Collaboration
Onsite – Behavioral and

physical health providers
located at the same site,
separate systems, referral

process to behavioral
health

with Some System
Integration – Providers

located at same site, some
shared systems and

records, some face-to-face
communication

Co-Located
Integration through
Physical Proximity

Level 5: Close Collaboration Level 6: Full Collaboration
Approaching an Integrated
Practice – Providers work

as a team, frequent
communication, may have
separate medical records

in a Transformed Practice –
Providers work as a team,

patients have a single
treatment plan, all patients

treated as whole person

Integrated
Integration through
Practice Change
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Desired Outcomes

• Routine screening for depression, anxiety, alcohol use (+) using
standardized instruments

• Improved access to care – including collaborative care and care
coordination

• Aligned or optimally “integrated” care plan
• Increased number of individuals being served in an integrated

care setting
• Improved health outcomes

GOAL:  Move from SAMHSA level 1, 3, 5 to 2, 4, 6
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Elements of an Integrated BH Model of Care

A full continuum of behavioral health services and recovery supports for
adults and youth, that are:

– Based on a whole person care orientation (w/cultural and spiritual
sensitivity)

– Integrated with physical health and community partners
– Care coordination across continuum
– Timely access at every level of care – service availability meets

demand
– Tailored to unique regional characteristics
– Incorporates consumer voice and input
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System of Care Coordination Across Continuum

✓Single point of contact coordinates across all levels

✓Single care plan integrates services and supports

✓Coordinator facilitates exchange of information

✓“No wrong door”

✓Consumers actively engaged in care and
✓system design
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Recovery Support

HealthHealth
• Health care
• Wellness/preventi

on services

HomeHome
• Supportive

Housing
• Sober Living

PurposePurpose
• Supportive

Employment
• Educational/Vocat

ional Training

CommunityCommunity
• Peer Support
• Recovery

Communities (e.g.
12-step)
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Moving Forward Toward Integration

 Include Consumer Voice as Design Future State

 Expand Bi-Directional Integrated Care Settings (Physical/Behavioral
Health)

 Develop a System for Care Coordination Across the Continuum of
Physical and Behavioral Health Services and Social/Other Supports

 Ensure Systems and Processes Support Timely, Efficient Exchange of
Information (including data), and payment
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ACH Bi-Directional Integrated Care Transformation Projects

18

Defining Integrated Care

Team-based care provided to individuals of all ages, families and
their caregivers in a whole-person oriented settings or settings by
licensed primary care providers, behavioral health clinicians and
other care team members working together to address one or more
of the following:

• Mental illness
• Substance use disorders
• Health behaviors that can contribute to chronic illness, stressors and crises
• Developmental risks/conditions
• Stress-related physical symptoms
• Preventative care
• Ineffective patterns of health care utilization
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How the Bree Collaborative Fits
Health Care Environment

Broken Healthcare
System

WA State wanting to
increase quality,

reduce cost

Bree
Collaborative

High Cost

Low Quality Bad Outcomes

Little Equity
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Eight Elements

National Standards
SAMHSA
AHRQ
Oregon PCPC

Local Standards
UW AIMS Center
Qualis Health

Integrated Care Team

Patient Access to Behavioral Health as a Routine
Part of Care

Accessibility and Sharing of Patient Information

Practice Access to Psychiatric Services

Operational Systems and Workflows to Support
Population Based Care

Evidence-Based Treatments

Patient Involvement in Care

Data for Quality Improvement
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Collaborative Care Model

Population: Chronic

Focus: Care team serves those with chronic health issues,
i.e., depression and anxiety

⁻ Care team works collaboratively with centralized care
plan

⁻ Highly value patient engagement
⁻ Treat to Target

• Ties specific patient goals to clinical outcomes
• Measured by evidence based tool
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Enhanced Collaboration

Population: Complex

Focus - Care team serves those with serious mental illness
and/or substance use disorders

⁻ Services likely longer term, in a specialty BH service
setting (BH services as well as medical services)

⁻ Routine collaboration, i.e., weekly conferences between
physical and behavioral providers, shared care plans,
etc.
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Operational Systems and Workflows to Support
Population-Based Care

• Proactive identification and stratification of patients for
targeted conditions

• Systematic clinical protocols based on screening results
and other patient data

• Track patients with target conditions to make sure
patient is engaged and treated-to-target/remission

• Proactive follow-up plan to assess improvement and
adapt treatment accordingly
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Evidence-Based Treatments

• Age language, culturally and religiously-appropriate
measurement-based interventions

• Adapted to specific needs to practice setting

• Systematic use of behavioral health symptom rating
scales to determine improvement

• Strategies include patient’s goals of care and
appropriate self-management tools
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Stepped Integrated Behavioral Health Care

Community
Behavioral
Health Care

Collaborative Care

Behavioral Health
Consultant (PCBH)

Primary Care Provider

Community-Based Services & Supports
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Improving Access to BH Care in Rural Communities

• Elimination of fixed agency budgets
Expand outpatient
behavioral health
Expand outpatient
behavioral health

• Support integrated models outlined in ACH Medicaid
Transformation Projects

• Psychiatric consultation to primary care via tele-psych

Integrate BH in
primary care

Integrate BH in
primary care

• Peers and community health workers
• School-based, in-home settings
• Partnerships between hospitals, medical clinics, BH

providers, safety net personnel, and CBOs

Increased
community-based

service delivery

Increased
community-based

service delivery

• Virtual Urgent Care
• Psychiatric and MAT services delivered virtually
• Remote monitoring

Leverage tele-
medicine technology

Leverage tele-
medicine technology
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Performance Measures

"Care Process" Measures (if these occur, likely outcomes will improve)

• Screening and brief intervention (i.e., depression, anxiety, alcohol use)
• Engagement/retention in treatment (registries or tracking tools for follow-up)
• Medication adherence
• Access to care
• Communication/collaboration with physical health

"Clinical O

Measures (if these occur, the individual's condition is improving)
• Symptom reduction
• Improvement in functioning

"Cost"

Measures (to measure utilization of services, expenses and savings)
• Utilization rates
• PMPM (medical, BH and/or total cost of care)

“Care Process” Measures (if these occur, likely outcomes will improve“Care Process” Measures (if these occur, likely outcomes will improve

“Clinical Outcome” Measures (if these occur, the individual’s condition is improving)“Clinical Outcome” Measures (if these occur, the individual’s condition is improving)

“Cost” Measures (to measure utilization of services, expenses and savings)“Cost” Measures (to measure utilization of services, expenses and savings)
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Examples of “Integration Measures”

•
•

% of members assigned to integrated care settings
“Continuity” measures

–
–
–

Follow-up care
Initiation of treatment
Medication adherence

• Care process measures
–
–

Depression screening in medical settings
Blood pressure monitoring in BH settings

•
•

MH/SUD Penetration rates
Outcomes for subpopulations

–
–
–

Metabolic monitoring for youth and adults on Anti-psychotics
Diabetes Screening/Monitoring for people with Schizophrenia or Bipolar Disorder
Cardiovascular Monitoring for people with Schizophrenia



F504

15

Lessons Learned
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Thank You


