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1:00-2:30pm

Meeting Minutes

· Committee Members Present:  Diann Jones (Co-Chair), Jim Lafferty (Co-Chair), Anthony Brazen, Chris Devaney, Lynn Fahey, Roseanne Faust, Kevin Huckshorn, Don Keister, Kevin Massey on behalf of Karyl Rattay, Dave Parcher, Marc Richman, Daphne Warner, Emily Vera  Linda Nemes, Dawn Hess, Dave Humes 
· Comments from Insurers
· Dr. Mark Friedlander from Aetna spoke about how care is determined through Aetna.  He described the treatment model used by Aetna as one of treatment for a chronic, relapsing condiiton.  Insurer seeks the most “real world,” least restrictive setting for the patient, while understanding that there will be acute times of crisis when a higher level of care may be necessary, including more structured, medical treatment.  Patient is engaged at times of motivation, with a preference to move the patient back to the community.  ASAM criteria are used to determine the level of treatment.  Aetna is working to improve access to craving reducing medications, though this meets challenges when working with facilities that have a different philosophy regarding the use of medications to treat addictions.  Dr. Friedlander described ASAM as having been put together by providers and updated last year.  The updated version emphasizes that treatments should be of variable lengths depending on the need, and that the idea of “fail first” treatment is not recommended.  The updated version also includes detailed assessment of risk factors to utilize in determining treatment.

· Jonathon Neipris from Highmark echoed the approach described by Dr. Friedlander.  Highmark also uses the ASAM criteria to determine level of treatment.

· Dr. Martin Rosenswag from United Healthcare Services described UHS as having their own guidelines which determine level of care which are very similar to ASAM.  They are currently under review and changing to the use of ASAM is being considered.  Jim Lafferty encouraged the use of ASAM criteria by all insurers for the sake of clarity and consistency.  UHS also does not use a fail first approach, and works to reintegrate patients to the community while working with peer support.  They too are working to improve access to medication assisted treatment.
· Some challenges mentioned by the representatives of the insurers included the following:  It is difficult to find follow-up resources for those on medications.  Meds should be used for maintenance and because they are covered as a pharmacy benefit rather than a behavioral health benefit, it is difficult to find providers who can administer them.  At times, facilities use the same methods with patients and get the same results which are not successful.  They are challenged to change their methods in these cases, for example, to work more with the families.  

· Suggestions mentioned by representatives of providers included the following:  Credentialing requirements for billable hours create a workforce shortage.  Both insurers and providers need to communicate more effectively with patients and families in order to help them understand the system, why they are or are not eligible for treatment, and what other options are available if they are denied treatment.  Innovative care is often met with barriers because of coding, etc.  There is a need for more flexibility and dialogue with service providers at a direct service level.  High level conversations need to be turned into operations that make a difference in direct services at the ground level.

· Suggestions by family members were the following:  Again, communication needs to be better to help understand the system and options.  Some type of services need to happen regardless of treatment level at the time of motivation.  Post-recovery, there needs to be follow up and step down services.  Long approval and appeal processes hinder getting treatment at the time of motivation.  There needs to be a strong investment up front to avoid the costs of relapse later, even when using a chronic care model that provides the least restrictive environment.  

· Dr. Kevin Huckshorn spoke about the reorganization of the substance abuse system in DE following the DOJ settlement.  A chronic care public health model will be used, with relapses being viewed as part of the chronic disease.  Credentialing is being revised based on ASAM.  ASAM will help meet the need for fidelity among services and consistent care.  Providers will be expanded, and credentialing will be broadened to increase the workforce.  Standards need to be adopted regarding medication-assisted treatment, though there is still some debate going on about this.  Reimbursement rates need to be standardized and there will be a push towards using evidence based practices and more individual assessments.  A conference will take place in March to develop these goals.

· Jim Lafferty spoke about continuing partnership between the insurers, providers and community to continue this dialogue.  He will work with Linda Numes and Kevin to continue the conversation.

