SBHC APIP Workgroup Meeting
December 16, 2014 – 1:00 -4:00PM 

Meeting Notes:

Update from Washington Co:

· Integration of SBHCs into alternative payment methodology and ensuring that health insurers reimburse for services provided at SBHCs (in particular expanding Kaiser's agreement with Multnomah County for reimbursement and care coordination of Kaiser members served at SBHCs to the rest of Kaiser's service area) are being added to the Washington County's public health CHIP.
· Will need to make sure that there is adequate time for CCOs to be involved with this work and that each of the models are fully developed before they are presented.
Update from Clackamas Co:

· Internal workgroup wondering why dental and mental health are being left out of this work.  If SBHCs provide true integrated services, they should be included in this work

SBHC APIP Draft Workplan:

· Need to include the need for next steps once this APIP grant period is done.  Include a new objective that acknowledges that this work will need to continue on to an implementation phase and that new funding will need to be secured (possibly look to Kaiser, CCOs for funding)

· Call out the plan to disseminate the information and process that comes out of the APIP work (OHA can help with this)

· Push up the timeframe with regards to financial modeling.  Should be able to do some forecasting with the current APM by March.

· Create time built into plan for stakeholders to go back to their organizations to vet each model with appropriate leadership

· Identify and define current requirements for SBHCs between FQHCs and non-FQHCs

Defining SBHC’s Unique Value:
Key attributes to SBHCs:

· True integrated services: mental/behavioral/physical/oral***
· Prevention based
· Location – easy access – provide care directly two students***
· Developmental appropriate care/SMEs in population (particularly adolescent health)
· Person centered
· Timely***
· Providers integrated into the school community and have a unique level of trust with patient population
· Capture both health and education outcomes
· Proactive panel management
· Alleviates burdens to provider networks that are at maxed out capacity 
· Improves ability to meet metrics
· Ability to address specific health outcomes that are culturally specific – broad reach
· Interacting and engaging youth in advisory and leadership roles
· Health literacy***
· Big bang for the buck for schools 
SBHC Definition: (Maureen and Courtney will polish and condense definition and will send to group when done for approval)
SBHCs provide timely access and integrated services to children and youth while also improving quality metrics by:

· Addressing social determinants of health during development milestons(helping students graduate)
· Reduce long-term cost
· Promoting health literacy
· Providing equitable services
SBHC Model of Care:

Current structure:

· Some clinics struggle to meet the PCPCH requirements

· Current payment model is heavily focused on the NP and billable services they provide – APM pilot is moving away from only NPs and going towards the appropriate person (CMA, RN, LPN) providing the appropriate care

· Need to “untie” NPs from the $$$

· With this move, leadership needs to look at reallocating FTE so it is spread among the different levels of providers

· If NP FTE lowers because of change in care, would the State look at changing the certification requirements around NP FTE?
Incorporating Mental and Oral health into model of care:
· Health Share currently providing 6 months – 1 year case rate for mental health services
· Addiction services flows through medical payments – mental health is not include in the FQHC PMPM (*This is true for what the money that insurers (CCOs) see in managed care
· Could look at creating different financial modules based on level of integration at the clinic
· Start with APM focused on primary care with the ability to expand and phase in other services like dental and mental health
· The ideal payment model should be presented including mental and dental services that are phased in over the time depending on the site.
Current APM Pilot

· MultCo. – Concern with new APM PMPM:  65% of fees at MultCo SBHCs were the wrap around from the FFS, fear is that SBHCs will not receive as much with the new payment system because of how MCHD is internally allocating those $$.
· Lynn Baker from Virginia Garcia is looking at how SBHCs are being impacted by OHA/OPCA APM pilot
· Because of attribution, PMPM will not work well in for SBHCs
Next Meeting:

· Workgroup will not meet in January
· Counties and medical sponsors will meet with their providers in January to begin talking about SBHC APIP model of care
· Courtney and Maureen will send out guiding questions and talking points to help facilitate internal county meetings:
· How could care team better shape the service of delivery
· What are the metrics the group would like to see (could be process metrics)
· What would providers do differently given PMPM to help make those metrics
· How would they tie into the CCO metrics
· What data does SBHCs need from medical providers to work within APMs
· Identify what other school organization groups are doing around metrics:
· Hallways to Health
· Cradle 2 Career
· ACEs intervention
· OPCA and touches

