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

Meeting #2: Wednesday, May 16, 2012

This meeting focused on providing an overview of and discussion around:

1. County-administered specialty mental health and Drug Medi-Cal services; 
2. Barriers and solutions to data sharing; and

3. Existing behavioral health service delivery infrastructure and collaboration in the initial four demonstration counties.
All meeting materials and work group information can be found at www.calduals.org. 
Key issues raised:

· CMS explained federal expectations around shared accountability and financial alignment for behavioral health services in the demonstration.

· Financial and legal barriers to data sharing need to be addressed to support seamless behavioral health integration.

· The demonstration should promote work toward a system that best addresses the needs of the beneficiary while protecting their privacy.

· Clarification is needed about roles and responsibilities related to covered services in the demonstration.

Part 1: Landscape Overview

Federal Expectations around shared accountability for Behavioral Health Integration in the Duals Demonstration
Melanie Bella, Director of Medicare-Medicaid Coordination Office, began the meeting with an overview of expectations from the Center for Medicare and Medicaid Services (CMS) around shared accountability for behavioral health services in California’s proposed demonstration. CMS has set a high bar with regards to full integration of benefits in the demonstration so that enrolled beneficiaries have seamless and convenient access to necessary services. Additionally, Ms. Bella reiterated the goal of the demonstration to minimize cost shifting by creating aligned financial incentives through a single accountable entity to minimize cost shifting. Given California’s existing system of county financed and administered behavioral health services, CMS will afford some flexibility in this area of the demonstration but expects the revised demonstration proposal to describe a more detailed vision for shared accountability between health plans and the county behavioral health agencies.

After her presentation, Ms. Bella received questions and comments, including the following:

· From a financial perspective, it is important to align incentives and penalties to ensure that all entities involved in the integration of behavioral health services work well together. If there were no carve-out, ideally, a single entity would be making sure that all beneficiaries had access to care

· Care integration should appear seamless to the beneficiaries. The transition needs to be smooth with minimal confusion.

Review Medi-Cal Specialty Mental Health 1915(b) Waiver services
Next, Erika Cristo, a manager in the DHCS Medi-Cal Specialty Mental Health Services Program Policy, summarized the state’s Specialty Mental Health 1915(b) Waiver services. Through this waiver, Medi-Cal beneficiaries are required to receive specialty mental health services through county Mental Health Plans (MHPs) if they meet defined medical necessity criteria. The services are provided under the “rehabilitation option,” meaning there is significant flexibility on what type of services can be provided, where they can be provided, and who can provide them.

Don Kingdon, deputy director of the County Mental Health Director’s Association, spoke briefly about history of the realignment of responsibility for mental health services to counties in California. Counties receive revenue from three dedicated tax sources to provide specialty mental health services and incur the Certified Public Expenditure (CPE) to draw down the federal financial participation for Medi-Cal. The benefits are expansive and reflect the recovery and resilient models we think are necessary, Mr. Kingdon said. 

Review of Medicare and Medi-Cal substance use services 

Susan Bower, director of San Diego County Alcohol and Drug Services, noted that California’s Drug Medi-Cal benefits are much more limited than mental health services. The majority of Drug Medi-Cal funds are spent on methadone maintenance therapy. Ongoing individual counseling is limited and all services must be provided in a certified clinic. Reimbursement rates are very low, making it difficult to support expanded access to high-quality, evidence-based treatments. To receive care, beneficiaries must meet certain criteria of medical necessity under Medi-Cal. 

Next, Rob Maus, a branch manager with the California Alcohol and Drug Department, described in more detail the differences in substance use services offered under Medi-Cal and Medicare. Under Medi-Cal, whether a service is billed under the “clinic” option or “rehabilitation” option makes a difference in the reimbursement that a provider will receive for the performed services, although services may be similar. Some counties provide services directly, while others contract out to private providers, but services tend to be inconsistent across counties because a statewide uniform baseline level of services is not mandated. This is problematic for beneficiaries living in rural counties who often must travel to other counties to receive the services they need. Medicare covers some inpatient and outpatient substance use services. Medicare also reimburses for Screening, Brief Intervention, and Referral to Treatment (SBIRT) services for substance misuse, while Medi-Cal does not. 

In the group discussion that followed these overviews, the following themes were raised:
· There is a huge gap for drug and alcohol use treatment services, but under the duals demonstration the health plans and counties see potential opportunity to expand those benefits.

· The current billing system for county behavioral health agencies and providers to first bill Medicare and get a denial can be time consuming and confusing. The demonstration should consider opportunities to streamline that benefit coordination process.

· Adequate provider networks large enough to accommodate the needs of all the beneficiaries and ensure timely access to care will be an important consideration in the demonstration. 
Identification of Barriers and Opportunities for Integration

The next part of the meeting focused on a discussion regarding prominent administrative, regulatory and legal barriers to integration with a focus on data sharing. 

The first part of the discussion focused on sharing patient information at the clinical level governed by HIPPA/Federal Rules CFR 42 Part II. Allison Hamblin, director of complex populations at the Center for Health Care Strategies, reviewed work Pennsylvania has done to improve integration between mental and physical health. To encourage cooperation and data-sharing between health plans, Pennsylvania created a performance incentive program was created and tied to four areas: joint risk stratification, integrated health profiles or care plans, real-time hospital notifications, and pharmacy management. 

A major component of successful integration relied on increasing data sharing across systems while complying with federal and state regulations on privacy. The crux of the issue was figuring out when beneficiary consent was needed. Data sharing agreements had to comply with HIPAA and 42 CFR Part 2. In Pennsylvania, HIPAA regulations did not present a major barrier to sharing data between providers. The 42 CFR Part 2 federal privacy regulation has specific consent/disclosure requirements and interfered with the timely sharing of data between providers. However, consent was easier to obtain from beneficiaries than expected.

A representative from Orange County voiced concerns that HIPAA may present a barrier in California. The 58 counties have varying interpretations of the privacy rules and some county privacy officers have more conservative approaches than others.

The second part of this privacy and data sharing discussion focused on California’s regulations for protecting patient information. Patricia Pechtel, DHCS Privacy Officer and Senior Staff Counsel, led this discussion.

Ms. Pechtel gave an overview of California’s laws around sharing personal health information. Relatively to other states, California is considered strict when it comes to releasing personal health information, and especially around mental health and substance use services. As a general rule, she said, beneficiary consent is needed to share behavioral health related patient information. State laws about alcohol and drug abuse/mental health conditions are scattered across different areas of state law and regulation. Additionally, each county has a different set of procedures and that may create additional barriers. The California Health Information Law Identification (CHILI) search tool assists in identifying California statutes and regulations related to the privacy, access, and security of individually identifiable health information (http://www.ohii.ca.gov/chili/).

Next on the agenda, representatives from the county agencies and demonstration health plans provided coordinated presentations about their existing and planned coordination efforts, potential barriers and performance measures for tracking shared accountability.

Representatives from the four initial demonstration counties (San Diego, Orange, Los Angeles, and San Mateo counties) made presentations about their existing coordination agreements (MOUs), challenges they have faced so far, and provided suggestions about early ideal of useful performance measures applicable to the integration of behavioral health.

San Mateo County

San Mateo has been working on planning the integration between the Health Plan of San Mateo (HPSM) and the County Health System for the past four years. More recently, they began the implementation component of this integration. One of the challenges San Mateo has faced is collecting data across various systems and presenting all the data in an easy-to-understand manner that is also being cost-effective. To address this challenge, San Mateo created a Data Mart that provides an integrated picture of each individual member enrolled in the health plan. The Data Mart provides a beneficiary summary that also can help with beneficiary stratification. Regarding performance measures for tracking accountability, representatives recommended not creating new measures but trying to build on measures already being collected in a more integrated fashion.
Los Angeles County

In Los Angeles County, representatives from the Department of Mental Health (DMH), Health Net, and LA Care Health Plan are having regular meetings to coordinate services for the duals demonstration. DMH has an MOU with LA Care to share information on beneficiary providers for care coordination purposes and is looking to build on it for the duals demonstration. Conversations to develop a similar process with Health Net have begun. There will be further work around developing a system for consultation between mental health and primary care. The need to clarify the roles and responsibilities of the county mental health plan and demonstration plans was raised. 
Orange County
Orange County has a history of collaboration and recently there has been a greater focus on expanding the breadth and availability of substance use benefits. CalOptima and Orange County intend to expand their existing MOU to make it more specific to the duals demonstration. A key mark of success will involve measuring how effective the systems are in engaging consumers and their family members in ways that ensure beneficiaries learn how to navigate the system and are fully educated on the benefits available to them
. Create a system-level data sharing policy also will be necessary.
San Diego County

The four selected health plans in San Diego County – Care 1st, Community Health Group, Health Net and Molina – will be working with a single advisory committee and will align coordination activities with the county behavioral health agencies. Each health plan has an existing MOU that will be expanded upon to address issues specific to the duals demonstration. The health plan representatives said they are working on facilitating improved communication across their systems and in coordination with the county mental health and substance use agencies.
General group questions/comments 

· A suggestion was made requesting a MMCD policy letter that provides guidance on the delineated responsibility between the counties and health plans. This will be a useful resource for counties, providing additional guidance on how to delineate the MOUs. 


· Further clarification was requested around what services will be covered in the demonstration capitation payment and the specific roles and responsibilities of health plans and counties.
To close the meeting, Rollin Ives thanked everyone for coming and reminded participants that there are three work group meetings left. During the next meeting in June, the work group will continue to discuss issues raised during the first meetings, as well as roles and responsibilities. The next meeting will be on Wednesday, June 20, 2012 from 2 - 4:15 pm.
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