QTIP and Behavioral Health: What Happened?
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From the grant:

“Behavioral health is fully integrated intc our demonstration grant
as Category C which specifically focuses on the integration of
behavioral health care within the medical home...”

omr

Children's Mental Health Awarzness Weak [IK51H

¢ May 17,2000 Padiatrics, 200¢...
24%; of pediatric primary care visits
involve behavioral, emotional ar
developmental concerns

Suiclde
3rd leading cause of death —
10-14 year olds & 15-24 year olds

Py o Ty oy ey c_mmu—-_f._';ﬂ'gd;-ihgn 20/20 Rule




« Access child psychiatry

« Facilitate accessing local resources

« Compile a list of community resources

* Learn how to code and bili for mental health services
» ldentify assessment and screening tools

« Identify funding options for co-located staff
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In REALITY,
we had to operationalize across:

* 18 practices;

¢ 12 communities;

* 5 business models;

* various skill levels; and
* desires for integration.

AAP’s Mental Health
Toolkit

¢ Community Resources
* Health Care Financing

* Support for Children and
Families

* Clinical Information
Systems/Deijivery Systems
Redesign

* Decision Support for Clinicians




Visiied:
Community Resources R ovicaas

Actions:

* Visitad community providers
* Created referral forms

* Servdd as lraison among community providars and
family advacacy grouns

* Authorizations
+ Feadback and referral loaps )
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* Lists of providas
* Qutreach using AAP Toofkit Letters

Community Resources
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Healthcare Financing

Actions:

* Published Medicaid bulietin for biling and coding
» Advocated streamlining authorization processes

* Provided lists of providers serving muitiple MCOs
= Liaison work with payers

= Uinked referral staff witit MCO staff

* Learned to spread visits out aver multipls visits




Support for Children and Families

Actions:

* Created bulletin boards in waiting rooms

* Provided ADHD group visits

* Accessed handouts for families

* Provided handouts on community resources
* HEWZP?

* Collaberated with family groups

* Offered Parent Partners
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Delivery Systems Redesign
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Actions:
¢ Taught Ol techriiques
* Process. process..process...
o PDSA cycles around screeris, codes, bilfing
» Piovided screening protocol
s Office protocols for screening
+ Discussed EMR uses
o Guidelines for ADHD care
o ADHD med checks — Rx vemirder
= Pricted CHADIS
s Worked on rafarial and feedback ioops

Racommended Screenings -- introduced January 2013
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ASU/PEDS

QTiP Recommended Screening Protocol
Self-Report of Routine Screens (n=18)
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Clinical Decision Making

Actions:
TA visits and Community Visits
Provided Acadernic Datailing for ADHD and 5GAs
Ofiered psychiatric consuitart
Taught specific skill building
« HELP ;esources Commion Factors
 Learning from zach other at LC
¢ Ml training
Shared pediatric behavioral heaith resources
* PAL resources - redesigned i
¢ TN AAP resources
s UMASS training

So What?




So What did evaluators say happened?

. Significant progress was made along the continuum of integration,
Mozt reached the coordinated level of integration (demonstrated by)
incrzased screening and changes in work flow.

. QTI? practices reported a higher level of comfort in addressing
behavioral heaith needs.

. Practice change occurred resulting from Academic Detailing’s focus
on SGAs
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So What did QTIP staff learn?

» “Start where the practice Is*.
» Integration is challenging, time and req system ck
> Integration requires:
* Multiple models matching skil! leveis, business models, and local resources.
* Payment mechanisms that differ from traditional physical and menta! health
models.
* More time than a typicai physical health cffice visits
» QTIP interventions centered on increasing:
* awareness of the needs of the child and family, and
* Pediatric staff's capacity and skills to assess, screen, refer and coliaborate
with community resources,
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So What did practice staff say?

OfTangible resources
Uscreening protocol

UReimbursement mechanisms in place for
screenings

‘DOconstant discussion and reinforcement
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So What?

» Access child psychlatry~——————-+— _IVangible resources

« Facilitate accessing local resources AdScreening protocol

* Compile a list of community At gt mecharime in
resources ! o6 R0
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* Learn how to code and bill for / Hconstant discu
mental health services ( reinforcement

* Identify assessment and screenin,
tools 7

« Identify funding options for co-
locatec staff
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So What did individuals say happened?

* ‘We thought we were doing a good job; but, now we are doing even better.”

* You ﬁelped us find resources, pricr to QTIP those conversations, were at
zero,

* ‘QTIP has made us more bold about our adalescent screening.’
* ‘Our focus now is “change the process not the patient.””

* It has brought us all into an awareness of what our children need and what
they deserve.’

* ‘By going to learning atives and listening we are able to hear
everycne’s struggles and challenges. Y'all are our mental health services.”

. "'l'Ne are all better together than we are apart and QTIP has helped us learn
that.”
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