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The Commonwealth Fund, with analytical supp
has identified ten health care reform policie
their impact on reducing the growth in h
be found in the recently released Se
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Major Sources of Savings Compared with Projected Spending,
Net Cumulative Reduction of National Health Expenditures, 2010-2020

Affordabkle Coverage for All: Ensuring Access and Providing System Reform Foundation
+ Netcosts of insurance expansion -$94 billion
+ Reduced administrative costs —$337 billion
Payment Reform: Aligning Incentives to Enhance Value
+ Enhancing payment for primary care —-$71 billion
+ Encouraging adoption of the medical home model -$175 billion
+ Bundled payment for acute care episodes —8301 billion
+ Correcting price signals -$464 billion

Improving Quality and Health Outcomes: Investing in Infrastructure
and Public Health Policies to Aim Higher

+ Accelerating the spread and use of HIT —5261 billion
+ Center for Comparative Effectiveness -$634 billion
+ Reducing tobacco use —$255 billion
+ Reducing chesity -$406 billion
Total Net Impact on National Health Expenditures, 2010-2020 —$2,998 billion
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Community Behavioral Healthcare Organization
Clinical - Financial Flow
Proposed

Process of Current Payment Payment
Care Step Service Provided Mechanism Mechanism Comment

Services Prevention &
Provided Pre- Early
Enrollment Intervention

Grant funds or Part of New Modeled on Medical
no payment Home Case Rate

Modeled on Federally

ClientEntry | Screening & Existing Prospectve o alified Health Center

into Service Intake mechanism  Payment System

Service Existin Prospective Modeled on Federally
Assessment 9 P Qualified Health Center

Planning mechanism  Payment System

Planned CPT/HCPCS- Modeled on Federally

) Existing Prospective L
DS ;:’\\’/;c; Type Services mechanism  Payment System Qualified Health Center

Planned
Service
Delivery

Education & Some services Part of New Modeled on Medical
Care Mgmt covered Case Rate Home Case Rate

FINATIONAL COUNCIL

Behavioral Heatth / Primary Care
Integration and the
Person-Centered Healtheare Home
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http://www.who.int/mental_health/resources/mentalhealth_PHC_2008.pdf
http://www.who.int/mental_health/resources/mentalhealth_PHC_2008.pdf
http://www.ahrq.gov/clinic/tp/mhsapctp.htm
http://www.hogg.utexas.edu/programs_RLS15.html
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High

Risk/Complexity

The Four Quadrant Clinical Integ

Quadrant Il Quadrant IV
BH& PHA BH& PHa
* Behavioral health clinician/case * PCP (with standard screening tools
manager w/ responsibility for and guidelines)
coordination w/ PCP * Outstationed medical nurse
« PCP (with standard i practiti ici
tools and guidelines) behavioral health site

« Outstationed medical nurse « Nurse care manager at behavioral
ractitioner/physician at health site
behavioral health site * Behavioral health clinician/case
 Specialty behavioral health manager
* Residential behavioral health * External care manager
«  Crisis/ED « Specialty medical/surgical
« Behavioral health inpatient * Specialty behavioral health
«  Other community supports « Residential behavioral health
* Crisis/ ED
« Behavioral health and

medical/surgical inpatient
«  Other community supports

Persons with serious mental illnesses could be served in all settings. Plan for and deliver
services based upon the needs of the individual, personal choice and the specifics of the
community and collaboration.

Quadrant | Quadrant Il
BHA PHA BHA PH&

PCP (with standard screening « PCP (with standard screening tools
tools and behavioral health and behavioral health practice

practice guidelines) guidelines)
* PCP-based behavioral health * PCP-based behavioral health
consultant/care manager consultant/care manager (or in
* Psychiatric consultation specific specialties)

 Specialty medical/surgical

« Psychiatric consultation

e ED

« Medical/surgical inpatient
 Nursing home/home based care
«  Other community supports




Access to Behavioral Health Intervention

80% of those
with no mental
health treatment —
had a primary
care service
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IMPACT
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Core Comp
Collab

TWO NEW O0TEAM ME
TWO PROCESSES Care Manager/BHC

1. Systematic diagnosis and - Patient education / self
outcomes tracking management support

- . . - Close follow-up to make sure
e.g., PHQ-9 to facilitate diagnosis and pts don % ¢ 6fall

track depression outcomes crackso
2. Stepped Care - Support medication Rx by
PCP

) Qhange treatment at_:cord_lng t(_) . - Brief counseling (behavioral
evidence-based algorithm if patientis  activation, PST-PC, CBT, IPT)
not improving

- Facilitate treatment change /
- Relapse prevention once patientis ~ referral to mental health

improved - Relapse prevention

IMPACT Do

Consulting Mental
Health Expert

- Caseload consultation for care
manager and PCP (population-
based)

- DiapnosticucgniBultatidm en difficult
cases

- Consultation focused on patients
not improving as expected

- Recommendations for additional
treatment / referral according to
evidence-based guidelines

greater improvement in depression at 12 months

wlUsual Care IMPACT
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IMPACT: Lower Tc

0 Study
Usual

Care
@ Study

IMPACT

M Post

Washington State

(General Assista

_Co-occurrlng Chronic Physical
Diagnoses and Condition PRIMARY CONDITIONS
the GA-U Chronic Chronic Physical  69%
- 2hysil Mental Tliness 36%
Population i il
P oy 1% ALL THREE Substance Abuse  32%

13%
52 percent had B

Chronic
substance abuse or Physical &

Alcohol|Drug
mental illness AOD Problem
identified 11% y
31 percent had a
chronic physical Physical
. Mental + MI
condition only : / Iliness Tags
%

‘ SOURCES: MMIS claims, TARGET

service encounters, and WSP arrest
AQD + MI
3%

records, FY 2003-04. Chronic

physical and mental iliness diagnosis

MI only graups derived from CDPS grouper
5%
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Goal: Collaborative Care

CSO
(benefits)

Consulting
Psychiatrists

Care
Coordinator

DVR
(employment

Substance
Use
Treatment

* Available in some clinics

Washington
A Clients with follo
u Levell: 4
A Clients wi
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Washington

A Observations
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CATIE

(Clinical Antipsychotic Trials i

Comparison of Metabolic Syndrome and Individual

Criterion Prevalence in Fasting

SMI Subjects and

Matched General Population Subjects
Males Females
SMI Gen.Pop. SMI Gen.Pop.
N=509 N=509 N=180 N=180
Metabolic Syndrome 36.0% 19.7% 51.6%  25.1%
Prevalence
Waist Circumference Criterion 355% 24.8% 76.3% 57.0%
Triglyceride Criterion 50.7% 32.1% 42.3% 19.6%
HDL Criterion 48.9% 31.9% 63.3% 36.3%
BP Criterion 47.2% 31.1% 46.9% 26.8%
Glucose Criterion 14.1% 14.2% 21.7% 11.2%

CATIE source for SMI data
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BH Providers Clini

The Person-Center
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About the Washington M
What is the Washington |
A voluntary managed

Aclark
AKing
AcKitsap
APiece

A Skagit
AThurston
AWnhatcom
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Medical Cost Changes: WMIP is approxi

Since WMIP implementation in January 200
Snohomish County have been compar

Health and Recovery
Change f

County Pilot
County Pilot
County Pilot
County Pilot

Comparison Counties
Comparison Counties

Other Counties
Comparison
Other Counties
Snohomish
Other Counties
Comparison
Other Counties
Snohomish

-

A Service mode
authorizati
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Safety Net Mental Health Funding Gaps

A Medicaid populations are a significant component of the public
mental health system target population

u 10% of the Medicaid population was established as a penetration
target early in Medicaid BH managed care (mid 90s), in
consideration of commercial rates of about 7%

u Have seen a range from 5.5% to 22.8% overall Medicaid
penetration in West Coast managed care settings

u Child/youth penetration as a subcategory can drop as low as 2.7%,
and older adult penetration as low as 2.6%

A Emerging data suggests much higher prevalence (than general
population 26%) in the Medicaid, General Assistance and
uninsured populations and the inability of the specialty public
mental health system to serve these populations

o Medicaid at 40%-47% (CO, WA)
i Uninsured at 51% (Mauksch)

A Because capitations rates are set based on the lower rates, a
self-replicating actuarial cycle has unfoldedi sy st ems do
have sufficient funding to meet the need and actuaries compute
new rates based on the level of service provided

MCPP HEALTHCARE CONSULTING

E— |
Safety Net Mental Health Funding Gaps

A Oregon: The November 2008 PCG Assessment of the Mental Health
Care Delivery System in Oregon reflects this cycle:

ot AAbout 15,500 individuals have a se
covered by i insurance nor receive mental health services through any state
programs, including OHP. O

it AiThe Community Services Workgroup R
Hospital Master Plan (Fall, 2008) estimates that approximately $579
million biennially in additional funding is needed to provide services to all
ifndividuals who have serious mental iliness and are not otherwise cared
or now. o

A Additional information to add to the PCG Study
u The 15,500 gap is based on persons with a GAF score of 50 or less.

u There are an additional 24,200 persons with a GAF of 51-60 that have not
been served.

a Ata minimum, $105 million per year would be needed to provide
community-based services (not including inpatient and residential/
housing) to address this unmet need.

Severe Moderate Total
Oregon Unserved 15,500 24,288 39,788
Average Community-Based Cost per Case $2,660 $2,660
Annual Costs $41,230,000 $64,606,080 $105,836,080

MCPP HEALTHCARE CONSULTING
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A The Relationshi

The Health
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responsible for the possibility that s
per unit. The payor holds all remai

Performance-Base

A Performance-Based Contracting,
Performance (P4P) is a differe
Contracting.

A PA4P generally involves

and adds a bonus
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Performance-Base

A A system also must have
prior to successfully

Cali fo

INTEGRATED ADVANCING QUALITY THROUGH
RSV, | COLLABORATION:
HEALTHCARE

THE CALIFORNIA PAY FOR PERFORMANCE
PROGRAM

A Report on the First Five Years and a
Strategic Plan for the Next Five Years

February 2006
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Breast Cancer Screening @ (Los Angeles)

Physician Group Clinical Results

La Salle Medical Associates, Inc. F0%

Alliance Pioneer Medical Group 68%

Associated Hispanic Physicians of Southern CA

AltaMed Medical Group

West Covina Medical Clinic

Access Managed Care/Access Medical Group

Doctors Medical Group West Covina IPA

New Horizon Medical Group

Eastland Medical Group, Inc.
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Figure 2: Correlation between Clinical and IT
Performance

Clinical Average by IT Total Score, 2004

5% 10%

IT Total Score

—a—Average Clinical Score:
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Behavioral Hea
A Last year CMS iS Reimbursement of

their first repo Mental Health
reimbursem Services in

, PrimaryCare 4
Settings l ,"\
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Funding Barriers
Behavioral

The report identified seven
1. State Medicaid limitati

health and a ment
2. Lack of reimbu
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Behavioral He

Under the new
narrowly defined rate setti
u Medicaid Rates are

——————eE—
Funding Barriers to
Behavioral H

A A number of States, includi
BBA rules because the
systems where Medi

capitated risk do
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