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

Meeting #4: August 15, 2012 

This meeting focused on implementation, with presentations and discussions around timelines, state readiness review criteria and process, and a strategy for shared financial accountability.  

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 raised:

· DHCS and the Centers for Medicare & Medicaid Services (CMS) will jointly conduct a readiness review to ensure health plans are adequately prepared to ensure the health and safety of enrollees into the demonstration.

· DHCS is developing state-specific criteria to add into the tool developed by CMS. For behavioral heath, much of California’s focus will be on the coordination between the health plans and counties for the carved out mental health and substance use (behavioral) services.

· The state has developed a draft strategy for shared financial accountability to promote coordination and reduce the risk of cost shifting for the carved out behavioral health services. Feedback on this draft strategy was requested.
Welcome 

Led by: Rollin Ives, Special Advisor for Mental Health and Substance Use Disorder Services, DHCS
Rollin Ives thanked stakeholders for their participation in this work group, and provided an overview of what would be discussed and accomplished during this meeting.
Timeline: Overview of Duals Demonstration Timeline and Behavioral Health Coordination

Led by: Sarah Arnquist, Harbage Consulting
Download Duals Demonstration Implementation Timeline. Sarah Arnquist reviewed the implementation timeline for the duals demonstration. The current date to start a phased-in enrollment process for the demonstration is set for June 2013. DHCS currently is negotiating a memorandum of understanding (MOU) with CMS that will govern the three-year demonstration. The next step will be to conduct a readiness review of the health plans, followed by signing three-way contracts between the health plans, DHCS and CMS. At the same time, DHCS and CMS are working to develop payment rates for the demonstration. They estimate these to be ready in October.

At the local level, the health plans should be leading a stakeholder engagement process that, at least in part, focuses on the coordination of behavioral health services. An expectation of their demonstrated readiness will be written agreements between the health plans and counties. These may be in draft form in the fall but will need to be signed and executed by a date yet to be determined. 
Readiness Review: Summary of the states expectations for the readiness review process for behavioral health

Led by: Rollin Ives, DHCS
Download the Draft Readiness Review Criteria from the stakeholder work group web page at www.CalDuals.org. Rollin Ives summarized this document before taking questions and comments from the stakeholders. 


Before beneficiaries are enrolled in the participating health plans, CMS and DHCS will jointly perform a thorough readiness review process to ensure they are operationally ready to guarantee the health and safety of all enrollees and work toward the demonstration goals of improved health care delivery, better beneficiary satisfaction and health and cost containment.
The goal of the readiness review will be to test the health plan’s major systems, including enrollment, claims processing, and payment systems and continuity of care, care coordination, and beneficiary protections, among others.  
CMS is currently in the process of developing a general readiness review plan and comprehensive list of readiness review criteria. The CMS draft plan currently covers 16 broad topics for review and has over 300 specific criteria. The broad topics include but are not limited to enrollment systems, care coordination and integration, staffing, utilization management, quality improvement and program integrity.
CMS has hired a contractor that will perform the reviews. The reviews will include both desk reviews and onsite reviews. The readiness review process will start later this fall – the exact timing is still being determined. In addition to the fall review, there will be tracking of key milestones. For example, the fall review may include making sure the health plan has a staffing and trainings plans in place and a few months before enrollment the reviewers will make sure those people were actually hired and trained. 
The document being reviewed in the August 15th  meeting was a preliminary list of state-specific criteria for behavioral health coordination. Following stakeholder input, this state-specific readiness criteria will be merged with the CMS criteria. When it’s complete, it will be made public. As Medicare is the primary payer for most mental health services for dual eligibles, the CMS criteria will cover many critical aspects of readiness. The focus of the behavioral health work group  with this document  is primarily on the state-specific issue of carved out specialty mental health and substance use service. 
A key aspect of the readiness is that health plans will coordinate with County Department(s) to develop draft MOUs for shared accountability for behavioral health. If the county mental health and substance use departments are separate, there must be an MOU with each department. If the departments are unified, only one document is required, however separate MOUs for mental health services and substance use services are permissible at the discretion of the HP and the county department. The MOUs will outline five key areas: 1) roles and responsibilities; 2) care coordination; 3) information sharing; 4) performance measures; and 5) a shared financial accountability strategy.
Questions & Comments from Stakeholders

1. Someone commented that while the county mental health plans and managed care plans have existing MOUs, an MOU with the county Department of Drugs and Alcohol do not exist and would be brand new
2.  It was suggested that the requirement be to amend or add an addendum to the existing MOUs, rather than create new ones
3. Stakeholders requested a MOU template that would be standardized for all demonstration plans
4. Some counties do not participate in the drug Medi-Cal narcotic treatment program, and the State contracts directly with providers. In these counties – San Diego and Orange -- the MOUs would need to take this into consideration
5. DHCS is currently waiting on guidance from CMS about the possibility of expanding the drug Medi-Cal program package of benefits. As of now, services for substance abuse are very limited. 
Shared financial accountability for behavioral health

Led by: Sarah Arnquist, Harbage Consulting
Download the Draft Strategy for Shared Financial Accountability from the stakeholder work group web page at www.CalDuals.org. Ms. Arnquist summarized this document before taking questions and comments from the stakeholders. 
Because of California’s unique way of financing and administering 1915b waiver specialty mental health services and Drug Medi-Cal services through the counties, these services are carved out of the capitation payments to health plans. CMS allowed this carve out only if the state could create a strategy for shared financial accountability that would promote care coordination and seamless access to services, as well as mitigate cost shifting. DHCS has been thinking carefully about this for several months, appreciating the challenge of coming up with funds for an incentive pool that could be shared. The resulting preliminary strategy was presented at the meeting.
The strategy to align financial incentives builds on the performance-based withhold from the capitation rates of 1%, 2%, and 3% respectively for years one, two and three of the demonstration. Health plans can earn back this capitation revenue by meeting quality objectives. Under this shared accountability strategy, one withhold measure each year will be tied to behavioral health coordination with county agencies. Upon achieving the specified shared accountability measure, the health plans would provide at least 50 percent of the withhold funds attributed to that measure to county mental health and substance use agencies. The number of measures tied to the withhold each year is still being considered, as is the distribution of funds across the measures.

The preliminary measures in each year were:
Year 1: An Executed MOU and evidence corresponding policies and procedures between the health plans and county agencies.

Year 2: Coordinated care planning and sharing information

Year 3: A specified reduction in emergency department (ED) visits for beneficiaries with serious mental illness or indication of need for substance use treatment. For this measure, the denominator would be all enrolled duals, and the numerator would be any beneficiary who had any indication of need for SU treatment (AOD) or serious mental illness who visited the ED. (Or more than one ED visit in one year).
There are preliminary thoughts that the health plans may work with their county partners to develop additional approaches for sharing the funds earned back from the quality withhold. These approaches may build on the performance metrics identified in the MOUs, and may vary by county. Such approaches might include pay-for-performance strategies for county activities that help the health plans achieve performance metrics or incentives for achieving savings targets.

Questions & Comments from Stakeholders

1. One heath plan representative asked questions about the rate development process and commented that this should be taken into consideration so health plans do not lose money.

2. Another commenter noted that the counties should be required to put up equal amount of money aside for sharing in order for this to be true “shared accountability.”

3. Someone responded that counties are sharing accountability by being the safety net provider and potentially seeing a large uptick of new clients who are now screened and referred for services.
4. It is important to include metrics with which primary care physicians are familiar 
5. There were comments that the year two measure needed to be clarified to enhance its focus on the target population.

6. Someone commented that the proposed metrics are not the most relevant to this population with serious mental illness. 
7. The measures included should also evaluate improvements in quality of life for beneficiaries, these include employment, housing, and income.
Wrap-up & Next Steps

The next Behavioral Health Integration stakeholder work group will be held on Wednesday, October 3, 2012 from 2 - 4pm.  Visit www.CalDuals.org to stay informed about the Duals Demonstration and future stakeholder engagement efforts.
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