

DHS Recommendations for Linking and Integrating 

Behavioral Health and Primary Care
Preface

This document provides recommendations for how to improve linkage and integration between behavioral health (including mental health and addiction services) and primary care for provider organizations in the State of Oregon.  It is the product of a workgroup of key persons from within the Department of Human Services and stakeholders who broadly represent provider and health plan organizations.  

The workgroup considered many clinical, socio-cultural, fiscal, regulatory, and political factors in developing these recommendations.  The first section of the document describes some of these factors.   The second section lists the principles and goals for effective linkage/integration that resulted from the workgroup’s discussions.  The final section contains the specific recommendations with additional commentary on aspects of their implementation.  The recommendations are intended to accommodate the current budget realities as well as the existing mix of providers and plans, without negatively affecting the participants in the service system.

Section I: Key Factors Considered in the 

Development of the Recommendations

Population to be Served in Linked/Integrated Systems

· All persons who need some combination of behavioral health and primary care assessment and treatment, irrespective of the care setting in which they enter the system

· Particular attention to be focused on persons who appear to have depression, anxiety disorders or other mood disorders, substance use disorders, or psychosis 

· Special consideration for persons with special residential and support needs 

· Cultural and ethnic factors must be included in assessment and treatment considerations

· Urban, rural, frontier, and mixed service areas 
Barriers to Linkage/Integration

· The severe public funding crisis for the OHP

· Budget cuts in the mental health and addiction services system, contributing to the deterioration of the community behavioral health system 

· The need to reallocate resources to support the introduction of evidence-based practices to lead to positive clinical outcomes and cost-effective services

· Fragmentation of care

· The need to effectively match provider skills and patient needs in all health delivery settings and locations
· The lack of a coherent process for change that can be used at state, county, and local levels

· Financial impediments (including Federal rules and system confusion) that interfere with or prevent adequate funding for linkage and integration activities

· 
Current Opportunities for Linkage/Integration

· Federal initiatives, through HRSA and SAMHSA, are providing technical assistance and increasing support for linkage/integration efforts.

· Providers from both behavioral health and primary care seem more interested and ready to explore more effective integration opportunities.

· The current fiscal crisis in the state and specific dilemmas faced by OHP providers and patients, which brings greater pressure on primary care providers to meet the behavioral health needs of their patients, has increased the impetus to develop more effective models for linkage/integration.

· Consider federal FQHC rules that require services provided by FQHC-based Clinical Psychologists and Clinical Social Workers to be reimbursed as part of service mix.
Section II: Principles and Goals for 

Effective Linkage/Integration

The workgroup’s discussions led to a relatively comprehensive list of principles for the treatment system and goals associated with system design, finances, outcomes and quality.
Principles for the Treatment System

· Strong leadership at state, county, and local levels, which supports system change

· Care system based on shared ownership and responsibility
· Care system welcoming, accessible, continuous, and comprehensive
· Care system adaptable and appropriately correlated to communities of various sizes and locations
· Care system accessible to patients irrespective of clinical, cultural, financial, geographic, or other potential limiting factors
· Care system providing patients the least intense appropriate level of care

· Care home based on patient need and choice

· Services and care appropriate for cultural communities and disparities in care are addressed

System Design

· Single principal clinician, either primary care provider or behavioral health specialist, is determined on the basis of clinical need, level of comorbidity,  patient preference and available resources
· Single clinical record, avoiding duplicate records and program enrollments

· Care system providing linkages to criminal justice, education, employment, and residential settings

· Integrated behavioral health includes disease management and behavioral medicine services in addition to treatment of patients with co-occurring medical and psychiatric conditions
· Community support available for patients when they are ready for it

· Treatment plan based on a competent assessment 

· Clinical decisions driven by meaningful and accurate clinical data

· Care system effectively addressing non-adherence to treatment

· Treatment model supporting co-location of care in either primary care or behavioral health setting whenever feasible
· Care system making best use of paraprofessionals, professionals, and community resources including an emphasis on culturally responsive practices
· Design elements that are responsive to rural/frontier areas, e.g., telehealth links

Finances

· Adequate reimbursement/payment systems for necessary and effective services even if they are not currently “billable” under FFS system, either through the effective use of capitation or newly available and applicable funding resources
· Federal Financial Participation (FFP) used to help support an integrated system 

· Payment systems aligning risk with control and authority

· Providers at risk for what they control and the decisions they make


Outcomes

· Care system integrating mental health, addiction services, and primary care into a cohesive, patient-centered delivery system

· Clinical outcomes improved and costs per episode of care reduced

· Increased recognition of various behavioral health disorders in primary care settings

· Earlier recognition of mood disorders, anxiety disorders, substance use disorders, and psychoses 

· Reduction in inappropriate utilization of medical services 

· Mitigate impact of behavioral health disorders on medical-surgical conditions

· Increased satisfaction on the part of all providers and patients

· Care system supported by patients, families, advocates, agencies, community organizations, and specific special interest groups, including those representing diverse racial and ethnic groups

Quality

· Success, in relation to access, quality, and cost goals, measured by experience of patients, clinicians, and administrators
· System maintaining continuous improvement through use of consensus based quality indicators and a reliable, effective, and user-friendly quality improvement process
Section III: Recommendations
Design and implement a multi-year initiative to integrate primary care and behavioral health at the provider and system levels including an effective process for facilitating change and applying recommendations as appropriate for rural and frontier areas.
1. The State of Oregon’s Department of Human Services, through the combined efforts of the appropriate offices within the Health Services Cluster of DHS (including OMHAS, OMAP, and the relevant Health offices), should identify areas of the state where the introduction and implementation of these models would be well supported and where the provider organizations are ready to embark on such a project.  It will be essential for the State to provide sufficient leadership, process facilitation, policy and regulation clarification, and technical assistance for the local groups to be able to decide whether and how to proceed.  It will be essential for the key local behavioral health and primary care organizations (including county health and behavioral health authorities and the local MHO and FCHP) to participate in developing the specific proposals that would apply to their communities.  The State’s participation includes facilitating the initial phase of development, as well as providing ongoing facilitation, technical support and data sharing/monitoring in support of the success of local or regional integration initiatives.
2. Support county or regional level administrative leadership in creating a supportive environment for integration on a statewide basis. 

3. Support Mental Health Organization (MHO), Fully Capitated Health Plan (FCHP), Federally Qualified Health Center (FQHC), Rurual Health Center (RHC), and academic center clinical leadership in creating this care model
4. Apply the following models and concepts to local or regional approaches:
· Identify and match patient need, appropriate clinical providers, and service setting through the use of the Four Quadrant Clinical Integration Model (developed by Mauer and NCCBH, Attachment 1).

· Organize the tasks and resources associated with improved quality of care in creating linked/integrated systems through the use of the Chronic Care Model (developed by Wagner, Attachment 2).

· Identify the prevention, pretreatment, active treatment, and aftercare services that need to be developed through the use of the Pathway To Care Model (adapted from ideas proposed by Peter Davidson, Attachment 3).  The specific application of this model may require correlating identified services with the subpopulations that are identified through the use of the Four Quadrant Model.
· Identify the process for developing linked or integrated systems, including staffing components and tasks (as described by Pollack, Attachment 4).
· 
5. 
6. 


7. Orient state and county resources to provide support and technical assistance to these efforts, including but not limited to, assisting FQHCs, RHCs, and the Rural Practice Research Network to include BH services as appropriate.

8. Initiate projects in areas of the state where there is sufficient readiness and collaboration among local participants, and eventually spread to other areas of the state.
9. Modify purchaser policies and methods to support reimbursement for effective services and approaches.  
10. Emphasize the need for local collaboration between behavioral health and primary care organizations in which existing FCHP or MHO contracts may apply.  
11. Make use of available Federal resources: funding, technical assistance, and policy influence.

12. Develop and implement a research and evaluation agenda to support model development and implementation.
13. Develop and implement a training agenda for critical skills needed at the clinical and organizational levels.
14. Create an implementation plan derived from Attachment 5, which considers stakeholders and roles in the implementation of the proposal.




Financing and Payment

The State must decide how to support integration through financing and payment policy and systems. Following the State’s lead, and depending on the interpretations and advice of the Center for Medicare and Medicaid Services, counties and health care organizations will need to do the same. 

This proposal assumes the OHP will remain sufficiently intact for MHO, FCHP, PCCM, FQHC, and RHC participation.  Given the seriousness of the State’s fiscal crisis, the proposal’s initiatives would be expected to be budget neutral and largely self-financed. In addition, implementation by necessity would be incremental.  Some reallocation of existing resources will be required as will be improvements in efficiency and effectiveness in the remainder of the existing system.  Not all linkage/integration initiatives will require new money.  

Federal funds for FQHC service expansions and new clinics require the addition of mental health and substance abuse services.  With these HRSA funds come Prospective Payment obligations to the State.  OMHAS, the Primary Care Office (Health Systems Planning) and the Oregon Primary Care Association should work closely with FQHCs, RHCs, FCHPs, MHOs, and communities to match areas of greatest need in the state with HRSA resources to support new sites and service expansions.  There may also be new funds available through Medicaid Administration Claiming (MAC) performed at the county level or the introduction of new services supported by local general fund dollars.  Counties are beginning to explore options and opportunities to generate additional federal dollars to match local dollars.  Those additional funds could be reinvested in local service.  At the same time, it is very important to make sure that current service expectations for OHP clients are being covered by the appropriate provider entities

Some services not currently reimbursed through Medicaid may be reviewed and determined to be reimbursable, but only if they can be seen as replacing other services, which have been unnecessarily or excessively provided.  Some providers who are not currently under contract to bill for certain services should be given consideration as potential business associates with the appropriate MHO or FCHP. 


· 
· 
· 
· 
· 
· 

OMHAS, OMAP, MHOs, and FCHPs should consider the range of payment options currently in use and their effect on the quantity and kind of services provided.  Local and regional health organizations, counties and/or managed care systems should address this issue and construct incentives that reward a strong link between patient need and services provided.  Experimentation needs to be supported in order for the rest of the system to learn from that experience.

Next Steps

Once this proposal is approved, then the leadership for the project within DHS can be identified and charged with implementing the proposal.  This will inevitably involve identifying which counties or regions are ready and willing to begin such integration projects.  As specific areas enter into such arrangements, then their experiences can be used to spread to other areas of the state.  An Implementation Plan (see attachment 5) will be created to provide more detail as the proposal evolves.

Attachment 1


[image: image5.wmf]7/25/2003 1

st

DRAFT

•

Health 

Promotion

•

Environmental          

Health

•

Prevention,

Education, 

and

Outreach

•

I & R

•

Crisis 

Counseling

•

Information   

Gathering

•

Problem  

Statement

•

Telephone 

Triage/Intake

Face

-

to

-

Face 

Consult

•

Assessment

•

Brief Consult

•

Evidence

-

based 

Tx

•

Skills Training

•

Symptom 

Management

•

Self 

Management

•

Stabilization

Continuation 

Treatment

•

Community 

Linkage & Support 

•

Resource 

Development

•

Maintenance

•

Periodic 

Monitoring & 

Support

Recovery/ 

Maintenance

•

Primary Care 

Management

•

Community 

Engagement and 

Support

•

Periodic 

Monitoring & 

support based on 

guidelines

•

Self Management

•

Secondary 

Prevention

Pre

-

Tx

/

Tx

Readiness

Treatment

Post 

Tx

/Aftercare

Clinic 

Walls

Clinic 

Walls

BEHAVIORAL HEALTH

Access

Active Treatment

PRIMARY CARE


Descriptions of the Four Quadrants

Quadrant I

Low BH-low physical health complexity/risk, served in primary care with BH staff on site; very low/low individuals served by the PCP, with the BH staff serving those with slightly elevated health or BH risk. 

The PCP provides primary care services and uses standard BH screening tools and practice guidelines to serve most individuals in the primary care practice. Use of standardized BH tools by the PCP and a tracking/registry system focuses referrals of a subset of the population to the BH clinician. The role of the primary care based BH clinician is to provide formal and informal consultation to the PCP as well as to provide BH triage and assessment, brief treatment services to the patient, referral to community and educational resources, and health risk education. BH clinical and support services may include individual or group services, use of cognitive behavioral therapy, psycho-education, brief SA intervention, and limited case management. The BH clinician must be competent in both MH and SA assessment and service planning. The PCP prescribes psychotropic medications using treatment algorithms and has access to psychiatric consultation regarding medication management.

The consumer of care, by seeking care in primary care, has selected a “clinical home”. Consistent with appropriate clinical practice, that should be honored. The primary care and specialty BH system should develop protocols, however, that spell out how acute behavioral health episodes or high-risk consumers will be handled. This will also lead to clarity regarding the “clinical home” of consumers with SPMI who are currently stable, which should be based upon consumer choice and the specifics of the community collaboration.

Quadrant II

High BH-low physical health complexity/risk, served in a specialty BH system that coordinates with the PCP.

The PCP provides primary care services and collaborates with the specialty BH system to assure coordinated care for individuals. Psychiatric consultation for the PCP may be an element in these complex BH situations, but it more likely that psychotropic medication management will be handled by the specialty BH system. The role of the specialty BH clinician is to provide BH assessment, arrange for or deliver specialty BH services, assure case management related to housing and other community supports, assure that the consumer has access to health care, and create a primary care communication approach (e.g., e-mail, v-mail, face to face) that assures coordinated service planning, especially in regard to medication management. 

Specialty BH clinical and support services will vary, based upon state and county level planning and financing; some localities may encompass the full range of services offered by specialty BH systems.
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The BH clinician must be competent in both MH and SA assessment and service planning. A specific standard of practice should be adopted that defines the methods and frequency of communication with PCPs. Note that this quadrant is where most public sector BH consumers currently can be found.

Quadrant III
Low BH-high physical health complexity/risk, served in the primary care/medical specialty system with BH staff on site in primary or medical specialty care, coordinating with all medical care providers including disease managers.
The PCP provides primary care services, works with medical specialty providers and disease managers (e.g. diabetes, asthma) to manage the physical health issues of the individual and uses standard BH screening tools and practice guidelines to serve most individuals in the primary care practice. Use of standardized BH tools by the PCP and a tracking/registry system focuses referrals of a subset of the population to the BH clinician. The role of the primary care or medical specialty based BH clinician is to provide BH triage and assessment, consultation to the PCP or treatment services to the patient, referral to community and educational resources, and health risk education. BH clinical and support services may include individual or group services, use of cognitive behavioral therapy, psycho-education, brief SA intervention, and limited case management. The BH clinician must be competent in both MH and SA assessment and service planning. The PCP prescribes psychotropic medications using treatment algorithms and has access to psychiatric consultation regarding medication management.

Depending on the setting, the BH clinician may also serve as a health educator regarding lifestyle and chronic health conditions found in the general public (diabetes, asthma) or conditions found in at-risk populations (Hepatitis C, HIV). These population-based services, as articulated by Bob Dyer, would include: patient education, activity planning; prompting; skill assessment; skill building; and, mutual support.
 In addition to these disease management services, the BH clinician might serve as a physician extender, supporting efficient use of physician time by problem solving with acute or chronic patients, as well as working with patients on medication compliance issues. 
Quadrant IV 

High BH-high physical health complexity/risk, served in both the specialty BH and primary care/medical specialty systems; in addition to the BH case manager, there may be a disease manager, in which case the two managers work at a high level of coordination with one another and other members of the team.

The PCP works with medical specialty providers and disease managers (e.g. diabetes, asthma) to manage the physical health issues of the individual, while collaborating with the BH system in the planning and delivery of BH clinical and support services, which include those listed in Quadrant II. Psychiatric consultation is a key element in these most complex situations. The role of the specialty BH clinician is to provide BH assessment, arrange for or deliver specialty BH services, assure case management related to housing and other community supports, and collaborate at a high level with the healthcare system team. The BH clinician must be competent in both MH and SA assessment and service planning. 

In some settings, BH services may be integrated with specialty provider teams (for example, Kaiser has BH clinicians in OB/GYN working with substance abusing pregnant women). With the extension of disease management programs into Medicaid health plans, there is the likelihood of coordinating with disease managers in addition to healthcare providers. The BH clinician and disease manager should assure they are not duplicating tasks, but working together to support the needs of the consumer. A specific standard of practice should be adopted that defines the methods and frequency of communication.

Attachment 2
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Summary of Chronic Care Model

Effective outpatient chronic illness care is characterized by productive interactions between activated patients (as well as their family and caregivers) and a prepared practice team. This care takes place in a health care system that utilizes community resources.  At the level of clinical practice, four areas (elements of the care model) influence the ability to deliver effective chronic illness care.  These are self-management support, delivery system design, decision support and clinical information systems.  The goal is to deliver care that is safe, effective, timely, patient-centered, efficient and equitable.  System changes are checked against these criteria.

The major objectives of each element of the Chronic Care Model are listed below.  Each bulleted item is a principle for redesigning care.  An expanded version of this document includes further information on interrelationships between the elements of the model, priorities for system redesign, further detail about each principle of care and examples of successful interventions.

Self-management support:  Empower and prepare patients to manage their health and health care.

· Emphasize the patient’s central role in managing their health.

· Use effective self-management support strategies that include assessment, goal-setting, action planning, problem-solving and follow-up.

· Organize internal and community resources to provide ongoing self-management support to patients.

Delivery system design:  Assure the delivery of effective, efficient clinical care and self-management support.

· Define roles and distribute tasks among team members.

· Use planned interactions to support evidence-based care.

· Provide clinical case management services for complex patients.

· Ensure regular follow-up by the care team.

· Give care that patients understand and that fits with their cultural background.

Decision support: Promote clinical care that is consistent with scientific evidence and patient preferences.

· Embed evidence-based guidelines into daily clinical practice.

· Integrate specialist expertise and primary care.

· Use proven provider education methods.

· Share evidence-based guidelines and information with patients to encourage their participation.

Clinical information system:  Organize patient and population data to facilitate efficient and effective care.

· Provide timely reminders for providers and patients.

· Identify relevant subpopulations for proactive care.

· Facilitate individual patient care planning.

· Share information with patients and providers to coordinate care.

· Monitor performance of practice team and care system.

Health care organization: Create a culture, organization and mechanisms that promote safe, high quality care. 

· Visibly support improvement at all levels of the organization, beginning with the senior leader.

· Promote effective improvement strategies aimed at comprehensive system change.

· Encourage open and systematic handling of errors and quality problems to improve care.

· Provide incentives based on quality of care.

· Develop agreements that facilitate care coordination within and across organizations.

Community: Mobilize community resources to meet needs of patients.

· Encourage patients to participate in effective community programs.

· Form partnerships with community organizations to support and develop interventions that fill gaps in needed services.

· Advocate for policies to improve patient care

Attachment 3

Pathway to Care Models

There are multiple pathways to care that may be designed to address the needs of individuals represented in the quadrants above. However the basic format for the Pathway of Care is symbolized by the diagram below.
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The following diagram provides more detail to this model.

These diagrams convey the important similarities and linkages between the behavioral and primary care systems.  They also demonstrate that pre-treatment or treatment readiness, treatment and post treatment or aftercare are basic steps in treating illness whether it is behavioral or medical-surgical.  An effective pre-treatment phase is critical to a patient’s readiness for treatment.  

Patients move at different rates through the different phases of the pathway. For some, it is a progression toward some level of independence and increased self-maintenance.  For others, who have more serious and persistent disorders, the active treatment and maintenance phases may be difficult to distinguish, and may be much more prolonged than for patients with less severe conditions. The level of coordination between medical and behavioral health will be important and should correlate to the descriptions found in The Four Quadrant Clinical Integration Model.

The Pathway to Care Model may help identify access, efficiency, and cost issues for the service system. Health care organizations should consider what their pathways of care look like and how resources might be redistributed and incentives created to enable more patients to be accommodated by the service delivery design.  

Attachment 4
Process for Developing Linked or Integrated Systems
The following model description is intended to provide guidance for the development of integrated behavioral health services in primary care settings.  It is understandably non-specific due to the wide variation of resources, needs, and local circumstances that primary care organizations find themselves in.  In order to determine the feasibility and components of the specific model for a primary care provider organization or facility, several preliminary tasks or questions must be addressed.  These include:

1. Complete an environmental scan. The environmental scan should examine three key areas: resources, capacity of local behavioral health services, local and federal regulations.  At a minimum, this should involve identifying who the local behavioral health providers are, what capacity for service they currently provide, what potential exists for collaboration or conflict, and how the former can be enhanced and the latter minimized as the primary care organization develops integrated behavioral health services.  

2. Determine the program’s filter based on information gathered in the environmental scan.  Who should be eligible for the on-site integrated services and what level of care is to be provided?  Should the pathway of care require prior primary care assessment and referral or allow for direct access to the on-site behavioral health provider and, if the latter, under what circumstances?

3. Establish buy-in that is systemic.  It is essential to secure the understanding and support of both administrative and clinical leadership in order to proceed with planning and implementation.
4. Make an initial decision about renting and/or owning behavioral health staff.  This refers to whether the behavioral health staff is employed by the primary care organization or are contracted from another organization.  There is no one right answer to this question.  Rather, it is dependent on the answers to the environmental scan and the philosophical and regulatory factors specific to the primary care organization and the local community.  The implications of the rent/buy decision have significant implications on record keeping, enrollment and billing, communications, and referral processes.  Effective operational integration can be achieved via both methods of staffing.

Components of the integrated model. 

An integrated program may provide any or all of the following functions:

· Behavioral Health Triage.  This is a quick and efficient, but comprehensive enough assessment to identify generally what the patient’s presenting concerns are, sufficient to lead to one of the following provisional disposition recommendations.

· Comprehensive Behavioral Health Assessment.  This should be reserved for those patients for whom the triage assessment is insufficient to make a relatively confident disposition recommendation.

· On-site Behavioral Health Treatment.  This may include an array of services, the breadth of which is determined by the environmental scan, and clinical/budgetary capacity of the primary care facility based behavioral health staffing.  It can include brief individual, group, and family counseling or psychotherapy as well as psychopharmacological assessment and treatment.  

· Referral.  This includes internal referral back to the primary care provider or other staff with behavioral management/treatment recommendations.  It also includes external referral to specialty behavioral health providers or other social service supports (e.g., entitlements, housing, employment). 

· Consultation.  This includes ad hoc and ongoing medical/psychiatric and behavioral management consultation support and in-service training for primary care providers and other staff within the primary care facility.

· Care monitoring and chronic disease management protocols.  This should be applied to chronic psychiatric conditions that can be effectively managed in the primary care setting, such as less complicated cases of depression.  It is also for those patients who have other chronic health problems whose co-morbid psychiatric conditions result from, complicate, or interfere with the other health problems or their treatment, e.g., difficult adjustment to diabetes or somatoform disorder in persons with or without other “physical” illnesses.  The care monitoring function is comparable to care monitoring for other chronic conditions, i.e., disease registry data management, periodic screening and outcomes assessment, supportive counseling, patient education, self-management support, facilitation of treatment adherence (e.g., checking in with patient between appointments, prompting, assisting in tasks associated with adherence to medications, lab work support, etc.).  

The staffing for the above functions can be quite variable, but should at least include:

· Masters or higher level mental health professional, preferably capable of assessing persons from adolescence to older age for mental health and addictions disorders.  This same person can provide the triage, comprehensive assessment, on-site psychotherapy, and some of the consultation and care monitoring support.  This professional should also have a good working knowledge of and relationship with the specialty behavioral health providers in the community in order to manage the external referral process.  Depending on the size of the facility and the resources available, more than one person can be utilized to perform these functions, thus allowing increased flexibility and accommodation of differing areas of expertise (child vs. adult, mental health vs. addictions).  The prototypical position would encompass most or all of these functions, but must do so in such a way as to effectively manage the flow of patients and balance the various functions without reducing access to triage and assessment, i.e., they cannot develop too large an on-site treatment caseload.

· Mental health professional with prescribing privileges.  This function can be provided on-site or distance-based (via telephone, e-mail, or telemedicine link) and can provide some of the comprehensive (including medication) assessment, consultation, and back-up support to the on-site mental health professional.

· Nursing or other non-mental health staff trained to provide some or all of the care monitoring and chronic disease management protocol support services.  

The characteristics of such staff should include:
Ability to match primary care pace and style

Respect for cultural differences

Flexibility

Communication skills

Consultant skills

Ability to be a team player and to be visible and available for ad hoc contacts

Familiarity and comfort with the integrated care model

Strong behavioral health clinical skills

Acceptance of and facility in using the biopsychosocial model of health

Grounding in evidence-based practices

Ability to be effective in patient education and prevention efforts
Attachment 5

Implementation Planning Considerations
Preparatory Steps
· Workgroup recommends proposal recommendations to OMHAS
· OMHAS, OMAP, Health Offices review/revise ( final draft
· State shares process and intended outcomes with all stakeholders
· Key stakeholder champion group formed to steer process

· Initial areas and partnerships for initial projects identified

· Policy, payment systems, rules, rates modified as appropriate
	Implementation Tasks
	State
	Counties
	Commu-

nities
	MHOs
	FCHPs
	FQHCs
	RHCs
	PCCMs
	FFS providers
	BH Providers
	Target Date

	Establish and maintain conditions for leadership at all levels
	X
	
	
	
	
	
	
	
	
	
	

	Establish leadership partnership with counties
	X
	X
	
	
	
	
	
	
	
	
	

	Determine what is feasible now and what must come later
	X
	X
	
	X
	X
	X
	X
	X
	X
	X
	

	Modify policy and financing framework as necessary to implement model
	X
	X
	
	X
	X
	
	
	
	
	
	

	Maximize Federal Medicaid match
	X
	X
	
	
	
	
	
	
	
	
	

	Provide technical assistance
	X
	
	
	
	
	
	
	
	
	
	


	Establish registries/ other mechanisms to support best and most appropriate care
	X
	X
	
	X
	X
	
	
	
	
	
	

	Develop/implement  research and training
	X
	
	
	X
	X
	
	
	
	
	
	

	Implement standards for integration of services
	X
	X
	
	X
	X
	
	
	
	
	
	

	Develop benchmarks to measure progress toward integration
	X
	X
	
	X
	X
	X
	X
	X
	X
	X
	

	Develop incentives for integration
	X
	X
	
	X
	X
	
	
	
	
	
	

	Obtain Federal funds for services and support to achieve performance standards
	X
	X
	
	
	
	X
	X
	X
	
	X
	

	Track patients across systems 
	
	X
	
	X
	X
	X
	X
	X
	X
	
	

	Strengthen community aftercare systems
	
	X
	X
	X
	X
	
	
	
	
	
	

	Families, agencies, volunteer resources partner with provider organizations
	
	
	X
	
	
	
	
	
	
	
	

	Provide pre-treatment and aftercare services thru volunteer orgs.
	
	X
	X
	X
	X
	
	
	
	
	
	


	Provide feedback regarding community needs
	
	
	X
	
	
	
	
	
	
	
	

	Implement integration approaches within managed care framework 
	
	
	
	X
	X
	
	
	
	
	
	

	Assure systems to implement Chronic Care and Pathway To Care Models
	
	
	
	X
	X
	X
	X
	X
	X
	X
	

	Establish outcome oriented partnerships
	
	X
	
	X
	X
	X
	X
	X
	X
	X
	

	Arrange for medication consultation assistance with prescribing protocols and practices

	
	
	
	X
	X
	
	
	
	
	X
	

	Disseminate best practices info to providers
	X
	X
	
	X
	X
	
	
	
	
	
	

	Coordinate care delivery with providers
	
	
	
	X
	X
	X
	X
	X
	X
	X
	

	Track outcomes and measure performance
	
	X
	
	X
	X
	X
	X
	X
	X
	X
	

	Add/expand/modify BH services within resource limitations
	
	
	
	
	
	X
	X
	X
	X
	
	


	Implement integration approaches consistent with mission
	
	
	
	X
	X
	X
	X
	X
	X
	X
	

	Participate in training and utilize best practices
	
	X
	
	X
	X
	X
	X
	X
	X
	X
	

	Make use of “circuit rider” outreach services, video conferencing, tele-health links, and other technology
	
	
	
	
	
	X
	X
	X
	X
	X
	

	Coordinate and partner with MHOS, FCHPs, other providers, and community organizations
	
	
	
	
	
	X
	X
	X
	X
	X
	

	Consult, refer and partner with primary care colleagues
	
	
	
	
	
	
	
	
	
	X
	

	Co-locate or outstation BH staff consistent with organizational arrangements
	
	
	
	
	X
	
	
	
	
	X
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High

Behavioral Health Risk/Status ———»

Low

The Four Quadrant Clinical Integration Model

e Specialty BH

e Residential BH

e Crisis/ER

e Behavioral Health IP

e  Other community supports

Quadrant i
BHA PHV

Quadrant IV
BHA PHA

e BH Case Manager w/ responsibility for
coordination w/ PCP

PCP (with standard screening tools
and BH practice guidelines)

Quadrant |
BHY PHV

e PCP (with standard screening tools and
BH practice guidelines)

e BH Case Manager w/ responsibility for
coordination w/ PCP and Disease Mgr

o Care/Disease Manager

e Specialty medical/surgical

e Specialty BH

e Residential BH

e Crisis/ ER

e BH and medical/surgical IP

e Other community supports

Quadrant Il
BHVY PH A

o PCP (with standard screening tools
and BH practice guidelines)
e PCP-based BH*

e PCP (with standard screening tools and
BH practice guidelines)

e Care/Disease Manager

e Specialty medical/surgical

PCP-based BH (or in specific

specialties)*

ER

Medical/surgical IP

SNF/home based care

Other community supports

Lo Physical Hea

Ith Risk/Status ———»

High

*PCP-based BH provider might work for the PCP organization, a specialty BH provider, or as an individual
practitioner, is competent in both MH and SA assessment and treatment
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Chronic Care Model

Improved Outcomes



Our premise is that good outcomes at the bottom of the model (clinical, satisfaction, cost and function) result from productive interactions. To have productive interactions, the system needs to have developed four areas at the level of the practice (shown in the middle): self-management support (how we help patients live with their conditions), delivery system design (who’s on the health care team and in what ways we interact with patients), decision support (what is the best care and how do we make it happen every time) and clinical information systems (how do we capture and use critical information for clinical care). These four aspects of care reside in a health care system, and some aspects of the greater organization influence clinical care. The health system itself exists in a larger community.  Resources and policies in the community also influence the kind of care that can be delivered. It is not accidental that self-management support is on the edge between the health system and the community. Some programs that support patients exist in the community. It is also not accidental that it is on the same side of the model as the patient.  It is the most visible part of care to the patient, followed by the delivery system design.  They know what kind of appointments they get, and who they see.  They may be unaware of the guidelines that describe best care (but we should work to change that) and they may be totally unaware of how we keep information to provide that care.  We’ll talk about each in detail in the following slides.
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