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Nancy Kasen
Managing Director
Community Care Alliance
109 Brookline Avenue, BR 270
Boston, MA 02215

January 30, 2014

Dear Dr. Biondolillo;
The Community Care Alliance (CCA) is a health center controlled network comprised of six community health centers. Its membership consists of Bowdoin Street Health Center, The Dimock Center, Fenway Health, Joseph M. Smith Community Health Center, Outer Cape Health Services, and South Cove Community Health Centers. Annually, our health centers serve over 100,000 patients many of whom have significant mental health and substance abuse needs. In response to January 23, 2014 health resources planning for behavioral health inquiry, the CCA poses the following points:
1. How do you anticipate health resource planning for Behavioral Health to help you in your work?  How do you expect to use the information resulting from the effort?  

We would use the behavioral resource planning information to have a current inventory of available services, and use this to direct clients to appropriate resources. Please note that we request that any plan that is developed be focused on integrating behavioral health and primary care and expanding service capacity for crisis intervention, treatment, and substance abuse.  Additionally, improvement of mental health and substance abuse service delivery to patients presenting in emergency departments is sorely needed and would be very helpful.  
2. Are there specific services within Mental Health & Substance Abuse that you would like to see studied, and were not already included in the list of services on page 6? Please describe with as much specificity as possible.  Please indicate how they can be addressed through health resource planning.

The list looks comprehensive. One point would to also include services or review of services for individuals with a defined organic and/or neurological issue. Health centers are seeing an increasing number of individuals with autism spectrum disorder and some with traumatic brain injuries. While these conditions are not “technically” behavioral health, these patients often have diverse needs that get referred to mental health settings. Mental health providers may not be willing or able to provide care for these individuals. 
Other suggested services include peer support, co-occurring mental health and substance abuse services, and co-occurring mental health and developmental disabilities services.

3. Given the importance of prevention and also “post-acute” services for mental health & substance abuse, what critical evidence-based services & programs are available, should be expanded, or need to be developed?  Are there specific models you suggest we study?

There is insufficient capacity of inpatient beds and short and long term residential care for those with serious persistent mental health and substance abuse issues. Likewise, there is an insufficient supply of psychiatry, particularly bilingual and bicultural psychiatry. As such, building psychiatry capacity and/or exploring methods for leveraging psychiatric care would be beneficial. This care must be integrated with primary care and patient centered medical home. Two models that have been successful include Project ECHO psychiatry (http://echo.unm.edu/clinics/clinic-addictions.html) and tele-psychiatry, either psychiatrists to primary care physician and/or psychiatrist to patient. Current reimbursement models preclude community health centers and community-based organizations from offering and/or participating in such initiatives. 

Additionally, some local but effective programs include the following: 

The Culturally Sensitive Collaborative Treatment is a culturally and linguistically appropriate behavioral health program. This program, pioneered by Dr. Albert Yeung at South Cove Community Health Center is a successful, evidence-based model. 

Fully integrating behavioral health care into the patient centered medical home has proven successful in all of our health centers. Many of these successful models are predicated on the ability to support LICSW’s/social workers/behavioral health case managers to ensure immediate access to a behavioral health clinician when an issue is identified during an acute or routine visit with their primary care provider. Such access has decreased no-show rates, improved engagement and retention of patients in their care, and improved health outcomes. However, these positions have historically been grant funded; ideally, such positions would have a revenue stream/funding that is sustainable. 

4. Obtaining capacity, workload/volume, and demand data for outpatient & community mental health & substance abuse services is a challenge.  Do you have ideas for data sources or suggestions for collecting data now or in the future? Are there specific “data gaps” that you feel are important for future data collection?

We agree with the identified areas (inventory/supply, capacity; demand; forecasting; gap analysis). When the Community Care Alliance collaborated with Beth Israel Deaconess Medical Center to conduct their Community Health Needs Assessment, nearly one-third of survey respondents screened positive for needing additional mental health screening (PHQ-2). These survey results aligned with secondary data, key informant interview and focus group results obtained during the CHNA process. Involving community stakeholders such as families, patients, Emergency Room Department staff and Massachusetts’ wide network of community health centers, in future qualitative data collection will garner support and elucidate gaps not evident in quantitative data. 
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