Mental Health & Substance Use Integration: Duals Demonstration Stakeholder Work Group
Meeting 1: April 18, 2012

The Mental Health & Substance Use Integration Work Group is one of seven stakeholder work groups organized by California’s Department of Health Care Services (DHCS) to gain input on the dual eligibles demonstration. Background information on the work groups and all materials can be found here: www.dhcs.ca.gov/provgovpart/Pages/DualsDemonstrationWorkGroups.aspx 

The work group’s kick-off meeting began with summary presentations from each of  the demonstration health plans in the initial four pilot counties on their proposed care models, key challenges and unanswered questions. Following a group discussion, there was a presentation by Alice Lind from the Center for Health Care Strategies, Inc.on performance measures for tracking coordination and accountability for mental health and substance use service integration in the demonstration counties.
Work Group Overview

About 40 people attended the kick-off meeting in person in Sacramento. Another 68 people participated via phone. The State leaders for the work group were Rollin Ives, Special Advisor to the Director and Deputy on mental health and substance use disorder services at DHCS, and Rob Maus, Branch Manager at the California Department of Alcohol and Drug Programs. Staff support was provided by Sarah Arnquist, of Harbage Consulting, and Alice Lind, of the Center for Health Care Strategies, Inc. 

The work group also included external leadership from the County Mental Health Directors’ Association (CMHDA) and the County Alcohol and Drug Program Administrators' Association of California (CADPAAC). Representing CMHDA was Molly Brassil, who commented that her organization is eager to work collaboratively to support thoughtful implementation of the demonstration. CMHDA has concerns about the governor’s proposal to expand the demonstration to 10 counties, but is supportive of improving coordinated care in the four counties authorized under current state law. Susan Bower, Deputy Director of San Diego County Alcohol and Drug Services, will represent CADPAAC throughout the work group process. She indicated this is an exciting opportunity to improve partnerships to better meet the needs of substance users, who often are a hidden population.

Ives provided a summary of the work group goals and deliverables, and described the expectations around mental health and substance use integration in the state’s Draft Demonstration Proposal. As written on pages 15 and 16, health plans participating in the demonstration are expected to:

1. Be responsible for providing enrollees seamless access to the full range of mental health and substance use services currently covered by Medicare and Medi-Cal.

1. Develop plans with stakeholder input to enhance screening and diagnosis of mental illness, substance abuse and cognitive limitations, including Alzheimer’s disease and related dementias. 

1. Ensure warm hand-offs and follow-up care for coordinating needed behavioral health services.
 
1. Collaborate with county agencies to develop strategies for mental health care and substance use care coordination, which, in future years, could include full integration of county services through an integrated capitated payment. 

1. Build on the state’s existing recovery model and demonstrate shared accountability based on agreed-upon performance measures and financial arrangements, such as incentive payments or shared savings structures.
Key Issues Raised During the Meeting

1. Effective collaboration between the health plans and county mental health agencies will be critical to successful integration in all counties.

2. Significant opportunities exist to improve care coordination and streamline the billing process. 

3. Data sharing is an essential but hugely challenging first step.

4. Initial health risk assessments should include enhanced mental health and substance use disorder assessment and screening  tools.

5. Risk stratification and targeting also are essential but rely on data exchange. 

6. Care coordination and tracking accountability will be especially complex for models that rely heavily on subcontracting and also in San Diego with its numerous participating health plans under the geographic managed care model.

7. Clarification is needed around the role of the Mental Health Services Act funds in the demonstration.
Presentations by Demonstration Health Plans in the Initial Four Counties

Full descriptions of behavioral health coordination can be found in Section 3 of the demonstration health plans’ responses to the state’s Request for Solutions. These are available here: www.dhcs.ca.gov/provgovpart/Pages/RFSApplications.aspx 
San Mateo County Presentation
Maya Altman, CEO of the Health Plan of San Mateo (HPSM), presented with Louise Rogers, San Mateo County Health System Deputy Chief. They described their intentions to build on existing integration efforts in which the health plan contracts with the county Behavioral Health and Recovery Services (BHRS) for all mental health and substance use services to develop a unified Medicare and Medi-Cal set of benefits. A specific area of focus for them will be on enhancing substance use services to dual eligibles.

Key Identified Challenges/Questions
· Flexibility to pay for housing and lower levels of care
· Challenge of upfront savings in the rate-setting process
· Flexibility in integrating home and community-based services at the local level
· Fluid data sharing
Los Angeles County Presentations
Steve Blake represented Health Net in LA and San Diego counties at the meeting. He indicated Health Net will work to create a unified behavioral health benefit package from the current more fragmented funding streams. Health Net will also work to identify areas for improved service coordination and efficiency and not to disrupt current care plans. His team plans to work closely with the LA County Department of Mental Health and advocacy groups that work with consumers.

Rus Billimoria, of LA Care, said his organization will be working in partnership with Health Net on the dual eligibles demonstration. LA Care will focus on expanding its provider network, including adding county providers. LA Care also will leverage its existing behavioral health management contract with CompCare and build on early pilots that promoted collocation of services.
Key Identified Challenges/Questions
· Complexity of coordinating multiple levels of relationships under the delegated model in LA County to guarantee seamless access and track accountability.
· Engagement and coordination with current service providers will be essential for care continuity.
Orange County Presentation
Dianna Daly, director of behavioral health integration at CalOptima, described strategies to improve integration for the top 2-3 percent of enrollees with serious and persistent mental illness who rely heavily on the Medi-Cal rehabilitation services and also the population with less severe illness that primarily uses the Medicare mental health benefit. Best practice screening, assessment and risk stratification tools are essential for both groups. Enhancing behavioral health services in primary care and transitions between settings will be key focus areas, she said.

Dr. Alan Edwards, medical director of the Orange County Health Care Agency, said improved care coordination would drive better patient health outcomes. He noted that risk stratification was an essential first step but the challenges of establishing a data sharing arrangement to enable that should not be underestimated.

Key Identified Challenges/Questions
· Data exchange for targeting services and ongoing coordination
· Flexibility in the benefit structure, especially around substance use services
· Access to historic Medicare data to identify current providers and bring them into plans’ networks.
San Diego County Presentations
Dr. Michael Owens of Molina said his organization would draw on its work integrating behavioral health in other states. Building strong care management teams and working with hospital partners to identify and patients with high needs will be important. The initial health risk assessment needs to include enhanced mental health and substance use screening. Owens said he hopes this work group becomes a forum for sharing best practices. 

Dr. Jorge Weingarten of Care 1st emphasized the importance of the four health plans working collaboratively to develop a unified approach to working with Healthy San Diego and the County Mental Health Department. He said enhanced assessments and stratification are needed to identify patients who can be treated through Medicare benefits and those who will be best served by the expanded Med-Cal benefits.

Mike McGarrigle of Community Health Group supported comments from colleagues in San Diego County, indicating that expanding provider networks, clearly defining benefits and communicating with members will be key areas of focus over the next several months.

Dr. Marshall Lewis, Clinical Director of the San Diego County Health and Human Services Agency Behavioral Health Division, raised an important and cautionary note, saying that working with four health plans in the Geographic Managed Care model makes it difficult to have close relationships with any of them. For example, each plan has different formularies and different positions on the medical necessity criteria, such as for skilled nursing. He said the duals demonstration should build on lessons learned from the transition of seniors and persons with disabilities into managed care, particularly around preventing any cost shifting to the county for expensive psychotropic drugs and necessary institutionalization. 
Key Identified Challenges/Questions: 
· The health plans need to develop a closer relationship with the County of San Diego Department of Mental Health and strengthen their Memorandums of Understanding. 
· Boundaries around cognitive impairment/dementia versus mental health need to be explicit in contracts. 
· Better systems for information sharing between the county and health plans are needed. 
Large Group Discussion

1. Questions were asked about how the Mental Health Services Act (MHSA) funding fits into the demonstration. Roughly 30 percent of the adults served by MHSA funds are dual eligibles. Safety-net providers are concerned that health plans will transfer their dual eligible clients to different providers. Effective collaboration between the health plans and county mental health services will be critical to successful integration in all counties.

2. A comment was made that counties should share in any savings accrued through enhanced case management or other services offered by its provider network.

3. Concerns were raised around having adequate work force to carry out the expanded services, particularly around targeted geriatric services and the rehabilitation model.

4. A question was raised regarding how the Drug Medi-Cal benefit will be included, noting that it currently is being realigned to the counties. Similarly, the need to gather better substance use data was emphasized. When asked for examples, of existing integration of substance use services, Louise Rogers described efforts underway in San Mateo County to build on the mental health service delivery model and blend the Medicare and Drug Medi-Cal benefits. The county BHRS would provide integrated services as a contractor to the Health Plan of San Mateo.

5. Another concern raised was the need for regulatory authority to offer services beyond the state benefits.

6. Community clinics will be an important part of the provider network and are innovating around integration.

7. Another commenter noted that significant integration already exists at the delivery system level within the large medical groups. Future efforts should build on what already exists and works before trying to reinvent the wheel.

Performance Measures for Tracking Coordination and Accountability

Alice Lind from the Center for Health Care Strategies, Inc gave a short presentation on best practices in measuring and tracking behavioral health integration. The demonstration health plans were encouraged to go home and initiate discussions around performance measures that could work well in their local communities. Lind included examples from Pennsylvania and New York.

A separate work group will focus exclusively on measures for monitoring quality and evaluating the demonstration. Efforts in the mental health and substance use work group should focus on discussing realistic and useful measures for tracking coordination and accountability at the local level.

Lind presented three levels of measurements: 
1. Structural measures can track the existence care coordination, comprehensive case management and smooth transitions. Focusing on the individuals’ goals and involving the family or caregivers’ (if so desired) are important, she said. Close collaboration across providers and the care coordination team is more important than physical co-location of services 

2. Process measures can provide evidence of the success of coordination by tracking whether events happened. For example, the time it takes a patient to fill medications or attend a follow-up appointment after an inpatient hospitalization could be a useful measure.

3. Outcome measures will indicate the success of the interventions overall. It is important that outcome measures be not just medical related but also reflect self-defined recovery goals and achievement of important personal milestones.
Wrap Up

The next meeting on May 16, 2012 will build on this initial dialogue. Work group participants were asked to initiate discussions with their local partners around integration and tracking shared accountability for the demonstration goals of seamless access to services and aligned financial incentives to reduce cost shifting.
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