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COMMUNITY MENTAL HEALTH CENTER
PLANNING COMMITTEE
WEDNESDAY, AUGUST 10, 2011
8:15-11:00 AM
COUNTY - CITY BUILDING — 555 S 10™ ST
ROOM 107
(Human Services Conference Room)

AGENDA
1. Approval of Minutes for July 11 & 13, 2011
2. Reports
a. Number of Out-of-County Clients
b. Consultant Update (Health Management Association)
C. General Assistance
3. Region V Funded Behavioral Health Providers - CJ Johnson,

Region V Administrator

4. Other Community Mental Health Service Models - Dean Settle,
Community Mental Health Center Director

5. Future Areas of Discussion

6. Committee Decision Timeline
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MINUTES
COMMUNITY MENTAL HEALTH CENTER (CMHC) PLANNING COMMITTEE
WEDNESDAY, AUGUST 10, 2011
COUNTY-CITY BUILDING, 555 SOUTH 10™ STREET
ROOM 107 - HUMAN SERVICES CONFERENCE ROOM
8:15 A.M.

Present: Dean Settle, Community Mental Health Center (CMHC) Director; Travis Parker,
CMHC Deputy Director; Pat Talbott, Mental Health Association (MHA); C. J. Johnson,
Administrator, Region V Systems; Joan Anderson, Executive Director, Lancaster County
Medical Society (LCMS); Deb Shoemaker, Executive Director, People’s Health Center
(PHC); Lori Seibel, President/Chief Executive Officer (CEO), Community Health
Endowment (CHE); Kerry Eagan, County Chief Administrative Officer (ex-officio); and
Kit Boesch, Human Services Administrator (ex-officio).

Also Present: Gail Anderson, Community Mental Health Center (CMHC) Advisory
Committee; and Ann Taylor, County Clerk’s Office.

Eagan called the meeting to order at 8:23 a.m.
AGENDA ITEM

1 APPROVAL OF MINUTES FOR THE JULY 11 AND 13, 2011
MEETINGS

MOTION: Seibel moved and Johnson seconded approval of the July 11 and 13, 2011
minutes. J. Anderson, Johnson, Parker, Seibel, Shoemaker, Settle and
Talbott voted aye. Motion carried 7-0.

2 REPORTS
A. Number of Out-of-County Clients

Settle said he believes the number of out-of-county clients is less than 2%, not
counting those that utilize the Crisis Center. He said they are typically clients who have
moved and their cases are kept open until their prescribers receive notice they are
under the care of a new physician. There are also a few that live just outside the
County who have elected to receive their services here. Settle said approximately 80%
of admissions to the Crisis Center are Lancaster County residents. He said the
remainder are residents of the other 15 counties in the Region V area and stated those
admissions averaged 110-120 for the last three years. Settle noted that Region V and
the other counties within the Region V area help share in the cost of operating the
facility.

Page 1



Johnson said there have been recent “rumblings” at the State level that counties are to
be solely responsible for Emergency Protective Custody (EPC) costs, according to state
statues, even though there is an agreement in place that the State would help to
support the system. He estimated the potential loss of funding at approximately
$2,000,000.

Seibel asked whether the Committee should look at the number of out-of-county clients.

Johnson estimated that 10-15% are individuals coming out of the Lincoln Regional
Center (LRC) and state correctional facilities. He said Lancaster County receives a
significantly larger portion of the State allocation than rural counties and if the State
formula were changed the County could potentially lose another $1,000,000 to
$2,000,000 in funding.

Settle said all sex offenders in state treatment programs are discharged to Lancaster
County and said most remain in Lincoln or gravitate to Omaha because of the
opportunities for housing and services. He estimated that CMHC’s sex offender
treatment program serves 60-80 individuals per month. Beginning in July, 2011, CMHC
is receiving $700 per person, per month to manage the sex offenders coming from LRC.
Settle said the first billing submitted was for 19 individuals. He indicated plans to
contract for a part-time case manager if that number reaches 25-30 per month. Settle
said the State will only provide funding for offenders who have successfully completed
LRC's treatment program. CMHC is not receiving funds for those discharged by state
correctional facilities or who come from other states. He said CMHC will continue to
charge individuals it does not receive reimbursement for a sliding scale fee and will bill
Region V for those diagnosed with an Axis I Disorder (major or serious mental iliness).

Eagan asked how residency is determined. Settle said they all have at least a short-
term residency in Lancaster County when admitted for service. He said the last two
times an in-depth study was conducted it was determined that 40% in the program
resided in another jurisdiction when charges were filed.

Eagan questioned who should be responsible for the cost. Settle suggested the County
Attorney’s Office look at Legislative Bill (LB)1199 (commitment of dangerous sex
offenders) to see whether the State has ongoing responsibilities. Eagan said perhaps
the consultant hired by the Community Health Endowment (CHE) (Health Management
Associates (HMA) of Chicago, Illinois) to study a broad integration of physical and
mental health services could look at that issue and asked Settle to share information he
has with the consultant. J. Anderson suggested the consultant also look at whether
they are award of federal grants or programs for community-based sex offender
management.
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Parker asked how the number of out-of-county clients being served will influence the
Committee’s thoughts and decisions regarding the future direction of mental health
services. Eagan said it is a possible funding source and needs to be identified in the
Committee’s report.

B. Consultant Update (Health Management Association (HMA) of Chicago,
Illinois)

Seibel said HMA will be conducting a series of interviews on August 22", noting the
mental health component is not being addressed at this time. She said HMA estimates
their work will be completed in three and one half months. In response to a question
from Boesch, Seibel said HMA will provide the Community Health Endowment (CHE)
with an actionable plan. Boesch asked whether it will include costs. Seibel said that
would probably take longer. Shoemaker asked whether the consultant will identify
funding sources. Seibel said that is one of their deliverables.

C. General Assistance (GA)

Settle estimated that if the County were to move to finding GA services in the private
sector an additional $600,000 to $700,000 would be required. He added that the
number of clients referred to CMHC by GA for mental health services has increased
slightly (5 additional clients) since the report that was presented at the July 13%
meeting. J. Anderson suggested the cost may be less in the private sector. Settle
disagreed, noting CMHC has not charged the County for the services. It is merely a
budget shift. Parker said medication costs are included in that figure, adding samples
and patient assistance programs are utilized to avoid having the County pay for
medication costs. J. Anderson noted the private sector also has access to drug
samples. She added she knows of two private providers who are interested in
contracting with GA to serve this population. Parker said he believes it would initially
cost the County more. He added there are other considerations such as whether the
provider is close to a bus route since that is how many of their clients access services.
Seibel said she would like to know what someone would bid for a comparable service
and what services would be sacrificed. Settle said one of the reasons the mental health
component for GA referrals works well is that the core services are available at CMHC
(medication response, therapy, case management). J. Anderson said it might also be of
great value to have mental and physical health services co-located. Seibel said she
would like to know what someone would bid for a comparable service.

3 REGION V FUNDED BEHAVIORAL HEALTH PROVIDERS - C. J.
Johnson, Administrator, Region V Systems

C. J. Johnson, Administrator, Region V Systems, gave a PowerPoint presentation on the
Region V Systems Provider Network, noting the following (Exhibit A):

e Legislative history
e Geographic area
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Statutory responsibilities
Network management
Contracted network providers
Voucher program

Levels of care

» Community Support

» Non-Residential

» Residential

Settle noted CMHC has a total of 48 beds throughout the community (15 beds at The
Heather (community transition program), 18 beds in apartments in the Near South
Neighborhood for clients in the Independent Living Program (ILP), and 15 beds at the
Crisis Center). He said rent and staffing costs for three community support staff
working with the ILP are covered by participants through Supplemental Security Income
(SSI) or Social Security Disability Insurance (SSDI). Settle said no County property tax
dollars are used to operate the program. Institutions for Mental Diseases (IMD)
implications were discussed, i.e., Medicaid funding will become inactive and no longer
pay for services if the total number of beds exceeds a certain nhumber. It was noted
there will also be implications for other residential facilities that serve CMHC clients,
such as O.U.R. Homes, Prescott Place and Bel-Air Home. Seibel asked how other
communities address residential needs. Settle said the Des Moines, Iowa Public
Housing Authority has a section that works with the mentally ill. Shoemaker said if it
were to become part of public housing, the People’s Health Center (PHC) could work to
secure monies through Section 330 of the Public Health Service Act to establish a clinic
within the public housing area which could include integrated services.

» Emergency system
» Children’s component

Johnson also disseminated information regarding the provider network and service
array and behavioral health services by level of care (Exhibits B & C).

Shoemaker asked Johnson how many clients have dual issues, i.e., substance abuse
and mental health issues. Johnson said 50-60% of EPC’s have a substance abuse
diagnosis. Shoemaker inquired about the general population. Johnson estimated 14%
have a mental health issue and a primary substance abuse issue. Settle said 60% of
admissions at the Crisis Center have a dual diagnosis. It is less than 50% in the out-
patient area. Parker added that some instances of secondary substance abuse are the
result of individuals self-medicating because of a mental health disorder.

4 OTHER COMMUNITY MENTAL HEALTH SERVICE MODELS
Boesch provided information on other models (a report commissioned by the Milbank

Memorial Fund titled “Evolving Models of Behavioral Health Integration in Primary
Care”) (Exhibit D).
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Seibel and Boesch said they did not feel random discussion of models would be
productive.

Johnson said he believes the Committee should have a philosophical discussion of a
different model for CMHC and PHC to gain a better understanding of which programs or
components should be under one “umbrella”.

Parker said he believes it would be beneficial to ask key stakeholders (consumers,
providers, funders and referral sources) to rank CMHC's services and identify those they
would like to see be part of an integrated model or merged with other behavioral
health providers in the Region V network.

Johnson said he believes the stakeholders will need something to respond to, i.e,
specific questions or a potential model.

Boesch said she does not believe the Committee needs to develop a model to present
to the County Board, rather provide recommendations on what components should be
retained or contracted out.

Seibel said the consultant will provide an outside perspective and said she does not see
how the Committee can finish its work until the consultant’s report is finished.

Parker said he would like some indication from the County Board of their intentions with
regards to providing mental health services.

Johnson said he believes the Committee has to assume the worst case scenario, that
the Board wants out of the business, and move forward and educate them on the
impact and projected savings.

Eagan said the Committee needs to provide the Board with accurate, timely information
about CMHC and how services should be provided in the future.

5 FUTURE AREAS OF DISCUSSION
The following topics were suggested:
e Residency determination for individuals found not guilty by reason of
insanity (NGRI)
e Vision planning
e Potential sources of funding
6 COMMITTEE DECISION TIMELINE
Eagan said one member of the County Board would like the Committee’s report before

next year’s budget is decided. He said the Committee has the major components
identified and believes its work could be substantially complete by the end of the year.
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Eagan suggested the Committee take that information to the Board before seeking
input from the community.

Seibel said she has been keeping notes of the Committee’s discussions and lists of
questions she believes the Committee still needs to ask and things that should be
included in the Committee’s report. She suggested Committee members share

information in the form of a Google document as a way to begin formulating a summary
report.

Eagan said he will work with Boesch in that regard and send a document out to
Committee members.

There was general consensus to hold the next meeting on September 7, 2011 at 8:00
a.m.

7 ADJOURNMENT
There being no further business, the meeting was adjourned at 11:20 a.m.

Submitted by Ann Taylor, County Clerk’s Office.
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Region V Systems
Provider Network
By:

C.J. Johnson, LM.H.P., L.C.S.W.
Regional Administrator



Legislative History

1974

LB 302 was the original bill — designed to provide public
mental health services.

* Resulted in 16 interlocal agreements with each of
the 16 counties in southeast Nebraska

« Each county participates in county tax match based
on population

* Formation of the Regional Governing Board

1977

LB 204 was passed — designated to provide public
alcohol and drug abuse services.




Legislative History

2004

LB 1083 was passed — known as the Behavioral
Health Reform Act.

This bill now overrides LB 302 and LB 204.
Its primary purpose was to:

e Ensure better services and outcomes to consumers.
* Provide more community-based services.



Region V Systems’
Geographic Area
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Statutory Responsibilities

Organize and supervise comprehensive mental health and
substance abuse services.

Ensure that needed services are provided.

Report annually to the Department of Health and Human
Services regarding the expenditure of funds and evaluation
of services.

Develop an annual regional plan based upon need and
availability of resources.

Appoint an advisory committee.

Consult with advisory committees on planning, organizing,
contracting, program evaluation, and fiscal analysis of
services in the region.



Region V Systems Network
Management

o Administers approximately $20 million dollars annually to
support mental health and substance abuse needs in our
community (southeast Nebraska).

o Maintains a major contract with the state of Nebraska,
Department of Health and Human Services, which includes
administration and/or management oversight of a network

of providers that deliver behavioral health services in 16
counties.

e Network of 12 provider agencies

e Services include mental health and substance abuse
assessment, treatment, and rehabilitation.

e Continuum of care including 65 behavioral health programs

. RUnay o




Region V Systems
Contracted Network Providers

o Blue Valley Behavioral o Houses of Hope
Health (Rural) o Lincoln Council on

o CenterPointe Alcoholism and Drugs

o Child Guidance Center o Lincoln Medical

o Community Mental Education Partnership
Health Center o Lutheran Family

o St. Monica’s Services

o Our Homes o Mental Health

o Cornhusker Place Association



O O O O O

Levels of Care

Community Support
Non-Residential
Residential
Emergency
Children’s



Community Support

o Assertive Community Treatment (ACT)

o Bi-Lingual/Bi-Cultural Service Coordination
o Community Support Mental Health

o Community Support Substance Abuse

o Intensive Care Management

o Recovery Support
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Non-Residential

Assessment

Day Rehabilitation

Day Treatment

Supportive Living

Intensive Outpatient
Medication Management
Outpatient Mental Health
Outpatient Substance Abuse

Projects for Assistance in Transition from Homelessness
(Path)

Supported Employment/ Benefit Analysis



Residential

o Intermediate Residential

o Psych. Residential Rehabilitation
o Short-Term Residential

o Therapeutic Community

o Dual Disorder Residential

o Halfway House
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Emergency

Civil Protective Custody

Crisis Assessment (Substance Abuse)
Crisis Line (24-hour Clinician-Phone)
Crisis Response Teams

Emergency Community Support
Emergency Protective Custody (EPC)
Hospital Diversion

Post Commitment

Short-Term Respite

Social-Setting Detoxification



Children’s

o Intensive Outpatient Mental Health

o Outpatient Mental Health

o Outpatient Substance Abuse

o Professional Partner Mental Health

o Therapeutic Consultation Mental Health
o Youth Assessment MH/SA



Check out our web site at
wWwWw.regiondsystems.net



Provider Network and Service Array

“EXHIBIT

B

Region V Systems

The Nebraska Department of Health and Human Services (DHHS), Division of Behavioral Health Services,
contracts with Region V Systems to ensure the availability of behavioral health services to residents in southeast
Nebraska, who are without health insurance or funds to pay for services. Region V Systems is comprised of
sixteen counties including Butler, Fillmore, Gage, Jefferson, Johnson, Lancaster, Nemaha, Otoe, Pawnee, Polk,
Richardson, Saline, Saunders, Seward, Thayer, and York. Region V Systems contracts with a network of
service providers within these counties to provide an array-of behavioral health services to adults and children.
Services are provided on a sliding fee scale basis, and persons can not be denied services based on inability to
pay. Following is a listing of Region V System’s network providers and network service array:

Blue Valley Behavioral Health
Contact; Jon Day

1123 North 9™ St.

Beatrice, NE 68310

Phone: (402) 228-3386

Fax: (402) 228-2004

Additional offices in Auburn, Crete,
Dawvid City, Fairbury, Falls City,
Geneva, Hebron, Nebraska City,
-Osceola, Pawnee City, Seward,
Tecumseh, Wahoo, and York

Adult Services
» 24-Hour Clinician
¥ Community Support - MH
¥ Intensive Quipatient - SA
» Medication Management
#  OQutpatient - MH & SA

Children’s Services
¥  Assessments - MH & SA
» Intensive Quipatient - MH
> Outpatient - MH & SA

CenterPointe

Contact: Topher Hansen
2633 ‘P’ Street

Lincoln, NE 68503
Phone: 475-8748
Fax: 475-6728

Adult Services

Community Support - MH & SA

Day Rehabilitation

Outpatient - MH & SA

Medication Management

Therapeutic Community Dual Disorder Residential

Assertive Community Treatment (Collaboration with Community Mental
Health Center and Lutheran Family Services; coined PIER-Partners in
Empowerment & Recovery)

» RecoveN\Amanda\Reg V Provider Info Revised 8-2011.docxry Support
» PATH

¥»  Supported Living

YV VVYYVY

Children’s Services
¥» Outpatient - SA

Child Guidance Center
Contact: Carol Crumpacker
2444 ()’ Street

Lincoln, NE 68510

Phone: 475-7666

Fax: 476-9623

Adult Services
¥ Outpatient MH

Children’s Services
¥ Children’s Assessiments - MH & SA
¥ Children’s Outpatient - MH & SA
% Children’s Therapeutic Consultation - MH




- Network Provider o 'Network Services
Community Mental Health Center Adult Services
Contact: Dean Settle ¥  Community Support - MH
2201 S. 17" St. »  Crisis Assessment - SA
Lincoln, NE 68502 ¥» Day Rehabilitation
Phone:  441-7940 » Day Treatment
Fax: 441-8625 ¥ Emergency Protective Custody
¥ Emergency 24 Hour Clinician
» Medication Management
¥ Qutpatient - MH
»  Post-Commitment Days
» Psychiatric Residential Rehabilitation
» Community Support — Harvest Project
» PATH
Cornhusker Place Adult Services
Contact: Phil Tegeler #  Civil Protective Custody
721 *K’ St. » Emergency Protective Custody
Lincoln, NE 68508 ¥ Short-Term Residential - SA
Phone: 477-3951 » Intermediate Residential - SA
Fax: 477-3922 % Post-Commitment Days
# Short-Term Respite
¥ Social Detoxification
Houses of Hope Adult Services
Contact: Jay Conrad » Halfway House
1124 North Cotner Blvd. » Collaboration with Lutheran Family Services and Blue Valley

Lincoln, NE 68505
Phone: 435-3165
Fax: 435-0430

Behavioral Health; coined Targeted Adult Service Coordination or
“TASC”

® Intensive Care Management - MH / SA

¢ Emergency Community Support - MH / SA

» Crisis Response Team

# Bilingual/Bicultural Service Coordination

# Recovery Support - SA

» Short-Term Residential {Collaboration with CenterPointe; coined

Touchstone)

Lincoln Council on Alcoholism and

Drugs
Contact: Sara Else
014 ‘L’ Street

Lincoln, NE 68508
Phone: 475-2694
TFax: 475-2699

Adult Services
>  Assessments-SA

Lincoln Medical Education
Partnership

Contact: Kelly-Madcharo
4600 Valley Road

Lincoln, NE 683510

Phone:  483-4581

Fax: 483-4184

Adult Services
» Assessments-SA (CHOICE)

Prevention Services




N e_tw_brk Provider

Network Services

Lutheran Family Services
Contact: Julie Fisher Erickson
2900 “O’ Street

Lincoln, NE 68510
Phone: 435-2910
Fax: 435-2949

Adult Services

>

>
.
>

Intensive Quipatient-SA

Qutpatient-MH & SA (Rural)

Outpatient-MH & SA (Collaboration with Child Guidance Center,
Family Service, and LMEP; coined CFSTAR)

Recovery Support

Mentai Health Association
Contact: Alan Green

1685 ‘N’ Street, Suite A
Lincoln, NE 68508

Phone: 441-4371

Fax: 441-4335

Adult Services

5
>

Supported Employment / Benefits Analysis
Hospital Diversion (Rose House)

O.U.R. Homes

Contact: Mary Hepburn O*Shea
2039 ()’ Street

Lincoln, NE 68503

Phone: 474-2121

Fax: 477-9752

Adult Services

»

Community Support-MH (MEDICAID ELIGIBLES ONLY)

Region V Systems
Contact: C.J. Johnson
1645 ‘N’ Street

1 Lincoln, NE 68508
Phone: 441-4343
Fax: 441-4335

Network Management
System Coordination

>
>
>
>
b

Children’s Services

>
p
3

Regional Housing Coordination
Emergency System Coordination
Prevention System Coordination
Adult System Coordination
Youth System Coordination

Professional Partner Program (Coined Family & Youth Investment-FY )
Prevention Professional Partner Program
Transition Age Professional Partner Program

St. Monica’s

Contact: Mary Barry-Magsamen
120 Wedgewood Dr.

Lincoln, NE 68510

Phone: 441-3768

Fax: 441-3770

Adult Services

YV VVYVYY

Community Support-MH & SA
Outpatient-MH & SA
Intensive Outpatient-SA
Short-Term Residential-SA
Therapeutic Community-SA
Recovery Support

N:iAmanda‘\Reg 'V Provider lnfo Revised 8-2011.docx



Behavioral Health Services by Level of Care
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Outpatient
Mental Health
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LANCASTER_

N E B R A 8§ K A — A Human Services Administration
EXHIBIT 555 South 10® Street Suite 107
Lincoln NE 68508

(402) 441-4944
(402) 441-6805 Fax
www.lincoln.ne.gay
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August 10, 2011 Kit Boesch Human Services Administrator
khoesch@lancaster.ne.gov

To:  Community Mental Health Task Force Members

This is a portion of research “Evolving Models of Behavioral Health Integration in
Primary Care” by Chris Collins and others. Funded by the Milbank Memorial Fund.

It presents:

Why integration of Behavioral Health and Primary Care should happen.
Pages 5-9 Great orientation that mirrors our goals. -
Pages 10-14 How technology helps the process.
~ Different Models each with (8 models):
Brief Description
Implementation Considerations
Financial Considerations
* Examples where it is operating
5. Pages 45-46 Good read.
6. ° Page 47 Summary of models.

PON =

This may be worth reviewing given our next discussion on “If | were God...” what
would the Community Mental Health Center’s behavioral health components look like if
integrated into the larger community.

Human Services Administrator
KB/ers
Enclosure

P.S. Please excuse my notes - Kit



INTRODUCTION—=MAKING THE CASE

EQR INTEGRATED CARE

Despite positive changes and advancement in the treatment, sup port, and undérstanding ol mental
illness over the past fifty years, there is still need for improvement in the U.S. mental health care
system. Richard Frank and Sherry Glied demonstrate this need in their seminal work Better But Not
Well (2006). They acknowledge that even though progress has been made in behavioral health care,
many people affected by mental illness are still very disadvantaged and not getting appropriate care.

There is increasing acknowledgment that mental health disorders are as disabling as cancer
or heart disease in terms of lost productivity and premature death. A 2006, eight-state report by
Colton and Manderscheid documented that individuals with the most serious mental illnesses will
die twenty-five years earlier than the average American. When mental illness is left untreated,
adults may experience lost productivity, unsuccessful relationships, significant distress and
dysfunction, and/or an adverse impact in caring for children. '

A comprehensive health care system must support mental health integration that treats the
patient at the point of care where the patient is most comfortahle and applies a patient-centered
approach to treatment. Integration is also important for positively impacting disparities in health
care in minority populations.

A 2008 report by Funk and Ivbijaro cited seven reasons for integrating mental health into
primary care. Each must be considered in any effort to design or implement a collaborative

approach,, partié_l integration, or a fully integrated model.

L. The burden of menial disorders is great. Mental disorders are prevalent in all societies and
create a substantial personal burden for affected individuals and their families. They produce
significant economic and social hardships that affect society as a whole. _

2. Mental and physical health problems are interwoven. Many people suffer from hoth physical and .
menial bealth problems. Integrated primary care helps to ensure that people are treated in a
holistic manner, meeting the mental health needs of people with physical disorders, as well as
the physical health needs of people with mental disorders.

3. The treatment gap for mental disorders is enormous. In all countries, there is a significant gap
between the prevalence of mental disorders and the number of people receiving treatment and
care. Coordinating primary care and mental health helps close this divide.

4. Primary care settings for mental health services enhance access. Wheu mental health is
integrated into primary care, people can access mental health services closer to their homes,
thus keeping families together and allowing them to maintain daily activities. Integration also
facilitates community outreach and mental health promotion, as well as long-term monitoring
and management of affected individuals.

Delivering mental health services in primary care settings reduces stigma and discrimination.
Trmting common mental disorders in primary care settings is cost-effective.
. The majority of people with mental disorders treated in collaborative primary care have good outcomes,

particularly when linked to a network of services at a specialty care level and in the community.
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While there is growing awareness of the need for improved collaboration and ihtegratioa, the

barriers to achieving them are substantial. Chief among these challenges are the following:

Behavioral and physical health providers have long operated in their separate silos.

Sharing of information rarely occurs.

Confidentiality laws pertaining to substance abuse (federal and state) and mental health
(state} are generally more restrictive than those pertaining to physical health. While HIPAA
is often cited as a barrier to sharing information between primary care and mental health
practitioners, this is not accurate: sharing information for the purposes of care coordination
is a permitted activity under HIPAA, not requiring formal consents. However, many states
have mental health laws that afe'm‘ore restrictive and need to be reassessed. Inregard to
federal regulation CFR 4.2, which restricts information sharing regarding substance abuse
services, there is eurrenily a discussion under way to allow information sharing for the
purposes of treatment coordination. If this becomes new federal law, state laws will also need
to be changed to align with the new intent. '

Payment and parity issues are prevalent.
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ORIENTATION TO THE FIELD

This report does not attempt to address the totality of issues in the field of collaborative and
integrated care. Rather, it reflects a robust and maiuring literature that has been burgeoning in
recent years, ineluding seminal work by more than a dozen pr.ominent leaders, such as Alexander
Blount. Nicholas Cummings, Wayne Kaion, Barhara Mauer, William O’Donohue, C.J. Peek, Patricia
Robinson, and Kirk Strosahl. - 7
In 2_005, the Canadian Collaborative Mental Health Initiative (CCMHI) published a
comprehensive review of the literature (Pautler and Gagne). The CCMHI monograph analyzes the
entire research literature and includes a specific emphasis on randomized clinical trials (Craven
and Bland 2006}. For states and jurisdictions seeking specific guidelines to implement integrated
programs, CCMHI, the Patient-Centered Primary Care Collaborative, and the New Zealand
- Ministry of Health have published toelkits that offer practical advice on establishing integrated
initiatives (see the resources section). There are numerous technical review papers as well, covering
topics such as financing and reimbursement, integrated models, rural integrated care, and
assessment tools for state-level policymakers and others interested in integrating care.
Historically, innovative programs in collaboration and integration were first developed in
setlings like the Veterans Health Administration, federally qualified health centers (such as the
Cherokee Health Systems in East Tennessee), and health maintenance organizations (HMOs), such
as Kaiser Permanente. The Bureau of Primary Health Care within the U.S. Health Resources and
Services Administration (HHRSA) has also supported a number of initiatives around the country.
Foundations such as the John A. Hartford Fouﬁdatiou, the John D. and Catherine T. MacArthur
Foundation, the Robert Wood Johnson Foundation, and the Hogp Foundation for Mental Health
have also funded projects that have helped define the field. Many of the projects have focused on
the treatment of depression in primary care—an obvious choice because of depression’s ubiquity in
the population. As of the writing of this report, there are at least two large-scale implementations
of integrated care: one in the U.S. Air Force and the other, the California Integrated Behavioral
Health Project. All of these integration efforts have contributed and continue to add significantly
to the knowiedge base in the field.
While hundreds of integrated care initiatives are under way in the United States, there
{smot a complete list or inventory of programs. A partial list, however, was compiled by the
U.5. government and is titled Compendium of Primary Care and Menital Health Integration
Activities across Various Participating Federal Agencies (Weaver 2008). There are also numerous
comprehensive clinical practice manuals that have been published, which offer suggestions on
the “how to do it” part of implementation, as well as websites with integrated care resources, two
journals covering the field, and a national membership organization on the subject. Finally, there
are more than half a dozen influential books that now document the basic concepts in the field. All
of these documents and resources are cited in the resources section. '
With such a vast amount of information in the field, this report makes no effort to synthesize

itall. Rather, the report draws on some salient themes from the field—with an eye to identifying
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practical implications for policymalkers, planners, and providers of physical health and behavioral

health care.
DIFFERENCES BETWEEN COLLABORATIVE AND INTEGRATED CARE

Primary care is described as the medical setting in which patients receive most of their medical care
and, therefore, is typieally their first source for treatment (Byrd, O’Donohue, and Cummings 2005).
Primary care includes family medicine, general internal medicine, pediatrics, and sometimes
obstetrics-gynecology. Behavioral heelth care includes both mental health and substance abuse
services. In the United States, the predominant behavioral health delivery model is specialty
behavioral health eare, and it is delivered in sepdrate behavioral health elinics. It is also commion in
the United States to find mental health and substance abuse services delivered in separate facilities.

Collaborative care and infegraterl care are the two terms most often used to describe the
interface of primary care and beliavioral health care. Unfortunately, the terms collaborative care
and infegrated care are not used eonsistently in the field, and this has led to confusion. Strosahl

- {1998} has proposed a basic distinetion that is useful. Namely, coflaborative care involves behavioral
health working with primary care; infegrated care involves hehavioral health working within and as
a part of primary care.

In collaborative care, patients pefceive that they are getting a separate service from a specialist,
albeit one who collaborates closely with their pilysician_. In integrated models, behavioral health
care is part of the primary vare and patients perceive it as a routine part of their health care.
Integrated practice approaches are highly diverse; however, there are a number of broad concepts
that underlie the field of collaborative and integrated care.

The “granddaddy” of theoretical viewpoints in the field of collaborative and integrated care
is the biopsychosocial medel enunciated by Engel (1977). Simply stated, this model acknowledges
that biological, psychological, and social factors all play a significant role in human functioning in
the context of disease. This model is endorsed by most medical professionals yet seldom practiced.
However, it is the theory at the root of collaborative and integrated care and is universally embraced

as a “best practice.”
CONCEPTS COMMON TO ALL MODELS OF INTEGRATED CARE

There are four concepts common to all models of integrated care. Those concepts aré the medical
home, the health care team, stepped care, and the four-quadrant clinieal integration.

The first of the four concepts, the medical home, or health care home, has hecome a
mainstream theory in primary care. It has also recently gained national attention in recognition
of its importance in caring for the chromically ill. The medical home concept is also one of the

centerpieces in the current national health care reform efforts (Rittenhouse and Shortell 2009).
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The National Committee for Quality Assurance (NCQA) has defined criteria for a medical home—

the_ patient-centered medical home—which includes standards that apply to disease and case
management activities that are beneficial to both physical and mental health (2008). These criteria

inchude, but are not limited, to the following:

«  patient tracking and registry lunctions

+  use of nonphysician staff for case management

+  the adoption of evidence-based guidelines

. patient self-management support and tests {screenings)

»  referral tracking

Most medical homes are compensated by E:_jq_gt_‘:member-per—moﬁl.h“ﬁ_(f}‘{?l}@ fee, and

this fee could be enhanced if integrated physical-behavioral health care is incorporated. (See
- discussion of the Minnesota DIAMOND project in table'7.) While the concept of a2 medical home
is not specifically an integrated behavioral health model, it clearly encompasses the philosophy of
integration. Though not comi‘nonplace, a more dynamic role for behavioral health in the patient- -
centered health care home has been recently defined (Mauer 2009}
The second concept common {o all models of integrated care, the health care team, is deeply

seated in the field. In this approach, the doctor-patient relationship is replaced with a team-patient

relationship {Strosahl 2005). Applied to integrated care, members of the health care team share
responsibility for a patient’s care, and the message to the patient is that the team is responsible. A
visit is choreographed with various members of the team: physician, mid-level (nurse practitioner
“or physician’s assistant), nurse, care coordina_tor, behavioral health consultant, and other health
~ professionals. Blount (1998) notes that in a health care team each provider learns what the other
does and, in some cases, can fill in for one another.

The third concept, stepped care, is widely used in integxate(i care models. This coneept holds
that, except for acutely ill patients, health care providers should offer care that (1} causes the least:
disruption in the person’s life; (2) is the least extensive needed for positiverresult.s; {3) is the least
intensive needed for positive results; {4} is the least expensive needed for positive results; and {5)
is the least expenstve in terms of staff training required to provide effective service. In stepped
care, if the patient’s functioniﬁg does not improve through the usual course of care, the iniensity
of service is customized according fo the patient’s response. The first step of behavioral care
involves hasic educational efforts, such as sharing information and referral to selt-help groups. The
second level “steps up” the care to involve clinicians who provide psycho-educational interventions
and make follow-up phone calls. The third level involves more highly trained behavioral health
care professionals who use specific practice algorithms. If a patient does not respond to these
progressions of care (or if specialized treatment is needed), the patient is then referred to the

specialty mental health system (Strosahl 2005). When referral to specialty care is necessary, there is
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acceptance that responsibility for some aspects of care should be retained by the primary care team,
which in turn will work collaboratively with the mental health provider. Sometimes, the patient’s
care cant be transitioned back {or stepped down) fully fo primary care after adequate specialty
mental health ireaiment/intervention has been provided.

The final concept is referred (o as four quadrant clinicel integration, which identifies
populations to be served in primary care versus specialty behavioral health. Difierent types of '
services and organizational models are used depending on the needs of the population in each
quadrant (Mauer 2006; National Couneil for Community Behavioral Healtheare 2009; Parks et al.
2005). This concept may also be used as a template for planning local health care systems. Table
| summarizes the settings where an individual receives care—based on the complexity of his or her

physical and behavioral health needs.

TABLE 1: FOUR QUADRANTS OF CLINICAL INTEGRATION BASED ON
PATIENT NEEDS

QUADRANT I1 _mc 07? /)w QUADRANT IV {6 Hzg Oﬁ?/lﬁo

Patients with high behaviqral health and Patients with high behavioral bealth and
high physical health needs

low physical health needs

1 H LTS ¥
{Example: IJ:H.]LH‘.S with bipolar disorder (Example: patients with schizophrenia
and chronic pain} . and metabolic syndrome or hepatitis C)

Note: when mental health needs are
stable, often mental health care can be
transitioned back to primary care.

1600 y}\i&d@ QUADRANT HI _' |

LOW €& BEHAVIORAL HEALTH RISK/CCOMPLEXITY 2 HIGH

QUADRANT | 5’}\’{ g’
Patients with low behavioral health and Patients with low behavioral health and
h1gh physmal healthneeds
caresefling .0 Seryed in primary ears sefting
(Examplc patients with moderate alcohol {Example: patients with moderate
abuse and fibromyalgia) depression and uncontrolled diabetes)

LOW €————————— PHYSICAL HEALTH RISK/COMPLEXITY —————— > HIGH

Source: Adapted from Mauer 2006.
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Patients in Quadrant [ have low behavioral health needs and low physical needs and are
typically served in primary care. The physician may serve low-need patients with on-site behavioral
health staif serving those with low-to-moderate behavioral health needs. Quadrant I patients have
high behavioral health needs and low physical needs and are typically served in specialty behavioral
health programs with linkages to primary care, Patients in Quadrant HI have low behavioral
health needs and high physical needs, and they are served in primary care or in the medical
specialty system. While this group is sometimes referred for specialty behavioral health care,
such care is usually short term. Ultimately, the responsibility {or behavioral health care returns
to the primary care setting and is provided by hehavioral health staff or disease case managers.
Quadrant IV patients have both high behaviofa_l health needs and high physical needs. These
patients are typically served in both specialty behavioral health settings and primary care, with a
streng need for collaboration between the two. Patients in this quadrant have recently bécome a’
targeted population given their predisposition to metabelic syndrome, particularly those patients
who are taking long-term psychoactive medications. (Metabolic syndrome includes elevated blood
pressure and cholesterol, obesity, and hyperglycemia.) Mauer (2006) has summarized some of the

characteristics of the Quadrant IV population:

. lower medication adherence

N highér incidence of co-oceurring chronic medical conditions .

+ high incidence of co-occurring alcohol and drug abuse problems
» lack of a stable medical home 7

«  more complex medical plans
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INFORMATION TECHNOLOGY

The use of information technology has great potential for designing and facilitating integration

effarts. Such technology can serve to support medieal homes and providers in managing their target

populations and providing meaningful information that supports the best possible health care for

patients and their families. It can also provide clientlevel information that is relevant across providers

and delivery settings and can identify gaps in care as well as evidencebased best practice guidelines.
Table 2 illustrates half a dozen likely barriers to integration that can be resolved by using

information technology.

TABLE 2: USING INFORMATION TECHNOQLOGY TO INTEGRATE C-ARE

INTEGRATION PROBLEM " TECHNOLOGY SOLUTION

2. A rural primary care An initiative in Canada pairs a primary care physician and a
practice wants to psychiatrist, who share an email mentoring relationship.
have psychiatrie The primary care physician exchanges emails about patients
consultation available. with complex behavioral health needs, and the psychiatrist

provides adviee. The ongoing consultation builds the skills

of the pﬂmary care physician (Pauze and Gagne 2005).

- :hy parents and [et,natrus whu h xs 1hen 1ev1ewed by 1hf,

o physu,mn 0 mdke a plmmonal dmwnum.

lhe. lhdg_m_}_sm L

._ '-_hnks to chmul.lﬂudehner- ant! ham!ouﬂ/ reéml—re.és'. 10 éh;ﬁ'é i
' wnh lel]:f's (Lduardb Gdl‘bld dnd ‘nmlh 2007)

(Lont:mmf)
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TABLE 2 {CONTINUED)

TECHNQLOGY SOLUTION

4. Patient education handouts  Educational programs for a number of behavioral health

for common psychological  issues can be played on a patient’s iPod (see www.ipsyc.com).

issues are not effective.

6. A primary care practice

A computer-administered telephone version of PRIME-MD
{Primary Care Evaluation of Mental Disorders) provides

diagnostic information over the telephone through the use

wants to screen patients for
psychological issues with

limited staff. of interactive voice response technology (Kobak et al. 1997).

11 Milbank Memorial Fund



PRACTICE MODELS OF INTEGRATION

This report describes eight madels of integration across a variety of seftings. These models are
improved coliahoraﬁon, medically provided behavioral health care, co-location, disease management,
reverse co-location, unified primary care and behavioral health:. primary care behavioral health, and
collaborative system of care. '

. Aceording to the Canadian Collaborative Mental Health Initiative (CCMHI), “there are almost
as many ways of ‘doing’ collaborative mental health care as there are people writing-about it”
(Macfarlane 2005, p. 11). As such, those who would like to integrate medical and behavioral health
care are confronted with a vast number of disparate interventions under the rubric of collaborative
care. This complexity is further compounded because most models are implerented as hybrid.s
and often blend together one or more elements of different models, And depending on the specific
implementation, a model may represent partial or full integration. Table 3 summarizes three basie
distinctions among collaborative models: coordinated, colocated, and integrated (Blount 20603).

Behavioral health care may be coordinated with primary care, but the actual delivery of services
may occur in different settings. As such, treatment (or the delivery of services) can be colocated (where
behavioral health and primary care are provided in the same location) or integrated, which means that
behavioral health and medical services are provided in one reatment plan. Integrated treatment plans
can oceur in co-location and/or in separate treatment locations aided by Web-based health information
technology. Generally speaking, colocated care includes the elements of eoordinated care, and

integrated care includes the elemeits of both coordinated care and colocated care.

TABLE 3: COLLABORATIVE CARE CATEGORI_ZA}'IONS WT A GLANCE

YN

COCORDINATED CO-LOCATED INTEGRATED

= Routine sbreening for « Medical services and o Medical services and
hehavioral health hehavioral health behavioral health services
problems conducied in services located in the located either in the same
primary care setting same facility facility or in separate

+ Referral relationship » Referral process for locations
between primary care and medical cases to be seen One treatment plan,

behavioral health settings
» Routine exchange of

information between

both treatment settings to

bridge cultural dilferences

by behavioral specialists

« Ephanced informal

communication between
the primary care provider
and the behavioral health

provider due to proximity

w?ﬁ“behav_ioral and medical
elements

Typically, a team working
together to deliver care,
using a prearranged protocol

(continued}
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TABLE 3 {CONTINUED}
COORDINATED CO-LOCATED INTEGRATED
« Primary care provider « Consultation between « Teams composed of a
to deliver behavioral health  the behavioralhealth  ~ physician and one or
interventions using brief and medical providers to more of the following:
algorithms increase the skills of hoth physician’s assistant, nurse
+ Connections made between  groups ' practitioner, nurse, case
the patient and resources Increase in the level and manager, family advocate,
in the community quality of behavioral health  behavioral health therapist
services offered « Use of a database to track
» Significant reduction of - the care of patients who are -
“no-shows” for behavioral screened info behavioral
health treatment health services
Source: Adapted from Blount 2003, V

This report identifies eight practicé madels that represent qualitatively different ways of
integrating care. Following each model are examples of specific programs that illustrate these
differing approaches to care, and the descriptions of those programs ean be found in tables 4
through 11. The descriptions are gleaned from reviews by Edwards, Gareia, and Smith (2007),
Koyanagi (2004, Lopez and colleagues (2008), and the National Council for Community Behavioral
Healthcare (2009). Readers are encouraged to consult these sources for a more in-depth analysis of
the programs. Also provided is a brief analysis of the evidence hase for the model, but polieymakers
and other planners might refer to the federal Agency for Healthcare Research and Quality’s
{AHRQ) comprehensive review of randomized controlled trial (RCT) studies of integrated care for
further information {Butler et al. 2008). Where available, acidifional information is provided on
implementation issues and challenges as well as financial costs and considerations.

A helpful way to organize practice models is to look at the degree of integration along a
continuum. Doherty (1995) outlines a range of five levels for mental health providers and primary
care to work together—{rom the least to the highest degree of integration. A common level has been
assigned to each model in this report; however, depending on the specific implementation of a model,

the degree of collaboration varies. The five levels are of integration are as follows:
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COLLABORATION CONTINUUM

»  Minimal collaboration. Mental health providers and primary care providers work in separate
facilities, have separate syétems, and communicate sporadicrally.

»  Basic collaboration at a distance. Primary care and hehavioral health providers have separate
systems at separate sites, huf now engage in periodic communication about shared patients.
Communication occurs typically by telephone or letter. Improved coordination is a step forward
compared to compietely disconnected systems.

«  Basic collaboration or-site. Mental health and primarj( care professionals have separate systems
but share the same t'acilify. Proximity allows for more communication, but each provider
remains in his or her own professional culture.

«  Close collaboration in a partly integrated system. Mental health professionals and primary

care prov1ders share the same facility and have some systems iri common, such as scheduhng

appointments or medical records. Physical proximity allows for regular face-to-face

communication among behavioral health and physical health providers. There is a sense of
being part of a larger team in which each professional appreciates his or her role in working
together to treat a shared patient.

= Close collaboration in a fully integrated system. The mental health prdvider and primary care
provider are part of the same team. The patient experiences the mental health treatment as part.

of his or her regular primary care.

As noted, many integrated programs around the country have combined elemenis of two or more of
the models. These blended programs are becoming more common than pure replications of the models
described hecause programs are often designed for a particular set of local or statewide circumstances,

“such as target population, provider and service capacity, funding issues, and regulatory restrictions.
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PRACTICE MODEL 1: IMPROVING COLLABORATION

BETWEEN SEPARATE PROVIDERS

BASI(:
; cr a

Dlstqnce

COLLABORATION CONTINUUM

In this model, providers practice separately and have separate administrative struetures and -

financing/reimbursement systems. This model requires the least amount of change to traditional

g ¥ o q g ad
practice, and, in many circumstances, it may be the only option available in the short run
{Koyanagi 2004). )

A number of common strategies are used in this practice model. Case managers may be

assigned to coordinate health care for patients with complex physical health issues. A behavioral
health agency may offer psychiatric consultation via telephone o one or more primary care practices
that serve patients with complex medical issues. Information-sharing praetices may be formalized,
such as adopting forms to share basic information (for example, a patient’s medication),' 50 that

voluminous treatment records do not have to be sent.
EVIDENCE BASE

There are no randomized controlled trials using this model, and while anecdotal reports are mixed,

these kinds of approaches to improving collaboration may be useful first steps as behavioral health

and prlmdry care prev1der5 consider other mtegratmn opportumtles

s g et

o e

IMPLEMENTATION CONSIDERATIONS

The cultural barriers in this practice model are significant. Most primary care providers have not
developed the same relatlonshlps with community behavieral health providers as they have with_

other speualty health pronders, such as SUrgeons, cardlologlsts, or endecrmologls’rs Efforts need to

- T

be made to develop those relatlonshlps so that providers can agree on communication and/or care
management strategies.

Privacy laws contribute to this isolated approach. To protect themselves from liability, mental
health agencies tend to default to the most restrictive state or lederal law and apply that eriterion to
all patients. This can make the sharing of clinical information very difficult,

I;‘E_nlﬂwrowders often have limited knowledge about community a agencies that can

prowde valuable behavioral health servmes-lt)r thEIr -patients.Their willingness to invest time in

coordinating care will be influenced by their past ability to access and communicate with specialty
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e

mental health agencies. Primary care providers who are not systematically screening patients for

mental health and substance use have not developed a systematic approach to referral.

FINANCIAL CONSIDERATIONS

As long as state and federal confidentiality laws remain restrictive, agencies must have the staff and
the systems (paper or electronic) to track who provided consent, for what agency, for what purpose,
and for what 1enwth of time Currently these tasks i impose a significant financial burden with no
Teturn to the dﬂency or practice. Mental health and primary care prowders generally do not have
the funding or resources required for the coordination of care, including prov1d1ng consultations:
Options for consideration include the following: .
s Mental health case manager’s policy guidelines could be exp.mded to explicitly state that
activities involving coordination of care with primary care providers allow for a billable case

management wunit,

TABLE 4: EXAMPLES OF PRACTICE MODEL 1—IMPROVING COLLABORATION
BETWEEN SEPARATE PROVIDERS

PROGRAM  STATE DESCRIPTION

Wasfling’mn “Wash'mgton " Molina Healtheare is an HMO that receives a capitated

Medicaid payment to provide physical and behavioral health care to
Integration 551 clients. Molina provides care coordination across all
Partnership health care needs, including various mental health agencies,

which submit written care plans. Care coordination
teams are led by RNs who also have access to psychiatrie

consultation and mental lealth clinicians.
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As outlined in at least one state Medicaid program billing guide, the majority of Medicaid
recipients are assigned a primary care provider {a medical home) through a primary care
case management (PCCM) model; an enhanced per member per month payment for the

— .
coordination of care across the continuum is funded (North Carolina Division of Medical

Assistance 2009) This payment could be further enhanced to include the coordination for

513201alty‘r~$:tal health an m;bﬁtancﬂ.ﬁbuse (see the discussion of the Minnesota DIAMOND
project in table 7). ’ Minr TAM.
== N
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) | PRACTICE MODEL 2: MEDICAL-PROVIDED BEHAVIORAL
! HEALTH CARE

"COLLABORATION CONTINUUM

Med_ice_ll—pravided hehavioral health care is a delivery model in which only the medical providers are

directly involved in service delivery. For example, there are simple things that physicians can do
to address behavioral health issues, such as discussing an exercise routine with depressed patients,
having patients use a daily log to plan some activities, or perhaps having a nurse to follow up with
the patient via a telephone call to ensure {or improve) medication compliance.

In this model, often consultation-lizison is used--the primary care provider delivers the

behavioral health service while receiving consultative support fro from a psychiatrist or other behavioral

O b gy S
health pmfessmn.g_l »Thw to enhance the primary health care provider’s ability to treat

s e s 5

' patients with behavmral health issues wnhm a primary eare setting, The psychiatrist works solely

asa consultant 1o the primary care prowder, seeing patients with the physician or mere commonfy
advising via télephone, but not co-managing the patient. o
To diagnose a behavioral health issue in a patient, primary care providers often use
" evidence-hased behavioral health screening tools, One such screening tool is the “Patient Health
Questionnaire” ( I:_Q,_) that is used to identify adults with depression (Kroenke and Spitzer 2002).
This mnf}_—gem quesppnnaue can be qulckly eompleted, nsually in one.to twe.minutes. Ideally,
the g}:;;lclan confirms the depressive symptomolegy (by talking with patient, talking with other
providers, reviewing PHQ-0 scores, etc.) and then uses brief intervention algorithims for treatment.
Such practice is called screening and brief intervention (SBI). Many medical homes have be:glm to
S integrate the sereening of depression as a routine practice in caring for individuals with chronic
;M / illnesses. This process may begin with a brief two-question screening, using the first two questions
of the PHO-9. Additionally, a growing number of primary care sites sereen for multiple issues, such

as panic disorder, substance abuge, and even bipolar disorder. For children and adolescents, many

practices use the “Pediatric Symptom Checklist™ as their global behavioral health screening tool
{Jellinek et al. 1988}.

Briel intervention guidelines have been developed for most behavioral health issues that are
seen in primary care (for exz‘lmple, see Hunter et al. 2009). In many cases, brief interventions can
be delivered directly by primary care physicians with minimal training. The American Academy of
Family Physici;Ans (AAFPY has developed a number of algorithms for various disorders, Similarly,
the U.S. Substance Abuse and Mental Health Services Administration (SAMHSA) and the Office

of National Drug Control Policy have implemented Screening, Brief Intervention, Referral and
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Treatment (SBIRT) programs. SBIRT interventions have been found to be effective in reducing
both the severity of mental health problems and the number of wnnecessary emergency department

visits and hospitalizations (National Council for Community Behavioral Healthcare 2009).
EVIDENCE BASE

There is a considerable evidence base for the effectiveness of SBI for substance abuse in primary care
settings (Trick and Nardini 2006}, as well as for many common problems, including pain, smoking,

panic disorder, generalized anxiety, and depression. (see sample studies in the resources section).
Ty
e

iR G ——

Nonetheless. primary care providers are more likely to screen for depression than for substance abuse.

' ThlS fact may reflect their comfort level in the dlamosnc and treatment process for substance abuse.’

IMPLEMENTATION CONSIDERATIONS

In implementing an -SBI‘fJ‘rogram., resistance may come from medical providers who voice concerns
about SC-IBBI].]‘.I]g for behavioral health conditions in an already time-stretched medical appointment.
" Concerns may also be based on discomfort with the skills needed to infegrate mental health services,
particularly substance abuse services, into the practice. Resistance to screening may occur when
providers are unable to ensure access to behavioral health serviees and/or are unaware of the
loeal behavioral health resources available in the community. Consultation services will need to
be available, but those alone will not be sufficient to meet the needs of the patient. Primary care
providers may be reluctant to contact a psychiatrist with whom they have no prier professional
relationship. Opportunities to build those relafionships, suqh as “meet and greets,” on-site lectures,
or clinical training (on how to get the most out of a consultation and/or staffing for patients with
complex conditions), can serve to increase comfort levels among primary care providers.

Patients identified through SBI as having complex mental health conditions are best treated
o Alents

m specmlty menial health and substance abuse agencies, not the prlmary ‘care set’rmtr "o that the

S ——

n referrmg an coordmatmg care with these specmlty agencies
=%
are positive, there must he sutﬁ(nem capamt i within the community to support an easy transition

prlmary care prowders experlen
and coordination of care of the large variety of patients who are seen within the primary care setting.
FINANCIAL CONSIDERATIONS

To obtain financial viability, practices will need to subatantlaliy increase their ]Jllhng and coding

knowledge. Detailed coding information from the Current Procedural 'Iermmology (CPT) of the

Amerlﬂan Medical Association (AMA} (2009) is contained within the financizl considerations and
resources sections in this report. Otten prowd;rs are not aware of blllmcr opportumtles are

unable to bill for two services on the same day, and hnd relmbursement pohcy rules coniuslnrr For
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TABLE 5: EXAMPLES OF PRACTICE MODEL 2—~MEDICAL-PROVIDED BEHAVIORAL
HEALTH CARE

PROGRAM STATE DESCRIPTION

Child Massachusetts The University of Massachusetts has created a statewide
o e TR

Psychiatry consultation model for pnmary care practices wherehy
Access Project real-time telephone consultanon is avaﬂab]e fmm a thld

psychl.itnst O nurse specmhst The primary care physician

“thay also Tefer the patlent for‘psychlatnc evaluation and

a vase manager, social worker, and psychmfnst provides

\}/assmtance with treatment planning. A team composed of

consultation and training for pnmary care physicians. The

team also helps families to access specialty care and offers
direcl services il the family Is put on a waiting list for

specialty services.

example, Medicare authorizes hrief interventions for aleohol and/or other substance abuse that can
be billed on the same day as E/M (evaluation and management) codes, but providers must know that
a Medicare alpha code {“G” code) should be used for these services rather than the codes created for

and used by private insurance.
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Telephone-based activities, including psychiatric consultations and brief patient follow-up
intmt covered services. However, payment for telephone calls by a
physician to a patient [or coordinating medical management with other health professionals may
be allowable when the calls have an impact an the medical treatment plan (AMA 2009 CPT codes
99371-99373). Only the primary care provider can receive funding for the call. This means
the behavioral health provider has no existing payment mechanism for providing consultations.
Some state Medicaid frograms are exploring the costs and benefits of reimbursing for telephonic

consultation, and some jurisdictions have funded centralized phone consuliations.
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PRACTICE MODEL 3: CO-LOCATION

COLLABORATION CONTINUUM

Collaboration between mental health professionals and primary care providers is likely to be more
effective when the clinicians are eo-located and the location is familiar and nonstigmatizing for
patients. The co-location model uses specialty mental health clinicians who provide services at the

who present to a primary care provider with a medical complaint and are subsequently referred

to a mental health provider may resist the referral becanse it “feels” like therapy. Such resistance
could be due to the lingering stigma associated with needing therapy, and because traditional
counseling approaches are typically used, the interventions “feel” more like specialty care. Also,
when a hehavioral health service is in a separate wing of the primary care site, there are fewer
opportunities for spontaneous contact with physicians, which may decrease patient willingness to
talk to a therapist. While co-location models are not Fully integrated, physicians like them because

specialty mental health services are often difficult to access and having the service on-site is 2

significant step forward (Strosahl 2005). Co-located services do not guarantee integration, but they

are an important first step.

Codocation models usually serve persens with less severe mental illnesses as compared to

specialty mental health settings. For example, persons with schizophrenia often require services
from an Assertive Community Treatment Team (ACTT) or a day rehabilitation program. However,
this practice model is etfective with persons with serious but stable mental illness—providing a

kind of mental health backup. The degree of collaboration varies widely in co-location models.
Opportunities for collaboration increase when there is the timely availability of a behavieral health
specialist to follow up on the primary care referral (Koyanagi 2004).

.%é Positive implications of colocation include earlier identification, greater acceptance of referral,
and improved communication and care coordination. Shared plans of care can also significantly

enhance the quality of care, prevent duplication of services, and reduce risk of adverse events.
EVIDENCE BASE
Delivering specialty mental health in primary care settings produces greater engagement of patients

in mentai health care, which is a prerequisite for better patient outcomes. Emerging literature on

codocated substance abuse treatment and primary care has shown that patients have better outcomes,
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with the greatest improvement for those with poorer health (Craven and Bland 2006). Medical cost offset
may occur when patients use less medical care because they are receiving mental health services. The
reduced physical health care cost offsets the cost of the mental health care (Strosahl and Sobel 1996). And
diagnosis and treatment may significantly improve in colocated models. This is attributed to behavioral

health clinicians taking an active rele in teaching and coaching primary care providers {(Koyanagi 2004).
IMPLEMENTATION CONSIDERATIONS

The initial implementation issues are eentered on the basie logistics of creating a successful
codocation model. The providers will need to address office space, consent forms, maintenance of
separate records, and staff roles and responsihilities in a coldocated site. Behavioral health proyidefs
who work in fifty-minute windows may not be accessible to assist the primary care provider who

is working in a faster paced fifteen-to-thirty-minute environment. When demand quickly exceeds
capacity, both organizations may experienée frustration.

This practice model is primarily a referral-based process with providers working mere closely
and with improved communications. As a general rule, patients must still migrate through a new
organization that could include separate appointment and intske processes. Having the mental
health service on-site will increase the primary care provider’s understanding of the referral process;
however, it may not improve the traditionally high patienf no-show rates seen in mental health

without other support.
FINANCIAL CONSIDERATIONS'

One of the strengths of this model is the physical proximity of providers. Medical providers are
encouraged to introduce the patient to the hehavioral health provider at the time of the medical
appointment. These “warm handoffs” will work to decrease the number of no-shows but are
themselves not billable interactions. Oﬁce both providers have established a treatment relationship
and issues of consent-have been addressed, the -proximity can inerease the exchange of relevant
cliniéal information; however, neither provider will be compensated for such informal consultations.
Each agency will, for financial viability, need to limit and define the scope of uncompensated services
that can be provided.

Patients may have limits on the number or cost of visits within both their physical and
behavioral health benefit packages. In this model, a psychiatrist may use an evaluation and
management (E/M} code under a medical group number. If the payer’s billing system does not
correctly apply the visit, the primary care provider and psychiatrist can find themselves competing

for a limited number of E/M visits under the medical health benefits.

23 Milbank Memorial Fund



TABLE 6: EXAMPLES OF PRACTICE MODEL 3—CO-LOCATION

PROGRAM STATE DESCRIPTION

Armstrong Pennsylvania Armstrong Pediatrics, a large rural primary care practice,

Pediatrics works with the nearby Western Psychiatric Institute and
Clinic in Pittsburgh to provide a range of mental health
services to youth. Children are screened for mental health
problems, and a nurse practitioner'conducts dssessments. A
social worker is available to provide on-site counseling, ar_ld a
psychiatrist is available for psychiatric evaluations and
consulfations. About two-thirds of identified children need
treatment by only the physician or nurse practitioner. About

- 19 percent of identified children receive care from the social
worker or psychiatrist. Only 13 percent of identified children
require referral for specialty mental health care.

{continued)
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TABLE 6 [CONTINUED) .

PROGRAM STATE DESCRIPTION
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PRACTICE MODEL 4: DISEASE MANAGEMENT

- MINIMAL

COLLABORATION CONTINUUM

Psychological stress and disability accompany many chronic illnesses. The disease management {or
| S Y

chronic care} model is an integrated system of interventions to optimize functioning of patients and

to impact the overall cost of the disease burden. The disease management model was developed

?mis practice model emphasizes both the early
identification in primary care of populations that are at risk for costly chrenic disease (for éxample,
depression, diabetes, asthma} and the provision of educational orientation and evidencebased
algorithms (Mauer 2003). Itis estimated that 60 percent of patients with chronic disorders do not
adhere to treatment regimens (Dunbar-Jacob and Mortimer-Stephens 2001}, and this is espeeially true -
for patients who live in poverty or in abusive families—all circumstances that increase the difficulty of
caring for patients with chronie diseases.

- Acare manager provides follow-up care by monitoring the patient’s response and adherenee to
treatment. The care manager also provides education to the patient about his or her disorder and self-
management strategies. Disease management models have an organized approach to assisting lifestyle
modification. Care managers may be nurses or master’slevel social workers. These professionals may
provide brief psychotherapy if needed. Paraprofessionals, such as bachelor’slevel staff and EPNs, may
provide these services as well (following appropriate training).

The disease management model shares many similarities with the colocation model. The
distinetion is that behavioral health interventions vsed in pure codocation medels are typically
specialty mental health interventions that are brought into primary care. The emphasis in coJocation
is using physical proximity to facilitate integration. The disease management model also involves
codocation, but the clinical interventions are typically modilied for the primary care setting.

Another hallmark of the disease management model is the use of a patient registry, for example,
ohe that identifies all patients with chronic pain and depression. Special programming is targeted
for this population and patients are routinely monitored by a care manager to ensure that defined
interventions are completed.

- As noted earlier, the specific implementation of a model can change the level of integration, and
the disease management model in particular seems to roam across levels. Some programs operate
at either a basic level of collaboration (on-site) or at a close level of collaboration (partly integrated),
while others are similar to a close and fully integrated level (such as Practice Model 7, which is

discussed }ater) in which the care manager functions like a consultant/therapist.
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Three major philanthropic-funded initiatives have informed many disease management programs
around the country. In fact, these foundations have been responsible for much of the development of
integrated approaches over the past deca_de and, thus, are the reason that this practice medel may be

. the most prominent at the present time. These initiatives share numerous similarities but also have
unique implementations. Each has excellent websites and curriculom materials, and the IMPACT
program site {funded by the John A. Hartford Foundation} has a particularly impressive Web-based
fraining program. A brief synopsis of each initiative (gleaned from their respective websites) is
outlined below:

L John A. Hartford Foundation Initiative—Improving Mood: Promoting Access to Collaborative
Treatment (IMPACT). This program, developed at the University of Washington, is a depression
management program bhased on a randomized controfled trial with a focus on older adults.

The patient’s primary care physician worlks with a care manager to develop and implement

a treatment plan {medications and/or brief, evidence-based therapy). Thé eare manager and

primary care provider consult with a psychiatrist to change treatment plans if patients do not

improve. The.care manager may be a nurse, social worker, or psychologist and may be supported
by a medical assistant or oﬂler-parapmfessional. The model has recently been exp anded to

include adolescents and the general adult population and to manage énxiety, substance abuse, 7

and other disorders in addition to depreésion. _

2. MacArthur Foundation Initiative on Depréssion and Primary Care. This initiative uses a “Three
Component Model”: a trained physician and practice, a care manager, and a mental health
clinician, using a team-based approach. The care manager conducts regular telephone follow-up
calls to patients and keeps the physician informed about the patient’s progress. A standardized
assessment of depression severity is used. Psychiatric consultation is avail‘a_ble to physiciaﬁs.

3. Robert Wood Johnson Foundation (RWIF) Initiative—Depression in Primary Care: Linking Clinical
and System Strategies. The RWJF program is based on Edward Wagner and his colleagues’
chronic care model and has many similarities to the MacArthur initiative. Additionally,
the project developed strategies to remove financial and structural barriers to integration.
Primary care providers were reimbursed to identify and manage depressed patients. The care
management [unction was funded to support physieians, as was a mental health clinician to

provide consultation,
EVIDENCE BASE

Randomized controlled trials (RCTs) show that disease management models using care managers.
are both clinically effective and cost-effective. Meta-analyses indicate that there is a cost offset of

20 to 40 percent for primary care patients who receive behavioral health services. Notably, fewer
hospitalizations result in significant cost reductions for patients with chronic physical illness and:

those with psychiatric diagnoses (Blount et al. 2007).
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IMPLEMENTATION CONSIDERATIONS

Disease management programs provide an opportunity to begin integrating the screening and

treatmeﬁt or referral for behavioral health conditions. For implementing a disease management

model, the following eonsiderations are noteworthy: 7

e«  When implementing deprés_sion screening, providers need to understand that the depression
algorithm is very aggressive over the first twelve weeks. The care manager/therapist providing
the service will need to be able to respond quickly to the veferral and work in an integrated
fashion to support the primary care provider in the implementation of that algorithm.

+  Provider engagement and buy-in are essential, especially with the implementation of new clinical
guidelines for mental health conditions.” A

»  Practices.engaged in disease management programs generally maintain a registry or database to

- enable the identification of patients and the management of their disease. These systems néed to

be able to support information and data for behavioral health processes as well. A comprehensive
disease management model should focus beyond single disease states of either physical or
behavioral health. A first step in that process would be to integrate behavioral health into the

existing medical disease management processes.
FINANCIAEL CONSIDERATIONS

Medical disease management programs that incorporate new behavioral health screenings and clinical
pathways will require some additional resources. Options at the state level to provide needed funding
might inelude the foiloWing: 7

«  Expanding an existing medical home or primary care case management (PCCM) program to
include patients with mental health and substance abuse disorders. '

»  Expanding the role and funding for existing disease management programs. If providers are
reimbursed on a fee-for-service basis, then consider that t}fé following key disease management
activities are generally not reimbursed:

»  psychiatric consultations
v outbound phone monitoring
» coordination of care across the continuum

«  Reimbursing telephone-based interventions. Telephonic evaluation and management services
can be reimbursed when meeting certain guidelines—when provided by a physician {AMA 2009
CPT codes 99441-99443) or when provided by a qualified non-physician health care professional
(AMA 2009 CPT codes 98966-98968). '

As primary care providers adopt clinical pathways that are common within disease management
programs, the parity issue will be highlighted and begin to have a direct negative impact on their

reimbursement. Primary care providers who provide medical visits with mental health/substance
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abuse codes listed as the chief diagnosis may discover that the visit has a significantly higher patient
co-payment or may not be reimbursed at all. By 2014, the Medicare Improvements for Patients and
Providers Act (MIPPA} will requuire parity with co-payments. However, at the time this report is being
written, a publication by the Centers for Medicare and Medicaid Services, titled Medicare and Your
Mental Health Benefits (2007), states that approximately a 50 percent reduction in reimbursement

applies to outpatient treatment of a mental health condition.

TABLE 7: EXAMPLES OF PRACTICE MODEL 4—DISEASE MANAGEMENT

PROGRAM . STATE DESCRIPTION

Aetna Nationwide  The Aetna Insurance Company is using a care management

model with persons with co-morbid conditions. Early
sereening is used, and telephone psychiatric consultation is
available to primary care physicians. Care managers -
monitor patients by telephone and refer patients to

behavioral health services as needed.
{continuerd)

29 Milbank Memorial Fund



TABLE 7 {CONTINUED)

PROGRAM STATE DESCRIPTION

Inter- Utah and Intermounntain Healtheare is a nonprofit system that ineludes
mouniain Idaho outpatient clinics, hospitals, and health plans. Its Mental
Healthcare Health Integration project began with the RWJF depression

initiative and has been expanded to include a focus on
evidence-based treatment algorithms. The prograiﬁ serves
both children and adults. After a comprehensive assessment,
patients are assigned to low care, which is rﬂanage_d by a
physician with support from a care manager, or moderate
care, which includes the entire team (mental health elinician
and psychiatric consultant). High-need patients are referred 7
to specialty care—with tools to facilitate cornmunication and

follow-up with the mentél health agency.
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PRACTICE MODEL 5: REVERSE CQ-LOCATION

MINIMAL -

VCOLLABORAT!O-N CONTINUUM

Typically, integration is considered from the perspective of integrating behavioral health care into
primary care {Pincus 2004). However, the reversed approach is also possible. The reverse co-location
model seeks to improve health care for persons with severe and persistent mental iliness. Persons
with serious mental illness have high levels of medical co-morbidity compared to the general
population, as well as inereased risk for diabetes, obesity, and high cholesterol due to the use of some
second-generation antipsychotic medications. Physical health care should be an essential service
for persons with serious mental illness. In the reverse colocation model, a primary care provider
(physician, physician’s assistant, nurse practitioner, or nurse) may be outstationed part- or full-
time in a psychiatric specialty setting to monitor the physical health of patients. Typical settings
are rehabilitation or day treatment programs, though services may also be viable in an outpatient
mental health clinie program. One variation of the model gives psychiatrists in mental health settings
additional medical training to monitor and treat common physical problems (Mauer and Druss 2007).
‘When a primary care provider is onsite at a facility that treats the severe and persistent mentally ill,
more time is available to address complex medical issues. Be_cau_se they work in physical proximity, primary
care providers and behavioral health professionals develop strong collaborative relationships. The ?ri.mary
care provider gains important experienée with serious mental illness and may develop a keen abdlity to sort
out physical and behavioral symptoms. Finally, having primary care appointments arid behavioral health:
appdiﬁf_ment's on the same day in the same facility helps patients comply with treatment (Koyanagi 2004},

EVIDENCE BASE

Studies of reverse co-location models are still in their infancy but have demonstrated the model’s
cbnsiderable potential to reduce lifestyle risk factors (Mauer and Druss 2007). For example, the
Massachusetts reverse colocation madel deseribed in table § lowered emergency room {ER) visits by
42 percent and dramatically increased screenings for hypertension and diabetes (Boardman 2006).
ITMPLEMENTATION CONSIDERATIONS

When a primary care provider is placed on-site at a mental health agency, some of the

implementation issues for reverse eo-location will be similar to those of colocation. Providers will
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have to address the issues regarding space, consents of treatment, maintenanee of medical records,
and referral processes. o

Mental health agencies tradittonally have case managers whose responsibilities include working
with patiehts on developing plans of care. This service has the potential to be an important resource
for ineorporating préventive and primary care treatment goals. Mental health case managers will,
however, need to build skills with regard to medical conditions. They can play a key role in assisting
patients in dev'eloping self-management goals, managing chrdnic conditions, and promoting wellness
by supporting tobacco cessation, nutrition, and exercise.

As with co-location, there are cultural, medical, and mental health terminology and disease
states that will require additional orientation and training for providers and staffs. However, the
core of their work remains relatively unchanged with both groups continuing to practice their
respective disciplines. If the practice chooses to employ a nurse experienced in primary care,
thei'e_ exists an opportunity for nursing notes with key medical infermation to be pfovided to the
psychiatrist prior to the appointment, thus exhancing the psychiatrist’s ability to address a medical

concern such as hypertension.
FINANCIAL CONSIDERATIONS

- As with the disease management model, much will depend on the level of integration. Cherokee
Health Systems, a community mental health agency located in Tennessee, sought erédentialing

to become a licensed medical provider. It is possible that mental health ageneies may experience
difficulty in locating primary care providers, parti.cularly for uninsured and Medicaid patients with
multiple comorhid conditions. 7 ) _

Frequently, no payment exists for consultation between providers. Codes for the administration
and interpretation of health risk assessments are generally not funded. State and private _payers
often have different policies and codes based on the specialty type of the provider. Mental heaith
agencies may be unable to gain access to E/M codes to bill for medical visits. These codes cover an
office or other outpatient visit for the evaluation and management of a new patient (99201-99205)
or an established patient (AMA 2009 CPT codes 99211-09215). Payment is linked to the American
Medical Association’s CPT codes, which reflect the complexity of the visit and are used to establish

reimbursement rates.
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TABLE 8: EXAMPLES OF PRACTICE MODEL 5—REVERSE CO-LGCATION

PROGRAM

STATE

DESCRIPTION

Horizon
Health

Services

New York

Horizon Health Services is a provider of comprehensive
substance dependence and mental health services in Buffalo.
Three of Horizon’s sites have medical units, where patients
are offered an appointment if they do not have a primary
care physician. The medical staff includes a family physician,

registered murse, nurse practitioner, LPNs, and HIV counselors.
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PRACTICE MODEL &: UNIFIED PRIMARY CARE AND
BEHAVIORAL HEALTH

COLLABORATION CONTINUUM

Another approach that targets persons with serious mental illness is the unified primary care and
behavioral health model, in which psychiatric services are part of a larger primary care practice.
The hallmark of the model is the integration of clinical services combined with the integration
of administration and financing. Integration is an organization-wide effort. At the clinical level,
primary care and hehavioral health staff interact regularly and typically have an integrated medical
record and single treatment plan. ‘ 7
This model has been implemented in some federally qualified health centers (FQHCs) and
Veterans Health Administration outpatient programs. The model typically offers full-service
primary care and full-service psychiatric care in one place. Patients require outside referral only
when intensive specialty mental health services are needed (for example, an Assertive Community
Treatment Team—ACTT—which makes regular home visits to patients). Unified programs usually
serve a broader pnpulation__ of patients with mental health néeds, not only patients with severe mental

illnesses, as s the case in reverse co-location programs.
EVIDENCE BASE

There are few RCT studies of this model. Using an RCT, Druss and colleagues (2001} studied the
impact of taking primary care into a VHA mental health clinic. Outcomes were positive: patients
were less hikely to have ER visits, reported better physical health status, and were less likely to report a

problem with continuity of care.
IMPLEMENTATION CONSIDERATIONS

Integrating full-service mental health in the primary care sefting has a multitude of implementation
considerations. A substantial number of care processes will need to be designed or redesigned, in such
areas as credentialing, paneling, funding sources for uninsured, coding/billing, pohcy reqmrements
IT systems, education, after-hours coverage, supervision, and liability.

If a community mental health agency is the primary mental health provider, it may choose to
go through the credentialing process to become a licensed medical provider, a5 was the case with

Cherokee Health Systems. In the event a mental health agency retains its mental health focus but

Milbank Memortal Fund 34



wishes to integrate components of physical health, it will have many of the same barriers as the
primary care provider in securing reimbursement from carriers for mental health sexvices. When
mental health services are carved out from medical benefits, the lack of parity results in lower
payments, tighter limits, and higher co-payments.

Mission and vision statements will need to be addressed along with issues of governance. Agencies
will have to become credentialed, and the providers will need to be paneled for medical and mental
health services. Office systems, i.ncludilng medical records and billing systenis, will need to be
able to accommodate both disciplines. Careful consideration and clear guidance about roles and
responsibilities for all members of the team will be needed. New laws and standards of ethics will apply.

Policy barriers include confidentiality as it pertains to state laws and fede-ral substance abuse
standards and how these imlicies are interpreted. Mental health agencies have along and ingrained.
culture of requiring patient consent. Issues and concerns arise not only when care is coordinated
across the continuum but also within the integrated agency. The tendencies to secure separate
consents and t0 maintain separate medical records clearly have implications for all models and
remain barriers to effective integration. Confidentiality must be carefully balanced with the need
to provide services in a way that does not separate and stigmatize mental health and substance
abuse conditions. Most providers do not have the staff or infrastructure to maintain and eoordinate

multiple consents.
FINANCIAL CONSIDERAT[ONS

~ Unlike prior models where the primary finaneial barriers are the lack of codes or alternative payment
méﬂlodologies, the financial barriers in this model incorporate much larger system issues. “This
model will need to support a behavioral health team that is employed by the primary care'site. -

Many private carriers have closed provider panels, or providers experience difficulty accessing
the existing panels. The impact of the lack of parity carries over into the medical setting. Public
and private carriers have wide vartations in mental health and substance abuse covérage, codes,
co-payments, and prior authorization requirements. Carriers may prevent therapy codes from being
billed on the saxﬂé day as an E/M codt_:. Medicare, for example, does not allow the majority of the
therapy codes to be billed on the same day.

In part due to federal Early Periodic Screening, Diagnosis, and Treatment (EPSDT) requirements
in Medicaid, the age of the recipient may result in significanlly different coverage for a child compared
to an adult patient. In some states, a signilicant co-payment for mental health services also applies to
the most valnerable dually eligible population (those eligible for both Medicaid and Medicare). Such
variability Eegds to signiﬁcaht confusion for the patients, providers, coders, and administrators.

Claims processing systems may present additional challenges, as edits developed for mental
health services conflict with the edits for physical health services. The location of the service may also

impact the payment ameount,
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TABLE 9: EXAMPLES OF PRACTICE MODEL 6—UNIFIED PRIMARY CARE AND
BEHAVIOGRAL HEALTH .

PROGRAM STATE DESCRIPTION
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TABLE 9 (CONTINUED)

PROGRAM STATE DESCRIPTION

Community  Connecticut . Community Health Center, Inc., is a multi-site FQHC with

Health Center, four sites providing colocated primary ¢are and behaviorat

Ine. health services, which are embedded into the center’s
operational framework. The interdisciplinary team shares
work space and meets daily for a “morning huddle;"_to review
patient treatment plans. All patients are screened using the
PHQ-9. The “warm handoff,” in which the physician directly
imtroduces the patient to the behavioral health clinician in
the exam room, is used to transition patients [rom primary

care staff to behavioral health clinicians.
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PRACTICE MODEL 7: PRIMARY CARE

BEHAVIORAL HEALTH

| MINIMAL .

COLLABORATION CONTINUUM

fn this fully integrated model, behavioral health is a routine part of the medical care. Strosahl
(1998) notes that a patient is just as likely to see a behavioral health clinician as 4 nurse during a
routine office visit in this model. The behavioral health clinician is part of the primary care team,
not part of specialty mental health. The patient’s primary care physieian is the principal “provider”
in the model. The behavioral health clinician does not take over responsibility for treating the
.patient, but rather temporarily co-manages the patient with the physician, who makes the initial
referral. '

Strosahl (2001} is adamant that integrating behavioral health care in the primary care system
cannot involve simply taking specialty mental health approaches.a_nd dropping them into primary
care. He says that the sheer volume of hehavioral health needs would quickly outstrip the capaci-ty
of traditional mental health approaf;hes. The answer 15 to convert evidence-based knowlédge into
condensed “bite-size” interventions with a psyého—educational format, with emphasis on skill
building and home-based practice (Strosahl 2005). '

A hallmark of the primary care behavioral health model is its foeus on an epidemiological,
pﬁblic health view of service delivery. In specialty behavioral health care, the focus is on the
individual. In population-based care, the entire primary care population is the target. The goal is
not just to address the needs of sick patients but also to target those who may be at risk or whb are
sick and do not seek care (Strosahl 1997). The primary care behavioral health model uses a “wide-
net” approach aimed at serving thé entire primary care population with emphasis on brief, focused
interventions. {Some unified programs, such as FQHCs, share this perspective.)

According to Strosahl (2005), the goal of the brief intervention is to educate patients about
their condi;cion and to discuss different types of sell-management strategies that patients can
implement in their daily environments. The aim is to get patients doing something different.
Strosalil says that a patient’s problem is not causing the dysfunction, but rather the solutions being
used to solve the problem cause the dysfunction. '

Strosahl (2005, p. 36) notes that “to routinely accomplish fifteen-to-thirty-minute sessions, the
behavioral health provider must reduce the emphasis on rapport building, eliminate unneeded,
time-consuming assessments, limit the problem focus, and stick with functional interventions.”
Strosahl says that the standard of care for primary care behavioral health should not be defined by

the practice of specialty mental health care. Just as a primary care provider who treats a patient for -
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heart disease is not expected to practice the standard of care of a cardiologist, practice standards for
primary care behavioral health skould be derived from primary care.

Interestingly, according to Robinson (2005), primary care patients will tolerate only about
three hours of “treatment™ over a three-month period for conditions like depression. For example,
a cognitive behavioral approach to panic disorder can be done in three to four brief contacts, when
supported with educational materials, home practice, and telephone follow-up. Clearly, this is an
effective approach to reach the large percentage of patients who will not follow through with a
referral for traditional mental health counseling.

Key features of the primary care behavioral health model include “warm handoffs” in which
the physician introduces the behavioral health clinician directly to the patient and “curbside”
consultations in which the physician and behavioral health clinician have frequent informal
interactions to discuss patients. Service deIivery consists of multiple formats: patient education,

case management, telephone monitoring, and skill coaching,
EVIDENCE BASE

The primary care behavioral health model has not yet been systematically evaluated. While brief
interventions are not unique to this model, the research literature on brief intervention is increasing
and highly encouraging. For example, meeting with a counselor just once at the time of a routine
doctor visit and receiving a follow-up telephone call can motivate abusers of cocaine and heroin to
reduce their drug use (Bernstein et al. 2005). Brief interventions have been found to be effective with
depression, generalized anxiety disorder, smoking and snuff cessation, pain, pani¢ disorder, alcohol
abuse, and childhood conduet. (See the resources section for a list of studies on brief interventions in

primary care.)
IMPLEMENTATION CONSIDERATIONS

The greatest challenge for this model is the need for a complete redesign of the role of behavioral

. health within primary care. The learning curve for existing behavioral health providers who wish to
work in this fully integrated setting should not be underestimated. The new model of eare will require
a commitment to significant change. Change is built around developing ihe knowledge and skills to
effectively implement validated screering tools, motivational interviewing, self-management, focused
brief interventions/therapy, consultations, chronic disease models, clinical algorithms, disease
management processes, medications, substance abuse sereenings and interventions, recovery models,
and eultural competencies. The therapist who has practiced in a highly stractured fifty-minute
appointment schedule will find a much faster paced environment in the primary care setting where
practitioners work in [ifteen-to-thirty-minute increments with frequent interruptions, consultations,

and handoffs. The primary care provider will need to implement new clinical pathways requiring
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active engagement in the treatment of mental health and substance abuse. Care that is provided
through a team-based approach with shared responsibilities for outcomes will be a sigmificant shift.

The existing system will be the default system, unless work is done to aggressively remove any
barriers for the provision of new services. The resources section includes a recommended list of
" websites that contain detailed information with regards to staff roles and responsibilities, quality
measures, evidence-based practices, tools for i_mplémentation, and provider cultural competency.

Educational training programs will be ke}rr in providing a properly trained behavioral health
provider workforce that can meet the demands the new integrated model will require. At the National
Naval Medical Center in Bethesda, Maryland, psychology interns are heing trained to do the following
tasks: start an integrated service; provide secondary prevention, population health intervention, and
chronie care assessment; and manage acute assessments and interventiéns for general mental health .
and substance use {for B}a{alnplé7 am{iéty and depression and alcohol and prescription medication
problems) and for problems falling in the health psychology domain (fdr éxample, diabetes;
cardiovascular disease, and chronie pain conditions) (Weaver 2008).

This practice model should not require the behavioral health provider to complete the extensive
paperwork generally required for targeted populations receiving ongoing complex services. The time
to complete the paperwork sirould not be loriger than the tinte to provide the brief intervention.

National and state codes of ethics that were previously developed in the specialty mental health
setting may conflict with the integrated model. Issues around informed consent, brief interventions
* ahsent a comprehensive psychiatric diagnostic interview examination, shz;u‘ing of medieal records, and -
scope of practice with regards to medication monitoring may need to be discussed in the context of
integrated care. ' ’

As this model focuses on brief fnterventions for a large number of patients, practices will have to
build the infrastructure and develop the relationships needed to transfer and aceept patients across

the continuum of care.
FINANC!AI..CONSIDERA_TIONS

This model lays out a new vision for the role of the behavioral health provider that involves
significant integration into a practice. This paradigm shift changes the focus from traditienal mental
health services to behavioral health being a key component of a medieal appointment.

H a practice wants to use its behavioral health staff to provide secondary prevention, population
health intervention, and chronie care assessment to treat conditions falling in the health psychology
domain, the practice must have access to the new health and behavior assessment/intervention codes
(AMA 2009 CPT codes 96150-96155). These codes have been ereated specifically for this purpose
and are hilled under the medical diagnosis. However, access is not suificient. If these codes are to be
viable dt the practice level, the [ollowing considerations need to be taken into account when creating-

billable services:
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which disciplines will be authorized to use the codes in light of worklorce demands
how reimbursement policies will support patients being seen by more than one provider on the
same day

how many brief intervention visits are needed when and if annual limits are set based on codes/visits

TABLE 10: EXAMPLES Oi‘ PRACTICE MODEL 7—PRIMARY CARE
BEHAVIORAL HEALTH

PROGRAM STATE DESCRIPTION

Buncombe  North This practice provides 85 percent of the safetynet care for
County Carolina low-income county residents, It is staffed by twelve
Health Center ) physicians, physician assistants, and nurse practitioners,

with three full-time colocated behavioral health clinicians.
Clinicians work side by side with physicians. While a typical
physician may see fifteen patients a day, a typical behavioral
health clinician will see about ten patienfs. Behavioral
health clinicians work out of medical examination rooms.
One “behaviorist” is always on-call and available to
immediately triage patients. The physicians and clinicians
use the same waiting room and the same medical record.
The behavioral health clinician makes specific, evidence-
based recommendations to the physicién. Prompt feedback
is given to the physician either verbally or in a chart note.
The behavioral health clinician is a member of the primary
care team dnd is viewed more as a primary care provider

thanasa épecial!.y mental health therapist.
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PRACTICE MODEL 8: COLLABORATIVE SYSTEM
OF CARE

COLLABORATICN CONTINUUM

The eighth and final model is referred to as a collaboragive aystem. of care and may be partly or fully
integrated depending on degree of collaboration, It is a hybrid model but is recognized by its use
of an integrated model with a collaborative system of services wrapped around the core model—a
system of care. The concept of a system of care has been widely used in the child mental health arena
(Stroul and Blau 2008). '

The collaborative system of care model has particalar promise for serving the Quadrant Il
and Quadrant IV population—those patients with high mental health needs and those who require
more specialized mental health serviees than primary care can realistically offer. I the éeparate
specialty mental health services are seamlessly woven together with the primary care services, a
highly integrated model can be achieved. The examples in table 11 illustrate how this model can be

accom};lished to serve two high-need {and high-risk) populations, adolescents and the homeless.
EVIDENCE BASE

The distinctive nature of this model means evaluations are highly_ variable, and it is difficult to draw
definitive conelusions. For example, in the Rebuilding Lives program {see table 11), outcomes were
impressive. Large numbers of clients obtained entitlements, aceessed sustained housing, improved
their community functioning, and experienced a two-thirds reduction in arrests (Edwards, Garcia, and

-Smith 2007). Oiher programs did not consistently demonstrate positive results.
IMPLEMENTATION CONSIDERATIONS

This model seeks to develdp individualized plans of care for high-risk patients across multiple service
agencies. The range of medical, mental health, substance abuse, and social agencies providing
services to high-risk patients can be extensive. Therefore, in order to sustain this type of model, it
will be important to engage additional partners, such as housing, education, employment, justice,
and welfare organizations. This effort will need to include securing the bxiyuin and implementing the

policy changes required to distribute financing across an array of funders.
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FINANCIAL CONSIDERATIONS

As outlined in prior models, all of the funding considerations regarding service coordination, agency
integration, policy, and confidentiality will play into this model, but the degree of difficulty will
incrementally increase with each new partnership. Accomplishing the vision of a single plan of care
will require significant financial flexibility from fede‘ral, state, and local funders.

Both the Technical Assistance Partnership for Child and Family Mental Health and the Judge
David L. Bazelon Center for Mental Health Law have developed tools to assist jurisdictions in building

sustainable systems of care. Links to these tools are provided in the resources section of this report.

TABLE 11: EXAMPLES OF PRACTICE MODEL 8—COLLABORATIVE SYSTEM.OF CARE

PROGRAM STATE- PESCRIPTION

Rebuilding  Ohio Rebuilding Lives is a collaborative of behavioral hea]th,
Lives PACT , jrimary care, housing, and other supports to serve the
Team ' - homeless pepulation in Columbus. The core model is care
Initiative ' " coordination provided by an FQHC, which delivers

comprehensive medical services. Partner agencies provide
supportive housing (using the “housing first” philosophy) and
an array of mental health and substance dependence services.
An Assertive Community Treatment Team, using Integrated
Dual Disorder Treatment, is a key sexvice. The integrated

service system functions in a highly coordinated fashion.
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CONSIDERATIONS FOR CHOOSING A MOPDEL

There are many considerations for policymakers, planners, and providers of physical and behavioral

héalth care in determining the best model of practice. Peek (2005) has identified some initial

reasons for and goals in choosing an integration model:

lessen the stigﬁla of accessing mental health care

improve use of physician time and appointment availability

implement in-house alternatives to outside mental health referrals

increase successful mental health referrals to elinicians whom primary care providers actually know
gain quick access to mental health emergency and crisis help during the clinic day

integrate a liaison for timely referral for and ¢oordination of specialty mental illness treatment
for serious cases

help with psychosocially complex and chronie cases

implement on-site “curbside™ consultation to help physicians treat ordinairy mental health
conditions in the practice . _

help patients with chronic illness manage their disease (for example, diabetes, asthma)
identify patients with depression who are elderly and/or have other chronic medical conditions
help [ront-desk and other clinic staff regarding patienf.s with challenging behaviors

help getting patients ready for chemical dependency care

Similarly, integrated care initiatives must be designed around particular community-level and

statewide considerations. There will not be one single type of approach for all communities. That’s

because each community differs in its needs, resources, and practice patterns, and these variables

will influence the model that is the best fit.

Mauer and Druss (2007) have outlined several key issues to be considered by policymakers and

other planners. Those considerations are as follows:

-

Array of and capacity of services in the community. What services are available, and is there access
io sufficient amounts of the services that are needed?

Trained workforce. Do current behavioral health providers and primary care staff have the right
skills to deliver planned services on-site? Pre-service and/or in-service training of primary
care workers on mental health issues and of behavioral health providers on physical health
issues are essential prerequisites for mental health integration. Collaborative or shared care
madels in which joint consultation and intervention are held between primary care workers
and mental health specialists are an especially promising way of providing ongoing training

and support.

- Organizational support in providing services. Do managers provide encouragement and suppert

lor collaborative activities, and what 1s the impact' on operations, documentation, billing, and
risk mimagemen_t? )
Reimbursement factors. Do payers support collaborative care and make it easy or difficult for the

behavioral health care providers and primary care providers to work together?
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«  The population that is targeted for services. Is the focus on older adults, adults, children, ethnic
populations, the privately insured, the publicly insured, the uninsured?
- Consumer preferences. Are patients more likely to accept care in primary care or specialty

behavioral health settings?

Table 12 provides a summary of the collaborative approaches and practice models discussed
in this report. Because the boundaries among models are diffuse, this summary is useﬁll’
only to comprehend hread concepts and will not apply with exactﬁess to many idiosyncratic
implementations of collaborative care. For those interested in more program/model descriptions, an
excellent source is the winter 2009 issue of the National Council Magazine by the National Council

[or Community Beliavioral Health'ca_re,

45 Milbank Memorial Fund



TABLE 12: SUMMARY OF PRIMARY CARE—BEHAVIORAL HEALTH INTEGRATION MODELS

COORDINATED

Level of Integration

CO-LOCATED

Minimal collaboration—
mental bealth providers
and primary care
providers work in

separate facilities, have

separate systems, and
communicate
sporadicadly

Basie collaboration at a
distauce—pmviders have
separate systems at
separate sites but now
eﬁ_gage in periodic
communication about
shared patients

Basic collaberation
on-site—mental health
and primary care
professionals have
separate systems but
share the same facility,
allowing for more
communication

Close collaboration in a
partly integrated system—
mental health profession-
als and primary care pro-
viders share the same

facility and have some sys-

tems in common, such as
scheduling appointments
or medical records; physi-
cal proximity allows for
regular face-to-face com-
munication among behav-
ioral health and physical
health providers
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Close collaboration in a partly
integrated systern—mental
health professionals and
primary care providers share the
same facility and have some
systems in common, such as
scheduling appointments or
medical records; physical
proximity allows for regular
face-toface communication
among behavioral health and
physical health providers

Close collaboration in a fully
integrated system—the
behavioral health provider
and primary care provider are
part of the same team

INTEGRATED

Close collaboration in a fully Close collaboration—the

integrated system—the specialty mental health services

behavioral health provider are integrated with the primary

and primary care provider are = care services; may be partly or

part of the same team fully integrated depending on
degree of collaboration
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TABRLE 12 (CONTINUED)

Populations Best
Served

COORDINATED

e Quadrants I and 11 .

{Low behavioral health
needs)

« Applicable to all ages .

Quadranis I and I1
{Low behavioral health
needs)

Applicable to all ages

CO-LOCATED

“among provider
~generally nota
“fun i

« Quadrants I-II1

Quadrants [-TI1

(Low and high {Low and high
behavioral behavioral

health needs) health needs)
Applicable to all ages  « Applicable to all ages
with adaptations with adaptations
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INTEGRATED

» Quadrants i and IV e Quadrants -1V e Quadranis I-IV = Quadrants Il and TV

* (High behavioral health needs) {Low and high hehavioral {Low and high behavioral - {(High behavioral health needs)
« Applicable to all ages with health needs, especially health needs, especially + Applicable to all ages with
adaptations patients with both high patients with both high adaptations
behavioral and high physical behavioral and high physical
health needs) health needs)
» ‘Applicable to all ages with s Applicable to all ages with

adaptations ) adaptations -
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TABLE 12 [CONTINUED)

COORDINATED CO-LOCATED

Economic Qutcomes* |+ May generate savings  « May generate savings |+ Generates savings' ~ « Generates savings
because of more cost- because of more cost- because of leveraging because of leveraging
effective treatment effeciive treatment » Generates savings + Generates savings

+ Cost-offset savings + Cost-offset savings because of because of cost-
possible . possible costeffectiveness effectiveness
. May generate. cost- « May generate cost-
offset savings offset savings

‘Whiy Choose This « When reimbursement « When reimbursement | When provider, either o« When provider, either
Model? structure does not structure does not through billing or through hilling or
support behavioral support behavioral partnership, is able partnership, is able
health in primary care health in primary care fo sustain a more to sustain a more
or primary care in OF primary care in integrated model integrated model
specialty mental health specialty mental health between primary care between primary care
and specialty mental and specialty mental
health health

*Costeffectiveness: savings accrued by more effectively treating the physical problem because behavioral health is addressed or by treating behaviora health
issues that otherwise might not be addressed. For example, cost-ellectiveness is achieved when patienis whe receive counseling for substance use show marked

improvement with their medical conditions.
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+ Generates savings because
of leveraging

Generates savings because
of cost-effectiveness

May generate cost-offset
savings’

+ Generates savmgs he(‘au%e

of costefféctiveness

» Generates savings because -

of leveraging

» Greatest potential for

substantial cost-offset savings

When provider, either
through Lilling or partnership,
is able to sustain a more
integrated model hetween
primary care and specialty
mental health

When per member per month
{PMPM)} or capitation
financing sys'tems are
available

When a provider can dccess
the codes necessary to fund all
of the key elements in a fully
integrated model

INTEGRATED

Generates savings becanse of

" cost-effectiveness

Generates savings because of
1everaging

Greatest potential for
substantial cost-offset savings

Bra me'Model 8:

Generates savings because
of leveraging

Generates savings because
of costeffectiveness

May generate cost-offset
savings

When per member per month « When provider, either
{PMPM) or capitation
finaneing systems are
available

When a provider can access
the codes necessary to fund all
of the key elements in a [ully

through billing or partnership,
is able to sustain a more
integrated model between
primary care and specialty
mental health

integrated model

Leveragmg savings acerued by frecing up physician time when behavioral health stalf pick up some responsibilities for the patient. For example, leveraging

oceurs when a primary care physician’s time can be Ireed up when patients with psychosueially complex needs ean aceess behavieral healih services.

Cast offset: savings accrued by preventing additional health care costs, such as ER visits, hospitalizations, and high utilization. For exainple, costoflset savings

results with the reduction in the duplication of screenings and unnecessary services, such as an MR1 lor a headache.
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INCREMENTAL STEPS IN A CHALLENGING

FISCAL ENVIRONMENT

In the current ﬁscél envitonment, local and state governments are [acing unprecedented Ludgetary
pressures and fiscal constraints. It is more likely that jl.lrisdictions may stage their pathway toward
a close and fully integrated system. A tiéred approach, albeit longer, may provide policymakers and
other planners with an opportunity to obtain (and ensure) forward momentum. Table 13 provides
an outline as to how a jurisdiction may take incremental steps in a challenging fiscal environment.
Understandably, it would be beneficial to consider addressing the first tier hefore moving forward as

these activities seek to reveal and maximize ekisting resources.

TABLE 13: INCREMENTAL STEPS FOR INTEGRATING CARE

TIER ACTIVITIES DESIRED OUTCOME({S}/ACTION(S)

Perform a comprehensive statewide — The Federal Partoers Primary Care/
environmental assessment that goes  Mental Health Integration

beyond departments. Include many ~ Workgroup undertook a
perspectives such as provider and comprehensive review of federal
payer types. agencies that included cataloging

funding initiatives (Weaver 2008).

“An éxample: Medicaid EPSDT
requirements (Title XIX} mandate
comprehensive and preventive child
health programs for individuals under
the age of twenty-one. Preventive
care services to identify physical and
mental conditions must be provided
during the beneficiaries’ well-child
visits. States also must provide other
necessary health care, diagnoses
services, (reatment, and other

(continued)
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TABLE 13 (CONTINUED])

TIER ACTIVITIES DESIRED QUTCOME(S)}/ACTION(S] _

measures to correct or ameliorate
defects as well as treat physical and

mental illnesses and conditions

discovered by the screening services
(U.5. Department of Health and
Human Services 2008},

Conduct a comprehensive review of " An example: the State of Wisconsin

laws that prevent communication  Act 108 removed state-imposed barri-
and exchange of pertingnthealth  * ers to the exchange of information
information and seek to remove {State of Wisconsin Department of
those barriers. * Health and Family Services 2007},

e s

. and meaningful use definitions.
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TABLE 13 (CONTINUED)

TIER ACTIVITIES

Realign current workforce
infrastructure to support evidence-
hased integrated care. Existing
resources can be leveraged across

systems.

DESIRED OUTCOME(S}/ACTION(S)

Expansion of mental health case
managers’ roles to improve patient
access to preventive primary care
services. Expansion of disease
management programs to

incorporate behavioral health

screenings and clinical pathways.

Initial Develop medical home initiatives.
Investment Increasing health care reform

of discussions appear to support a
Resources  medical home or primary care case

management (PCCM) model.
Generally, these models must
demonstrate budget neutrality. For
example, in the Community Care of
North Carolina program, hundreds
of millions of dollars have been saved
by managing the highest-cost and
highestrisk recipients through a
population management strategy
(North Carolina Foundation for
Advanced Health Programs 2008).

Primary care provider taking a
heightened responsibility for patient
centered care, of which integrating

bhehavioral health could be a key

component.

Expanded definitions of care
coordination, disease management,
and care management fo incorparate

both physical and behavioral health,

(continued)
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TABLE 13 (CONTINUED]}

TIER ACTIVITIES

Work with academic and other
training centers and national
associations to create opportunities
to increase knowledge and skill sets

across disciplines.

DESIRED OUTCOME(S)/ACTION(S)

Expansion of the number of providers
that can support their patients” .
physical and behavioral health needs
with evidence-based services.

Training of residents and new
behavioral health providers in using

tools designed for implementation in

an integrated setting,

- (eontinued)
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TABLE 13 {CONTINUED)

TIER ACTIVITIES

Ensure that primary care providers
have access Lo timely, quality
specialty mental health and
substance abuse services so that

patients can be moved up on the

coniinuum of care as appropriate.

DESIRED QUTCOME{S5)/ACTION(S}

Primary care providers having timely
access to psychiatric consultations
via phone consultation, tele-

medicine, or referral (on- or off-site).
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RECOMMENDA‘I‘IONS FOR HEAI.TH € RE DEI.I ERY

STEM REDESIGN T

As policymakers, planners, and providers of physical and behavioral health care proceed with the
steps to integrating primary care and behavioral health care, it is important to secure the buy-in of
other key stakeholders in the community in order to truly redesign the health care delivery system.
Policymakers can have the best vision; however, gaining traction throughout the medical community
requires a multipayer and muliistakeholder approach. Listed below are recommendations to
consider whether planning, designing, or amplemenung a health care delivery system redesign that

supports infegr ated care.

PLANNING

Increase public-private partnerships by involving major players in the development of a

and private payers, educational institutions, consumers, and prowder representatives and

\ shared vision. These include key governmental leadership, professional societies, major public
!
i
gmdmduals who understand complex reimbursement structures. Members of the business

i

community and phxlanthraplc organizations are often overlooked as Important participants in

this effort; their input and support should be obtained.

Realize that jurisdictions will vary greatly i in how their public programs are administered. In

the event that public sector programs have contracted with commercial HMOs/MCOs, the state
will need to drive contract negotiations to ensure ¢uality standards. The National Committee for
Quality Assurance (NCQA} has developed MCO accreditation standards for quality management
and improvement with regards to hehavioral health. The NCQA accreditation process for
Medicaid health plans, though minimal, has components related to behavioral health (Natmn.xl
Committee for Quality Assurance 2007). .

Consider a neutral entity to create a strategic plan for how primary and behavioral health care

~ systems are integrated. For example, the Institute for Clinical Systems [mprovement worked

. in Minnesota with medical groups, major health plans, the Department of Human Services,

employer groups, and patients to create a process to fund care management and psychiatric

consudtation services via a bundled case rate {20084, 2008b).

DESIGNING

Investigate the National Council for Community Behavioral Healthcare (NCCBH), which
has several tools that have been developed to assist jurisdictions in the planning and
implementation stage. Its State Assessment of BH/PCP Integration Environment contains a
comprehensive cheeklist for states (Mauer 2004).

Enc st int financial data for th se of analysis wi d
neourage payers to run integrated financia ai_g_l;__ekpurpose of analysis with regards

to clinical and financial outcomes. This review may identify common areas of concern and

potential opportunity that can be the basis for shared objectives and can look at the issue of cost
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shifting, which often vccurs when one side reduces costs at the expense of the other side. For
example, after running such an analysis, if multiple payers confirm that untreated substance use
resulls in significantly higher cost in the medical beneflt plan, they may opt to develop a joint
plan of action.

«  Utilize professional associations that are promoting the adoption of evidence-based standards
of care for mental health and substance abuse in primary care for both adult and pediatric
patients. For example, the American Academy of Pediatrics’ Bright Futures publication (Hagan,
Shaw, and Duncan 2008} contains many recommendations with regards to behavioral health,
such as conducting a psychosoeial/behavioral assessment for all ages and alcohol/drug use -
assessment for ages eleven through twenty-one. The work of the associations can assist the -
partners in keeping ﬁua]ity’at the center of the discussion and create buyin among providers.

~Consumer participation should also be secured in the development of the measures. However,
adopt only the most meaningful measures so providers can move forward with clear objectives
that ave attainable in a timely fashion. ‘ .

»  Develop a shared implementation plan that is driven by data, evidence-based guidelines, and
= SR RIS = e

consumer imput. It is likely that the financial and clinical data will drive the first phase of

implementation and its ongoing monitoring. 7 '

»  Assess how current systems will perform when new services are provided by primary care
and specialty mental health providers. Plan well and when possible develop consistent
‘policy so that.confusion at the provider level is reduced during implementation.

»  Walk through the model from multiple perspectives, taking into consideration_s_tafe and
federal policies, place of service, number of providers, authorization policies, and impact
on medieal visits and mental health visits. Run proactive diagnostic tests to confirm that
the claim will be paid as expected. Administrators and providers become highly frustrated
by denied claims. Discover and fix unanticipated financial edits contained within payment
systems before going live. ' '

+  Ensure that implementation tools are designed with input from primary care providers, specialty
providers, and consumers, Technical assistanece and training during implementation wil need to
include clinical services, practice redesign, cultural competency, reimbursement, and policy. Plan
for and fund the worktorce necessary to train and support the primary and behavioral health
providers with this substantial chaﬁge in practice. Secure professional societies’ endorsements
and assistance in marketing, training, and communicating the clinical content.

——

IMPLEMENTING

+  Reassure providers that integrated care is clinically beneficial and financially viable.
. Conduet technical assistance and training programs. Training needs are going to be substantial

for both primary and belavioral health providers. Some will occur naturally with consultation
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‘and integration. In addition to thie training needs mentioned above, it will be crucial to adopt _
evidenced-based behavioral health tools designed for primary care as some primary care and
specialty behavioral health providers may not be well versed in these clinical pathways. Specialty

mental health providers will also need support and training to adopt evidenced-based physical

health screenings. . U"WW
u}-’v"
s

Identify opportunities for primary care providers to achieve the NCQA standards for a

patient-centered medical home (National Committee for Quality Assurance 2008). Key
Wﬁiﬁﬁfﬁng and regisﬁ*y funetions, case management, adoption and
‘—implemgntatian of evidence-based guidelines, patient self- management support, and referral
tracking. Identily opportunities to ensure that these new tools incorporate and address patients’
physical and behavioral health care needs.

Set realistic timelines for project and practice implementation. A good plan may take several
years to implement and should be accomplished in a thoughtful process.

Share information with providers and other interested stakeholders when claims data and

quality outcomes are measured.
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CONCLUSION

tis widely anticipated that the integration of primary care and behavioral health services will be a
key part of health care reform in the coming decade. And redundancies in health care administrative
and service delivery structures will continue to fuel the call for integrated care. .

While the drive to integrate services has emanated primarily from primary care, the mental
health system has an obvious stake in it. .The mental health system must acﬁveimwg

care to support and enhance the role of primary care providers in delivering mental health care,

Tt is important to recognize that the current health care environment is embracing quality

improvement and the concept of the patient-centered medical home. At the same time, all
slakeholdéi:s understal_ld the need to contain costs and to streamline care, thus providing the
health care indﬁstry with an extraordinary opportinity to reshapé the way behavioral health care
is provided. The current fiscal ¢limate, though daunting, can be the needed stimulus {or catalyst)

 for jurisdictions to redesign their delivery system in a holistic and patient-centered manner, using

an integrated approach that is able to meet the full spectruu;n of a patient’s physical and behavioral
Yealth care needs. Commitment from Jurisdictions to integrate mental health care is fundamental

to success. Integration can be facilitated not only by mental health policy but also by strong health

policy that emphasizes mental health services within primary care. [t is hoped that our collective
efforts will, as Strosahl said in 1997, create an integrated system where “the mind-body schism [will

be] forever sealed.”
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