Mental Health and Substance Use Integration: Duals Demonstration Stakeholder Work Group

Meeting #3: Wednesday, June 20, 2012

The third work group meeting discussion focused on roles and responsibilities for coordinating seamless access to services for beneficiaries with mental illness and substance use disorders.
The “Framework for Shared Accountability” that was included in California’s revised demonstration proposal submitted to CMS on May 31, 2012 was reviewed and discussed in the first part of the meeting. The remainder of the meeting discussion revolved around local care coordination strategies based on sample beneficiary scenarios described in the agenda.
This is one of seven stakeholder work groups organized by California’s Department of Health Care Services (DHCS) to gain input on the dual eligibles demonstration. Background information on the work groups and all materials can be found at www.CalDuals.org.  

Key issues, comments, and suggestions raised:

1. Counties and health plans are planning to build on their existing memorandums of understanding (MOUs) to coordinate services for the duals population.

2. All the demonstration health plans intend to organize care coordination teams work with the beneficiary and develop a course of treatment. Team approaches are ideal for treating complex beneficiaries. 

3. The care coordination teams need a leader, but this should be determined on a case-by-case basis. A health plan employee may often be the leader because health plans see it as their primary responsibility to ensure the health and safety of its members, but in some cases, it may be necessary for a county behavioral health specialist to take the responsibility for leadership.
4. Once a beneficiary is enrolled in a health plan, ongoing follow up is necessary to ensure the beneficiary receives services.
Welcome and Overview
Led by Rollin Ives, Special Advisor for Mental Health and Substance Use Disorders, DHCS
After welcoming participants to the third Mental Health and Substance Use Integration work group meeting, Rollin Ives provided the group with a brief update on performance measures. DHCS is looking for feedback on proposed quality measures related to tracking mental health and substance use treatment. These measures would be used for the demonstration evaluation and also may be tied to quality withhold of 1,2 and 3 percent of the health plans’ capitation payments. The selected metrics must be strongly reliable, validated, and feasible. DHCS will not be considering new, untested measures in the first year and may focus initially on process measures and move toward outcome measures in years two and three. A list of performance measures and further instructions are listed here: http://calduals.org/2012/06/seeking-your-input-on-quality-evaluation-metrics/. 
Questions/Comments
During the question and comment period, the following points were made:
· The Centers for Medicare and Medicaid Services (CMS) will review and approve all quality measures.

· Additional clarity was requested around the differences between specialty mental health and primary mental health needs and services and how they would be defined and tracked in the demonstration. 

Presentation and Group Discussion on the Demonstration Proposal’s: “Framework for Shared Accountability.”

· Mari Cantwell, Deputy Director for Health Care Financing, DHCS

· Sarah Arnquist, Harbage Consulting
Download the Appendix 2: Framework for Shared Accountability here: http://calduals.org/2012/06/meeting-3-roles-and-responsibilities/.
This document builds on work done in Oregon and Pennsylvania to promote “shared accountability” when long-term care or behavioral health services were carved out of the capitation payments to health plans. It describes the key elements that need to be included in Memorandums of Understanding (MOU) between health plans and county behavioral health organizations, including clear delineation of roles and responsibilities, which was the topic for this meeting. Successful implementation of this framework will be important to mitigating the concern about cost shifting and to guarantee beneficiaries seamless access to needed services. Addressing information exchange, and ensuring beneficiary protections will also be important. 

Additionally during the question and comment period, the following points were made:
· For counties and health plans that already have MOUs, it is not necessary to create a new MOU specific to the duals population. Existing MOUs can be amended to incorporate the duals population.
 

· Discussions about how the quality withhold will function are still in preliminary phases. During these discussions, shared savings arrangements between the health plans and counties has been suggested as a possible suggestion to incentivize the right outcomes

Panel 1 Presentations: Roles and Responsibilities: Care Management for Dual Eligible Beneficiaries with Serious Mental Illness

Representatives from health plans and behavioral health agencies in Los Angeles and San Diego counties shared their ideas and preliminary strategies on beneficiary care responsibility and coordination related to the following scenario. 
Beneficiary Scenario 1: A 52-year-old female dual eligible beneficiary enrolled in your health plan under the demonstration is admitted to the psychiatric ward at a hospital in your network. The woman has a diagnosis of bipolar disorder and previously received services through the County Mental Health Department, but there has been a four-year gap since she last received services. She has been homeless for those four years and has not consistently received any services, but she has been admitted to the hospital through the emergency room four times in the last two years due to complications from her uncontrolled diabetes. She now complains of peripheral neuropathy in her feet. Her only source of income is her monthly Social Security Disability payment. Additionally, she has a history of addiction to Oxycodone (OxyContin) and other prescription pain medications and now has expressed interest in a drug rehabilitation program. How would you coordinate the care for this individual?
Presenters were then asked to discuss the following:

1. Responsibilities: Describe the administrative responsibilities for the beneficiary in Scenario 1 now and under the proposed model for the duals demonstration. How might effective oversight, tracking and coordination of the beneficiaries in this scenario be ensured?

2. Care coordination: Describe how your organization would coordinate care with other organizations that have administrative and/or clinical responsibility for this beneficiary, including subcontracted health plans or provider groups, to ensure the beneficiary has access to needed physician and behavioral health care services.

3. Health homes: How would the health home or primary provider be determined, and how would providers learn which other providers are involved in this beneficiary’s care?
Representatives from Los Angeles presented first. They thought that this scenario raised important questions and discussion about potential challenges that health plans will face under the duals demonstration. The main challenge in a scenario like this would be engagement – how will the mental health system connect with the medical system? They determined that this individual’s mental health needs would be best met by the county mental health system, but her uncontrolled diabetes needed be addressed along with her bipolar disorder and substance use issues. A key question was how would there be a standing way of sharing information between the county and medical group on the overall needs of this member.
It was suggested that a care coordination team would be appropriate in this situation. The care coordination team would be responsible for working with the beneficiary to figure out a course of treatment, and the team could access services needed within each network of providers. The team would have to have a leader, who could come from either the health plan or county mental health department. The leader would be responsible for ensuring that the beneficiary receives all necessary services. The team approach also would support coordination efforts. 
Next, representatives from San Diego presented their response. From their perspective, responsibilities would begin at the plan level starting with the health plans behavioral health coordinator.  Starting on the first day of admission, the health plan behavioral health coordinator would develop a Plan of Care and during this process, identify the different providers needed to be included in the Interdisciplinary Care Team (ICT).  The patient’s living situation would need to be addressed and prior to discharge, the plan’s behavioral health coordinator would assist member with looking into the various Board and Care homes, Independent Living Facilities, Crisis Houses, and if needed, homeless shelters.  The plan behavioral health coordinator, working with the plans High Risk RN Case Manager would arrange the following and the member would discharge with shelter, appointments and transportation in place. The next steps would be referral to a Regional Recovery Center to be assessed for outpatient services covered by the Drug Medi-Cal Program through Alcohol & Drug Services (ADS).   The member would be discharged with an appointment with a plan contracted behavioral health provider to verify treatment needs. If determined that the member would be best served by county Specialty Mental Health, the case manager would contact the county behavioral health services liaison to facilitate a referral to one of their programs.  
Questions

During the question and comment period, the following points were made:
1. Coordinated care efforts have been successful on smaller scales. The duals demonstration sites should review previous models and build on their strategies (e.g. Camino de Salud). 

2. How would hospital-based outpatient programs be integrated under the demonstration? Medicare would cover these services and it would primarily be the health plan’s responsibility.

3. There are a variety of different approaches to use for care coordination and determining the level of service needed. The Four Quadrant model was suggested as a useful resource because it takes into account patients with various levels of need. 

4. The importance of non-heath outcomes in measuring progress for the duals population was emphasized. Example outcomes include employment, incarceration and living situations.
Panel 2 Presentations: Roles and Responsibilities: Screening, Assessments, and Referrals

Representatives from health plans and behavioral health agencies in San Mateo and Orange counties shared their ideas and preliminary strategies on beneficiary care responsibility and coordination related to Beneficiary Scenarios 2 and 3.

Beneficiary Scenario 2: An 68-year-old man’s daughter brings him to his primary care doctor for a check-up because she is concerned that he might be depressed and his drinking has increased substantially since his wife died two years earlier. The man reports taking medications for hypertension and appears physically healthy, but has not seen a physician for a check-up in several years. What should the screening and referral process look like for this individual?
Beneficiary Scenario 3: During the routine health-risk assessment upon new enrollment in the demonstration health plan, an 81-year-old woman is identified as possibly having cognitive limitations.  She lives alone in subsidized housing for seniors and is enrolled in the local Meals on Wheels program. Her daughter cares for her part time through the In-Home-Supportive Services program. What might the screening, referral and care coordination look like for this individual?
Using Scenarios 2 and 3 above, presenters are were asked to cover in 10 minutes (at least) these topics:

1. Screening, assessment, and referral for follow-up care: Please describe proposed approaches for these aspects of care.

2. Information Sharing: How might screening and assessment information be shared across providers and organizations involved in the care for that beneficiary?

3. Governance: How would effective oversight, tracking, coordination and problem resolution of the beneficiaries in these scenarios be ensured?

In response to scenario 2, representatives from San Mateo County provided an overview of how they currently coordinate care between the county and health plan. San Mateo will build on its processes developed with the health plans Dual Eligibles Special Needs Plan (D-SNP) in which the health plan contracts with the county behavioral health agency all of the responsibilities for managing behavioral health benefits for its members, including care coordination. The health plan then reimburses the county for behavioral health services for dual eligibles, and the county takes care of the billing and claims process. The county manages a provider network that includes private providers, county providers and nonprofit providers.

Through the use of an evidence based risk assessment tool and risk stratification process, the health plan will identify people who need to be linked to behavioral health services.  People with high-risk mental illness people and high-risk medical problems will be flagged by the health plan based on their high costs and utilization. The health plan will link those who need specialized behavioral services to the county. The medical home for those people who are most complex on the mental health side would be in a behavioral health setting with a primary care team embedded. In a low-risk case, most of the coordination would occur through primary care, where the screening would occur using the PHQ2 or 9 or CAGE tool. Within the primary care team, there is embedded a behavioral health primary care interface team that includes alcohol and drug providers and master’s level clinicians. This team receives referrals from primary care and does evaluations for behavioral health. The team is also linked to specialty mental health and can make those referrals if necessary.

The consumer will be part of the development of the plan of care and will sign it. If medications are involved, those will be prescribed depending on what is needed by the primary care provider in consultation with the psychiatrist. To share information and support coordination, San Mateo County has been developing a Data Mart that integrates all the patient data in one place. It can be used for predictive modeling and risk stratification that is necessary to identify people for care management.  With this tool, the primary care provider and embedded behavioral health clinicians will be able to view each other’s electronic health records.

In response to scenario 3, San Mateo representatives stressed that for complex cases, it is important to work with the beneficiary to develop a care plan based off on a comprehensive assessment and identification of needs. It is also necessary to have a point of entry that is easy to access through a variety of avenues (phone line, electronic, referral, etc.). For governance, it is important that staff have regular meetings to discuss utilization and beneficiary outcomes. If outcomes are not satisfactory, then changes need to be made. Reports and recommendations should also be shared. 

Next, representatives from Orange County shared their responses to scenarios 2 and 3. 

In response to scenario 2, a clinic-based primary care physician would do a full assessment of the beneficiary before referring them to a contracted behavioral health specialist. Subsequent referrals would be practice specific. To ensure that the beneficiary was accessing all the services they were being referred, a feedback loop is necessary to maintain communication and to promote coordinated efforts. CalOptima’s interdisciplinary care teams would meet “virtually” via phone to be most efficient. The care team would meet with the member to develop an individualized care plan, which would then be shared with all the relevant providers an the member themselves. 

Ongoing challenges to this model in Orange County include the ability to legally and efficiently share patient information and the delivery infrastructure. Small physician practices outnumber large-scale clinic models and thus ensuring adequate resources are dedicated to behavioral health consultations and coordination can be more difficult. 
In response to scenario 3, the process would begin with the data from the health risk assessment and prior utilization to identify patients who would benefit from primary care services in the home or alternate settings and also home safety evaluations. Representatives also felt that thought it would be important to get social services involved. CalOptima has been working with the county IHSS program to develop coordination of care processes for the duals demonstration.  Social services could do a home visit to determine the functional level of the beneficiary. If necessary, the beneficiary could be referred to additional community based adult services for increased socialization and to provide relief to the primary care giver. Currently, Orange County engages in efforts to coordinate care by cross-training providers across the spectrum of services.  
Questions

During the question and comment period, the following points were made:
1. Dementia is commonly un or under-diagnosed, so developing consistent screening processes will be important. Cognitive risk assessments can be used to identify these beneficiaries and to ensure that a proper care plan is developed. 

2. High-risk beneficiaries should be flagged so that health plans are aware of these complex cases. 

3. Ongoing follow up care is necessary to ensure the beneficiary is receiving services and medication management.

4. One perspective was that a health plan employee should lead interdisciplinary care teams because it is the ultimate responsibility of the health plan to ensure the health and safety of its members. However, in some cases, it may be necessary for a behavioral health specialist to take the responsibility of leadership. 
Wrap-up

The next Mental Health and Substance Use Integration work group meeting will be held on Wednesday, August 15 from 2 to 4pm.  The topic will be “Strategies and Challenges for Information Exchange”.

Visit www.CalDuals.org to stay informed about the Duals Demonstration and stakeholder engagement efforts.
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