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Drug Medi-Cal Organized Delivery System Waiver
(DMC-0ODS) Overview

« Expansion of coverage for services previously not
covered, e.g. residential treatment, case management,
recovery support services, MAT.

e Continuum of SUD treatment based on ASAM Criteria.

 Facilitate increased coordination/integration of SUD
services with physical and mental health care

e County-by-county implementation.
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Evaluation Data Sources (partial list)

o Administrative Data Analysis
— Drug Medi-Cal Claims / Short Doyle Mental Health
— CalOMS-Tx
— Managed Care / Fee for Service (soon?)

« UCLA Data Collection, in collaboration w/ others
— Surveys (County Administrator, Provider, Patient)
— Key Informant Interviews
— Case Studies
— “Secret Shopper” Calls
— ASAM Level of Care Placement Data
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Presentation Notes
EQRO provided input on Administrator Survey items.
Topics for the case studies suggested by DHCS; potential case studies were informed by PIPs (e.g., Riverside County) and EQRO


Beneficiary Access Lines (BAL)

* Finding BAL phone numbers was easy (rated 8.5 out of
10) , but misleading non-county websites in search results
prevented a higher rating.

e For 24.7% of the calls, the walit time for an answer was
over two minutes

* Beneficiary access line staff were rated as friendly (9.8
out of 10).

e Spanish results were worse

UCLA



Penetration Rate

* 6.5% of Medi-Cal eligible beneficiaries

 May underestimate true penetration if referred to primary
care for MAT

 National estimate: 10.8%

« Among people who do not receive treatment, 95.5% feel
they don’t need It.

* 60.6% penetration among Medi-Cal eligible patients who
thought they needed treatment.
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6.0% in First Wave counties (up from 4.3% estimated in last year’s report)



Huge County Variation
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Presentation Notes
Unique clients
Highlight the First Wave and Second Wave counties and the analysis strategy


Claims Data:
Number of patients receiving Drug Medi-Cal services
(all levels of care)
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Claims, and Y Axis is % change from baseline average. 
Autoregressive Integrated Moving Average (ARIMA) intervention model confirms statistically significant increase.

NEED CALOMS


A
Date of
Screening or
Assessment
[mmafoD/ YY)
89/8/2016
9/9/2016
9/28/2016

12/1/2016

B C
Medi-Cal Client First
Client Index Name

Number (CIN)

12345678A John
1234567BA John
987654328 Mickey
12345678A John

Is Increased Residential Treatment
Appropriate?
Level of Care Data

D E
R
Client Last C'L':“;ID';“
Name o
Doe 1/1/1996
Doe 1/1/1996
Mouse 11/18/1928
Doe 1/1/1996

F

Type of
Screen [
Assessment

Brief Initial
Screen
Initial
Assessment
Brief Initial
Screen
Followup
Assessment

< To add rows, right click the row number to the left of this box, then select Insert

H

Indicated Level of Care/WM

Residential, exact level TED
3.2-WM Clinically managed residential WM

Residential, exact level TBD

1 Qutpatient

UCLA

Additional Indicated Level of Care/WM, if
any

Withdrawal Mgmt, exact ASAM level
unspecified

Additional Indicated Level of Care/WM, if
any

Residential, exact level TBD

Withdrawal Mgmt, exact level TED
Armbulatory Withdrawal Mgmt, exact level TED
Residential finpatient Wh, exact level TED
Marcotic Tx Program /Opiate Tx Program

0.5 Early Intervention

1 Qutpatient

2.1 Intensive Outpatient

Actual LOC/WM placement decision

Residential, exact level TBD
3.2-WM Clinically managed

residential WM

2.1 Intensive Outpatient

1 Qutpatient

oQ
ISAP 0
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ASAM Data Quality – Vandana

DO WE TWEAK THIS NOT TO BE ABOUT RESIDENTIAL BUT RATHER INTRODUCE THE LOC DATA FORM?  

WE WERE THINKING TO MOVE THE RESIDENTIAL DISCUSSION UNTIL LATER (??)


Placements Appear to be Appropriate (so far)

Percentage of clients for whom indicated LOC and placement decision matched (Preliminary)

100.0%

87.4% 85.0% 84.7%
20.0%
64.2%
B0.0%
40.0%
20.0%
0.0%%
Brief Screening Initial Assessment Follow-Up Assessment Total

IS%
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Overall, placements seems to be appropriate, suggesting the increased use of residential is justified. Previously underutilized.
At brief screening, the main reason for the difference is PATIENT PREFERENCE
Where there is a difference, it tends to be to a LOWER level of care.
At assessments, the top reasons are CLINICAL JUDGEMENT and PATIENT PREFERENCE.
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Treatment Engagement
(3 visits in 30 days)
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Garnick et al. reported outpatient engagement rates of 47% averaged across five states, with states ranging from 24% to 67%. California’s rate of 53.2% in CY 2018 is in that same range and slightly above the average. The same study reported an average of 62% engagement in intensive outpatient across three states (range: 34%-75%). California’s rate of 81.1% in CY 2018 exceeds that.

Def of Tx Engagement:  at least 3 visits within the 1st 30 days


U«

Print POF as needed.

Treatment Perceptions Survey (Adult) Do not photocopy!

CalOMS Provider 1D (required) Program Reporting Unit (if required by your county): .

Use Only

Treatment Setfing (required): O OPNOP O Residential (O OTPINTP O Detox/WM (standalone) O Partial hospitalization

Print PDF as needed.

Treatment Perceptions Survey (Youth) Do not phatocopy!

CalOMS Provider 1D (required) Program Reparting Unit (if required by your county): .

. County / Provider
Use Only || HEREEEEE

Treatment Setting (required): O OFMOFP O Residential ) OTR/NTF (O Detox™WM (standalone) () Partial hospitalization

= Please answer these gquestions about your experience at this program.

‘ = If the question is about something you have not experenced, fill in the circle for *Mot Applicable™ 8 % s
* DO NOT WRITE YOUR NAME ON THIS FORM. Eu E & Jé

_ z 3 & z B

= Your answers must be able to be read by a computer. Therefore, please use a pen, fill in g b = = g‘ o

the circle completely, and choose only one answer for each question. & é, -_% g & g

1. The location was convenient (public transportation, distance, parking, etc.). (8] ) O () O 9
2. Services were available when | needed them. (8] [ O @] o O
3. | chose the treatment goals with my provider's help. o o O o o O
4. 5taff gave me enowgh time in my treatment sessions. (8] [ O [ o O
6_ Staff treated me with respect. o o O O O O
6. Staff spoke to me in a way | understood. o o O O o O
7. Staff were sensitive to my cultural background (racefethnicity. religion. language, efc.). [ ] o 18] o 0O
8_ Staff here work with my physical health care providers to support my wellness. O o O O o O
9. Staff here work with my mental health care providers to support my wellness. (] ] O (@] o O
10. As a direct result of the services | am receiving, | am better able to do things that | want to do. QO 0 0O O O O
11. | felt welcomed here. o o o o O o
12. Overall, | am satisfied with the services | received. o o o O O O
13. | was able to get all the help/services that | needed. o © o O O O
14. | would recemmend this agency to a friend or family member. o o o O o O

Comments.
Please do nof write any informalion that may identify you, including but not limited lo your name andior phane number.

Please answer the following questions.
1. How long have you received services here?

O First visitday (0 2 weeks orless O More than 2 weeks

2. Gender ldentity (Please mark all that apply):

) Female O Male ) Transgender ) Other gender identity ) Decline to answer

3. Race/Ethnicity (Please mark all that apply):

0 American Indian/Alaskan Native O Latino O Other
O Asian ) Mative Hawaiian/Pacific Islander
0 Black/African American O WhitefCaucasian O Unknown

4. AgeRange: (O 1g28 (2635 (345 (4855 56+

. Thank you for taking the time fo answer these questions!

Revisad DE/06/15 Treatment Perception Survey (Adult) - English

= Please answer these questions about your experience at this program.

@
w = If the question is about something you have not experenced, fill in the circle for "Mot Applicable.” E 3-:';, ©
. DO NOT WRITE YOUR NAME ON THIS FORM. 2 E g ﬁ
= Your answers must be able to be read by a computer. Therefore, please use a pen, fill in 5 o g i 5 §
the circle completely, and choose only one answer for each guestion. 2 = 5 a S k=1
5 < = &a & 2
1. The location of services was convenient for me. O [} ) (e () O
2. Services were available at imes that were convenient for me. O [ o 8 (@] ]
3. | had a good experience enrclling in treatment. O ] O O (@] O
4. My counselor and | worked on treatment goals together. O @] O O (8] O
5. | received services that were right for me. O O 8] [® 9] o
6. Staff treated me with respect. o o o o O O
7. 1 feel my counselor tock the fime to listen to what | had to say. o O o o O ©
8. | developed a positive, trusting relationship with my counselor. o o o O o O
9. Staff were sensifive to my cultural background (race/ethnicity, religion, language, etc.). o o o o o oQ
10. | feel my counselor was sincerely interested in me and understood me. O (] o] @] o] o]
11. 1 liked my counselor here. o O 0o O O O
12. My counselor is capable of helping me. O O o] @] o] o]
13. Siaff here make sure that my health and emctional health needs are being met (physical exams, O O ®) O o 'e)
depressed mood, efc).

14, Staff here helped me with other issues and concems | had related to legal/probation, family and -

- o o o o O O
educational systems.

15. My counselor provided necessary services for my family. o O o o o O
16. As a3 result of the services | received. | am better able to do things | want te do. o o o o O O
17. Owerall, | am satisfied with the services | received. O O o O O O
18. 1 would recommend the services to a friend who is in need of similar help. o O o o O OC

Let us know your comments. What was most helpful about this program? What would you change about this program?
Please do nol write any information thal may identily you, including bul noi limited fo your name andior phorme number.

Please answer the following questions.
1. How long have you received services here?
O Less than 1 month O 1 - 5 months ) & months or more

2. Gender ldentity (Please mark all that apply):

O Female O Male ) Transgender () Other gender identity () Decline to answer
3. Race/Ethnicity (Flease mark all that apply):

) American Indianf&laskan Native O Latino ) Other

O Asian O Native Hawaiian/Pacific Islander

) Black/African American {2 White/Caucasian ) Unknown

o= [T
54470

. Thank you for taking the time to answer these questions! .T . 4; .
) L]

Revised 08/06/18 Treatment Perception Survey (Youth) - English



Presenter
Presentation Notes
1-page and 2-page (large print) versions; 13 threshold languages; Includes some items from the MHSIP
Stakeholder input
14-item form (adults); 18-item form (youth) – additional therapeutic alliance domain



Treatment Perception Surveys (TPS)

e 2018: 15,928 TPS forms from 19 counties

e adults (96%) and youth (4%)

« Response rate: 60.9%

 Individual reports returned to counties within 3 months

e First Wave Counties use TPS data more than Second Wave counties for:

— qua
— qua
— feeo

ity Iimprovement (86% to 73%)
ity improvement planning (100% vs. 50%)
back to individual providers (83% vs. 37%)

—e-a

location of resources (17% vs. 12%).

http://uclaisap.org/dmc-ods-eval/htmli/client-treatment-perceptions-survey.html

UCLA
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Presentation Notes
If programs collected TPS forms from non-Medi-Cal beneficiaries, this may have inflated the rate. However, according to CalOMS-Tx data, 32.6% of patients were Medi-Cal beneficiaries in CY 2018. Even if we conservatively assume this percentage of TPS respondents were non-Medi-Cal beneficiaries and exclude them from the numerator in the response rate calculation, the response rate is 41.0%, about double the response rate for the 2017 MH adult consumer perception survey (20.4%)
A few county administrators indicated they used the TPS data to inform performance improvement projects. Based on the greater use of TPS data in First Wave counties, the number of Second Wave counties reporting use of TPS results for quality improvement purposes may increase over time.

Reports provided to DHCS and EQRO

http://uclaisap.org/dmc-ods-eval/html/client-treatment-perceptions-survey.html

TPS Results (adult)

% agree/strongly agree

100.0% 90.7% 91.7% 93.2% gg oo a5.5% 2% 00.6% g pop S0-1%

a4 59, 88.1% 87.2% S3... 822.0% |
20.0%
B0.0%
40.0%
20.0%
0.0%
2 G e & o 2 > o 9

o 0 £ % )
X : > : e 0 L 2 & ) @ < 2
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% agree/strongly agree. Collaboration is lower. Similar to last year.  We see slightly more variation at the county level and even more at the provider level


TPS Results (youth)

% agree/strongly agree

100.00%
90.0% 88.2%

%

= %8 %, B4.9% 81.8% 1 3%
80.00% 77.8%78.29,77.5%50.3% 8L28% 78.6% 8L.8% 2%77 2%
60.00%

40,00%

20.00%

0.00%

2 & 5 X e 2

T T G P S

&
,,_f&?""‘ .2 e ‘}LQ’ & >

WAccess @ Quality B Therapeutic Alliance B Care Coordination Outcome M General Satisfaction
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Presentation Notes
A bit lower than adults, has additional questions on therapeutic alliance.


Beyond the Annual TPS

« At least a few counties are (or are considering)
administering the TPS on an ongoing basis (e.g., Santa
Clara)

« At least a few counties have piloted or are considering
piloting the TPS In their mental health systems (in addition
to using the MHSIP; e.g., Monterey, Ventura)

UCLA - G




How often does your treatment program deliver

Treatment Provider Survey:

recovery support services after discharge?

100.0%

80.0%

60.0%

40.0%

20.0%

0.0%

UCLA

18.4%

Never

20.4%

Rarely

24.5%

Sometimes

20.4%
16.2%

Often Always

Recovery Support Services

Claims data:
% patients that received recovery support
services in CY 2018

100.0%6

20.0%

BO.0%

40.0%

20.0%

2.5% 1.4%
0.0% | ——
First Wave Second Wave

O
Q ISlP%
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61.2% of providers say they provide these services at least “sometimes”
36.7% say they provide it often or always

By contrast, in claims we see it for less than 3% of patients.

Followed up with interviews, case studies. Providers were doing it but not claiming.


Recovery/Peer Services

e Feedback from administrators:

— “The ability of providers to build out this component of the benefit has been challenging,
particularly with restrictions on use of peers.”

— “. .. [lack of] understanding how billing will work is a problem”

— “. .. lots of questions linger about [recovery support] service model, and about what
pieces of this service peers can deliver under "substance use assistance"

— “development/submission of Peer Recovery Support Plan to DHCS for review/approval -
still waiting for a response from DHCS.”

— “We have not received answers to critical questions . . . about how to implement this
service.”

UCLA



Recovery/Peer Services

« Technical Assistance Requests:

UCLA

“Recommendations for, or actual development of, a standardized curriculum for peer
certification”

“How to do peer certification”

“Development of Peer Training Program; how to build capacity of a peer led/run non-
profit to be able to obtain and delivery RS as a managed care provider. We don't want to
undermine current provider, looking to support/sustain their work in future under DMC
ODS RS...but am interested in strategies for building their org capacity to operate as a
managed care health provider.

“We are especially interested in assistance on what qualifies a best practice training plan
for peers to be part of the recovery services delivery.”




Case Study:
Recovery Services with Peer Support
Specialists - Riverside County

At least one Peer Support Specialist in almost every county clinic.

“Don’t hire peers because of their lived experience . . . hire peers
because of their recovery from their lived experience. They have to
be the evidence that recovery Is possible.”

UCLA ﬁ,
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Presentation Notes
The county’s goal is to have at least one PSS in all of the county clinics.  Contract providers are providing RSS, but not necessarily by peer support specialists.  


Case Study:
Recovery Support Services - Santa Clara County

« Relatively unstructured approach, gives providers “a lot of freedom” to be
creative in developing recovery plans with their clients (i.e., phone call
once a month, case management, alumni groups)

 “Fewer rules around recovery services,” which “drives some of the
hesitancy in using that particular modality”. But “that’s the refreshing
aspect of recovery services.”

« Key to success: Training in Recovery Services

UCLA
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Asked for more guidance, but not more rules


Assessment of cross-system integration
and collaboration

Communication With MH and PH

Percentage of county administrators reporting the Percentage of county administrators reporting the
waiver had positive influence on communication waiver had positive influence on communication
between SUD and MH between SUD and PH

100.0% 100.0%

. / 80.0%
60.0% 60.0%

20.0% 20.0%
0.0%% 0.0%
2015 2019 2015 2019
i First Wave 60.0% 85.7% e First Wave 28.6% 100.0%
el S econd Wave 63.6% 81.8% =l Second Wave 63.6% Bl1B8%
=il Others 45.5% 25.0% sl JThErs 42 4% 15.4%
s First Wave ==lle=Socond Wave —==l==0thers sl First Wave ssll==35ocond Wave s=ll==0thers
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Assessment of cross-system integration
and collaboration

 IPAT: Integrated Practice Assessment Tool for providers

— Developed by SAMHSA-HRSA Center for Integrated Health Solutions

— Adapted to assess SUD-MH and SUD-PH integration using SAMHSA
Framework for Levels of Integrated Healthcare (6 levels)

Coordinated Co-Located Integrated
keyElement: Communication | KeyElement: Physical Proximity keyElement: Practice Change
Levell Level 2 Level 3 Level d Level Level &

Close Fuill
Close Caollabaration Callaboration
Basic Basic Collaboration Approaching inaherged
[inimal Collaboration | Collaboration | with Some System | an Integrated Integrated
Collaboration | at a Distance Onsite Integration Fractice Practice

UCLA
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To measure provider level of integration with MH and PH, questions from the Integrated Practice Assessment (IPAT) tool were incorporated as a component within the Provider Survey. 

The IPAT was developed to help place provider practices on levels of integrated care as defined by the Standard Framework for Levels of Integrated Healthcare. The framework, released in 2013 by SAMHSA-HRSA Center for Integrated Health Solutions, identified three main overarching categories — Coordinated care, Co-located care, and Integrated care – with two levels within each category, producing a national standard of six levels of collaboration/integration ranging from Minimal Collaboration to Full Collaboration in a Transformed/Merged Integrated Practice.
https://www.integration.samhsa.gov/operations-administration/IPAT_v_2.0_FINAL.pdf



e Minimum of 4 gs
and maximum of
8 questions to
determine
Levels 1-6

o Self-
Assessment tool
from provider
leadership

UCLA

DECISION TREE FOR IPAT®

1. Are behaviord health & medical providers

in (physicaly or virtually) one facility?

L o J

Pre-Coordinated or Coordinated

4, |z information pwritten or electronic)
routinely exchanged?

5. Iz the communication

\@

Co-Located or Integrated

2. Are the medical and behavioral health providers
equaly ireolved in the appreach to individual patient
care and practics design?

e
Co-Located

l@

L L7

interactive?

7. Do provider relationzhips go beyond

increasing succezsful referrals with an intent

1o achieve shared patient care?

3. Are behavioral health and medical providers
irwahwexd in care in a standand way across
all providers and all patients7

&

h'lmnmrbun‘ 'HH]'IBLI
communication)

Frﬂ [:deatﬂl:l I l@

Coordinated

6. Do providers commiunicate on
a regular baszis to address specific patient
treatment issues?

g 2

&@

Lewel 2

*Tha mere eexchangs of Iormation (8.g., HIE), Is not sulfident for cecrdination.
148 get the tools and rescurces (nekxding steit) resdsd to practics,

e 2

e

&@

Imtegrated

orEFR

Are resources balanced , fruly shared, and allocated across the whole practice?
5 all patient information egually accessible and used by dl providers to inform cara?
Have all providers changed their practice to a new model of cars?

Haz leadership adopted and committed to integration as the medel of care for the
whole systam?

s there only 1 freatment plan for all patients and does the care team have access to
the treatment plan?

Are all patients reated by a team?

B population-basad scresning standard practice, and iz screening used to develop
interventions for both populations and indriduds?

Does the practice systematically track and analyze outcomes for accountability and
guality improvemeant?

@

TOANY

ol

Level & Level 6
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This is an image of the Decision tree for a visual aid.  
Based on how they answer the questions, there can be as short as 4 questions or a maximum of 8 questions to determine the level of collaboration ranging from minimal collaboration to Full Collaboration in a transformed/merged integrated practice


Preliminary IPAT rating of MH and PH service
Integration in SUD programs

100%
80%
60%
40%

20%

0%
SUDfMH-Behavioral health integration SUD/PH-Physical health integration

B Coordinated care @ Co-located B Fully integrated

IS%

¢
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Small/preliminary, non-representative sample

Of the 62 survey responses, 50% were from outpatient programs, 17.7% were from opioid treatment programs/narcotic treatment programs, and 32.3% were from residential programs. Sampled treatment programs from thirteen counties.

Overall, SUD-MH integration was distributed more broadly across the three categories than PH integration. Although most treatment programs placed in the Coordinated Care category across both service system pairings, there were more treatment programs offering on-site MH services than on-site PH services. 

In time, a complete sample will provide a greater understanding of how cross-system integration and collaboration is working across the state.  Identify promising practices for successful collaboration in the various levels of integration.  The goals of programs may not all be the same (e.g.: to be fully integrated).  

At this time, key barriers reported that inhibit collaboration include:  navigating 42 CFR privacy regulations to share information, obtaining Releases of Information (ROIs) from both patients and collaborating providers, and establishing formal partnerships (MOUs) to facilitate referral and care coordination.  In addition, billing for MH and PH services remains to be challenging and limited in both residential and outpatient settings.    



Percentage of SUD patients with MH and SUD
services (claims data, First Wave)
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Case Study: Care Coordination
Encompass Community Services-Santa Cruz County

 Encompass had high care coordination ratings on the client Treatment
Perceptions Survey, especially outpatient, without being part of a fully
iIntegrated system. Their keys to success:

o Start on day one: Assess need for care coordination with PH/MH at first
contact.

o Meet with MH/PH providers: met weekly at first to establish workflows.
e.g."How do we make sure that we are providing continuity when people
transfer . . . between agencies?”

UCLA
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Presentation Notes
Some places like Tarzana and Healthright 360 have an array of mental health and primary care services within the organization, which is fantastic.  We went looking specifically for a place that didn’t have that, yet still scored high, to see what was going on.


Case Study: Case Management
Los Angeles County

In LA, about 53% of clients receive CM, leading the state.

Keys to success:

« Communicate with providers in advance, often and in multiple ways. (e.g.
provider manuals, technical assistance, training, and guidance)

« “Everybody is offered case management and everybody should receive it.”
* Be flexible: Adjusted billing cap as needed.
e Connect to other County service delivery systems

UCLA



Treatment Effectiveness between CM vs Non-CM clients

% of clients who reported improvement in personal

% of clients who reported improvement in their AOD
responsibility from admission to discharge

use from admission to discharge

A46.4% 39.1%
CM Non-Ch
CM Mom-Ch

% of clients who reported improvement in their Mental

% of clients who reported improvement in their physical Health from admission to discharge

health from admission to discharge

43.9%
- I .
CM Mon-Ch M Non-CM

CM clients were more likely to report improvement in personal responsibility, AOD use, physical health and mental health at discharge compared
to at admission (measured at two time points)

Personal Responsibility: How good are you in taking care of personal responsibilities (e.g., paying bills, following through on personal or professional commitments)?

Alcohol and Drug Use: How good are you with drug and alcohol use? (e g., the frequency and amount of use, money spent on drugs, amount of drug craving, being sick, etc_)
Physical Health: How good is your physical health? (e.g., are you eating and sleeping properly, exercising, taking care of health or dental problems)
Mental Health: How good is your mental health? (e.g., are you feeling good about yourself?)

4
o
UCLA Analyses by Tina Kim, Los Angeles County Substance Abuse Prevention and Control "
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CM  Clients were more likely to report improvement in taking care of personal responsibilities (e.g. paying bills, keeping commitments), AOD use, PH and MH. 
All of this occurred in spite of CM patients being more likely to be homeless, recently physically or sexually abused 
Thanks to Tina Kim and LA SAPC for this


Transitions along the SUD Continuum

UCLA will update 2018 statistics when CalOMS-Tx Issues
are resolved.

In CY 2017:

e 86.4% of patients did not receive further treatment within
14 days after residential treatment discharge

e 7/2.6% did not receive treatment within 14 days after
withdrawal management discharge

UCLA



Case Study: Transitions from Withdrawal
Management - Riverside County

* Riverside County used a regional Care Coordination Team approach to
link patients from WM to treatment. The number of cases transitioning
from WM to residential or OP care increased 48% from baseline.

e Keys to success:
— Case management
— Thorough Initial assessments
— Developing rapport and good relationships with providers

— Providing all the information to the provider before the patients
transition to avoid patients being sent away because something is
missing.

UCLA



Recommendations

 Provide greater clarity on what activities are billable for recovery support services
and case management, and what documentation is needed.

— Providing lists of practices that have successfully been approved, as well as
those that have not, with the understanding that actual claim approval or denial
depends on the exact details of the implementation, would be a good start.

* Re-institute the standard CalOMS-Tx reports that were available before BHIS
transition.

* Re-initiate “CalOMS-Tx rewrite” efforts to better align CalOMS-Tx with the DMC-
ODS waiver (e.g. incorporation of ASAM levels of care to replace older treatment
modalities).

 Promote screening for SUD in MH and PH settings and linkage to onsite or well-
coordinated SUD treatment to increase treatment penetration rates.

e Continue to address MAT stigma among providers.

UCLA
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TA needs
Data collection and submission:  Provide technical assistance to counties regarding the data to be collected and submitted under the waiver (e.g., ASAM LOC, claims), monitor whether the data are being submitted in a timely fashion, and give initial feedback to minimize missing or inaccurate data.
ASAM Criteria: Provide technical assistance to counties on how to implement various aspects of the ASAM Criteria (e.g., brief screening, initial assessment, follow-up assessment, treatment planning), including optional DHCS-approved ASAM Criteria-based screening/assessment tools, and guidance for assessing fidelity to the ASAM Criteria, while allowing room for flexibility to address each county’s unique needs.
Evidence-based practices: How to assess fidelity to evidence-based practices.
EHR systems: (e.g., to incorporating ASAM Criteria-based assessments, ASAM LOC data collection, billing, flag high utilizers).
Memorandums of understanding (MOUs): Provide sample MOUs to establish formal collaborations for both BH and PH partners.
42 CFR privacy regulation: Provide additional guidance and examples of 42 CFR-compliant Release of Information forms to facilitate referrals and care coordination
Tracking referrals: Provide examples from other counties that have systemized tracking referrals (that show actual movement in EHRs) and other existing practices that have been helpful 
Case management and Recovery support services: Provide clearer guidance and examples of case management and recovery support service implementation from counties. 
Curriculum for certifying staff in case management core competencies, e.g. how much case management a patient should receive, how to approach reimbursement for clients who have been assessed but not treated.
Youth treatment practices: ASAM criteria assessment for youth, and evidence-based practices for youth treatment.



Technical Assistance areas Include:

Data collection and submission:

— Provide technical assistance to counties regarding the data to be collected and submitted under the
waiver (e.g., ASAM LOC, claims), monitor whether the data are being submitted in a timely fashion,
and give initial feedback to minimize missing or inaccurate data.

ASAM Criteria:

— Provide technical assistance to counties on how to implement various aspects of the ASAM Criteria
(e.g., brief screening, initial assessment, follow-up assessment, treatment planning), including
optional DHCS-approved ASAM Criteria-based screening/assessment tools, and guidance for
assessing fidelity to the ASAM Ceriteria, while allowing room for flexibility to address each county’s
unigue needs.

Evidence-based practices:
— How to assess fidelity to evidence-based practices.
EHR systems:
— (e.qg., to incorporating ASAM Criteria-based assessments, ASAM LOC data collection, billing, flag
high utilizers).
Memorandums of understanding (MOUS):
— Provide sample MOUs to establish formal collaborations for both BH and PH partners.
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Technical Assistance areas include (cont.):

42 CFR privacy regulation:

— Provide additional guidance and examples of 42 CFR-compliant Release of Information
forms to facilitate referrals and care coordination

Tracking referrals:

— Provide examples from other counties that have systemized tracking referrals (that show
actual movement in EHRs) and other existing practices that have been helpful

Case management and Recovery support services:

— Provide clearer guidance and examples of case management and recovery support service
Implementation from counties.

Curriculum for certifying staff in case management core competencies:

— e.g. how much case management a patient should receive, how to approach reimbursement
for clients who have been assessed but not treated.

Youth treatment practices:
— ASAM criteria assessment for youth, and evidence-based practices for youth treatment.
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Results to date show that the demonstration is improving access to
treatment, quality of treatment, and coordination of care, but there are
also many challenges to overcome. The case studies featured in this report
provide examples of how some innovative stakeholders are taking on these
challenges.

UCLA
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To be edited


Questions? Comments?

Darren Urada, Ph.D.
DUrada@mednet.ucla.edu

DMC-ODS Evaluation Reports:
http://uclaisap.org/dmc-ods-eval/html/reports-presentations.html

J e
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http://uclaisap.org/dmc-ods-eval/html/reports-presentations.html

Brief Questionnaire for Initial Placement

(BQuIP)

Demonstration
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