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Preface
Anybody can develop a mental illness at some point in their life.  But today, not everybody receives the care they need.  Minnesota’s mental health care system is a product of well-intentioned efforts to add programs, improve coverage for services, and contain costs.  Unfortunately, the system has become fragmented and its complexity is the obstacle to assuring that children and adults receive the best possible mental health care.  But this is changing.  The Minnesota Mental Health Action Group (MMHAG) was created to take action to transform the system to better serve children and families, and improve quality and efficiency.   This “road map” shows the way.  Included are the reports of literally hundreds of people working together toward a common destination.

MMHAG is an inclusive, broad-based coalition of mental health providers, hospitals, health plans, consumer advocacy organizations, and the Minnesota Departments of Human Services and Health who have joined forces to transform Minnesota’s mental health system.  The welcome involvement of hundreds of interested people and organizations has been one of the most important aspects of MMHAG. The formation of MMHAG was announced at the Minnesota Community Mental Health Centers’ annual fall conference in 2003, and interested persons and organizations were recruited to participate.   Subsequently, in February 2004, MMHAG approved Action Priorities which were announced at a well-attended public meeting.  Work Groups were formed to implement the priority actions and have been the primary avenues to form detailed work plans and to identify any needed public policy changes.  

Minnesota’s consumer and family advocacy organizations, and some of the leaders from the advocacy community, serve on MMHAG’s Steering Committee.  An informal coalition of advocacy organizations has also been convened throughout the process to ensure consumer involvement and to provide for their organized participation in MMHAG activities.  
Proactive, open and regular communication has been a constant goal. A web site was created, http://www.citizensleague.net/mentalhealth/, and updates were posted to it. A list serve was also created to keep everyone informed and encourage participation.  

MMHAG’s costs have been funded by Minnesota’s hospitals and health plans who have demonstrated a keen interest in improving Minnesota’s mental health system.  Just as important, these organizations have contributed significant in-kind support and commitment through strong participation in Action Teams, Work Groups, and the Steering Committee.  The following organizations provide funding:  Allina health System, BlueCross Blue Shield of Minnesota, Childrens Hospitals and Clinic, Fairview/University Hospital, HealthEast, healthPartners, Medica Health Plan, Metropolitan Health Plan, North Memorial Medical Center, Preferred One, and UCare Minnesota. 
Leaders of public and private mental health organizations are working together to change the way they fund and deliver mental health care and services.
MMHAG’s vision for Minnesota’s mental health system.

Minnesota embraces a vision of a comprehensive mental health system that is accessible and responsive to consumers, guided by clear goals and outcomes, and grounded in public/private partnerships.

MMHAG’s guiding principles for Minnesota’s mental health system.

· Flexible to meet the needs of different populations, ages and cultures 

· Provides the right care and service at the right time 

· Delivers care and services in the least intensive site possible 

· Uses a sustainable and affordable financial framework with rational incentives 

· Easily navigated by consumers and providers because it operates in efficient, understandable pathways 

· Uses evidence-based interventions and treatment to produce the desired outcomes 

· Employs effective health promotion and prevention strategies 

· Has appropriate providers and service capacity 

· Clearly defines accountability among all parties

Desired outcomes for Minnesota’s mental health system.

· Public/private partnerships to assure that all aspects of the mental health system are working to serve consumers and families.

· A different fiscal framework for public and private mental health funding that creates rational incentives for the right care to be delivered in the right setting at the right time.

· Quality of care for consumers and families, as measured by standardized assessment of performance and outcomes.

· Innovative workforce solutions to assure an adequate supply of appropriately trained and qualified mental health professionals.

· Earlier identification and intervention so that consumers and families are willing to seek, and able to access help when needed.

· Coordination of care and services so that the mental health system is easy for consumers and families to navigate and they receive the right combination of services to achieve the desired health and social outcomes.

The coalition received a solid endorsement in April of 2005 when Governor Pawlenty issued a directive to the Department of Human Services to design a mental health system in Minnesota, both programs and funding, that is consistent with MMHAG’s vision, principles, and outcomes.
Each and every individual effort has been important and will continue to be essential to make further progress.  Special appreciation is extended to Kevin Goodno, Commissioner of the Minnesota Department of Human Services, and former Citizens League of Minnesota Board Chair, Gary Cunningham, who both have done a superb job of co-chairing the MMHAG.  
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SECTION I

PRIORITY:
PUBLIC/PRIVATE PARTNERSHIPS TO TRANSFORM THE MENTAL HEALTH SYSTEM TO BE RESPONSIVE TO CONSUMERS AND FAMILIES’ NEEDS
OUTCOME:
Consumers and families are satisfied with Minnesota’s mental health system.
Rationale:  Many people and organizations are trying to change the system in limited settings.  An organized effort to produce transformational change is needed.  MMHAG’s goal is to establish a statewide public-private partnership where common understandings of mental health system changes are understood and actions initiated to create a cohesive mental health system that serves the needs of Minnesotans.
Continuing Leadership, Oversight and Accountability 

Leadership Accountability.  MMHAG was formed in the fall of 2003 to bring together Minnesota’s mental health leaders and a broad coalition to work together to reform the mental health system.  MMHAG was designed to be a short-term coalition whose purpose was to develop a vision, priorities and to jumpstart actions needed for mental health system reform.  Now that MMHAG has developed a comprehensive “Road Map” for mental health system change, it is time to shift the focus to ensuring effective follow-through by providing continuing leadership and oversight.  

There is no other place to have conversations among all mental health stakeholders, including public agencies and private health care organizations.  The MMHAG Steering Committee will continue to meet as forum for high-level leaders and change agents over the next two years to:

· Keep the vision alive,

· Break down barriers and solve problems,

· Advance public policy to support the vision and needed system changes,

· Make decisions to bring about changes in the system, and

· Make shared commitments and hold each other accountable for keeping those commitments.

Accomplishments.  MMHAG’s work has been valuable as measured in many ways:

· A clear vision of the desired future MN mental health system, 

· A set of priorities and action steps for reforming the system, 

· Increased communication and understanding among the key stakeholders, 

· A spirit of collaborative problem solving, 

· Multiple groups working on identified priorities to create a total reform plan,  

· New tools and benchmarks for assessing the system, e.g., the model benefit set and criteria for a statewide performance measurement system, 

· A number people are seeing changes being made as a result of MMHAG and that people are experiencing “ah ha!” moments where new insights change the way they think and do their work.  

In a survey conducted during May of 2005, 19 (of 25) Steering Committee members gave a satisfaction score on a scale of 1 to 4 using the following scale:
Great 

=  4 

Pretty good
=  3

Fair

=  2

Pretty bad
=  1

	Survey Question


	Average Score

	1. Were the background materials provided to Steering Committee members valuable to you?


	3.55

	2. Do you think MMHAG’s Steering Committee has the right mix of people on it?


	3.20

	3. How do you rate the attendance and participation of Steering Committee members?


	3.15

	4. Has MMHAG chosen the right priorities on which to work?


	3.10

	5. Were the work group reports and products well done and useful?  


	3.32

	6. Has MMHAG been a valuable place to build relationships and communicate with others?


	3.30

	7. Has MMHAG has produced positive changes in mindsets, attitudes or perspectives?


	2.90

	8. Has MMHAG produced positive changes in Minnesota’s mental health system?


	2.26

	9. What are the chances that there will be future positive changes as a result of MMHAG?


	2.95

	10. How would you rate the quality of MMHAG’s staff support?


	3.75

	TOTAL AVERAGE SCORE
	3.15


Steering Committee members were also asked to state several examples of positive outcomes they felt MMHAG had produced, if any.  The following comments were received. 

The majority of MMHAG steering committee members who responded to the survey believe that MMHAG’s greatest success is engaging public and private mental health stakeholders who are committed to working together to solve problems facing the state mental health system.  One member expressed this accomplishment by writing, “It has been extraordinary just to get these particular players all in the same room and to begin to put the pieces of the puzzle together to create a whole picture of all that ‘mental health’ encompasses.”  Members report that MMHAG has “opened lines of communication” and “built relationships” among public and private sector mental health actors.  Several committee members expressed particular satisfaction in improved dialogue among health plans and providers.  MMHAG has put “key issues on the table with the right groups at the table,” and is working towards meaningful change within the mental health system.  Members believe that MMHAG has furthered the ability for public and private mental health professionals to network and work offline.  It has fostered joint problem solving efforts that would not previously have been possible.

Committee members highlighted positive “organizational” outcomes such as:

· Increased awareness among stakeholders of particular issues, such as the need for change in children’s mental health services;

· The clear identification of stakeholder roles, such as the many roles of state and county government actors; and

· Clarifying barriers to change within the current system.

One member commented that, “MMHAG captured the collective energy for change that has not been done in the past.”  Another expressed satisfaction in the opportunity for “various stakeholders to come to an understanding of [the] problems faced by others in the [mental health] system and to recognize opportunities for new directions.”  Many committee members spoke positively about the “common vision” and the “road map” established by MMHAG.

Committee members stressed specific positive outcomes including:

· The creation of a model benefit set that will be used as a basis for payment models and health plan reimbursement policies;

· The reorganization of Mental Health Services within DHS, which members see as a direct result of MMHAG’s work (a member reported that this is a “large advance” for children’s mental health in Minnesota); 

· The development of common outcome measures;

· Advancing mental health legislative efforts; and 
· Establishing and maintaining support from the Commissioner of DHS and the governor’s office.  Several members believe these relationships will be crucial in implementing “real” change in the future.   

Committee members also expressed the many challenges that will be encountered as these stakeholders work to implement the changes identified by MMHAG.  Many members acknowledged institutional change lies in the hands of legislators and other decision makers.  However, committee members remain optimistic.  One member stressed that MMHAG has put mental health on the political radar screen in a way that “cuts across the political spectrum.”  In general, members exhibit common hope that MMHAG’s work will create a “better” and “improved” mental health system.
Focus Leadership on Key Priorities.   All of MMHAG’s key strategies, as embodied in the Road Map, are being transferred to champions who are willing to assure that transformational efforts are completed in a timely fashion.  The Steering Committee will no longer provide planning support nor convene and oversee work groups, but instead will hold the champions accountable as well as holding each other accountable for fulfilling the organizational commitments that have been made in the Road Map.

The MMHAG Steering Committee will focus on making sure that action is taken to implement MMHAG’s Road Map on the following four high priority goals.  Organizational champions are shown in parenthesis.

1. Measuring Quality and Performance.  Implement streamlined and standardized measurement tools across the entire system to produce useful quality data.  Designate an independent authority to provide comparable information on quality of care and outcomes. (Minnesota Council of Health Plans in Partnership with Department of Human Services)

2. New financing and payment model for mental health services.  Develop a public funding model in which money follows the consumer not programs. (Minnesota Department of Human Services.)  

3. Reduce Complexity/Ease of access.  Developing model working agreements that facilitate communication among providers, coordination of care and services, and continuity of care in order to make the mental health system easier for consumers and family members to use.  (Minnesota Association of Community Mental Health Centers)

4. A Consumer-centered System.   Consumer’s principles and guidelines will be used to evaluate Minnesota’s Mental Health system improvements. (Minnesota Consumer Survivor Network in cooperation with other consumer and advocacy organizations)

The Steering Committee will also monitor actions on other elements of the MMHAG Road Map for change and will intervene to do problem solving or prompt progress, as needed:  

· Screening and Early Intervention.  A statewide plan for screening and early intervention with priorities and strategies is implemented. 

· Preschool Consultation and Screening.  Enhanced preschool mental health consultation and screening is implemented. 

· Schools and Mental Health.  Mental health providers and professionals identify and implement best practices for partnerships between education systems and the mental health system to assure that children with mental health problems are identified early and receive the services they need in schools.  A policy framework is created and promoted to integrate mental health services and education systems. 

· Co-occurring mental and physical illnesses.  Persons who have physical illnesses with a high incidence of co-morbidity with mental illness are consistently screened. 

· Older adults.  Efforts are implemented to broaden mental health screening for older adults. 
· Regional partnerships.  Public funders and private payers participate in regional partnerships to collaborate to assure that a full continuum of services is available in every geographic region of the state. 
· Shared care with primary care providers.  Collaborations among professional associations, providers, health plans and state agencies promote the use of shared care models between psychiatrists and other mental health providers and primary care providers.  

· Credentialing and licensing barriers.  State agencies and the Minnesota Legislature change state laws and administrative rules focusing on increasing the number and scope of practice of Rx providers; and resolving the credentialing issues relating to the use of interns.

· Cultural competence.  The statewide workforce improves cultural competence in the mental health workforce by examining entrance requirements into higher education, increasing outreach programs to people of certain cultural groups, and putting into practice best practices to retain J-1 visa professionals.
· Mental health professional education.  University and college recruitment and admissions process are designed to increase supply and variety of mental health professionals.  Fellowship programs are more flexible for nurse practitioners and doctors to practice in the community.
· Model benefit set.  Health plans, DHS and county agencies work together to implement the in the model benefit set.

· Payment system dysfunctions.  Health plans and state and county agencies continue to make payment system changes to correct the major financial dysfunctions.

· Administration and billing.  Health plans and state and county agencies provide training programs and technical assistance to help providers bill effectively for publicly funded services; and to simplify administrative procedures.

Guidelines For A Consumer Responsive Mental Health System

These guidelines are a combination of guidelines developed in past efforts by the State Advisory Council and Subcommittee on Children’s Mental Health (1995).  Modifications and additions were made more recently by Minnesota’s mental health consumer and advocacy organizations in meetings and over the Internet.  

MMHAG work groups were asked to assess their plans and recommendations against these guidelines. The consumer and advocacy organizations will also use them in evaluating and providing input on future efforts to reform the mental health system in Minnesota.  These guidelines have been used by the MMHAG Steering Committee as it reviewed reports from the work groups and as MMHAG leaders implement action plans.

Guidelines

1. Does the mental health system, and individual providers within it, actively facilitate respect, recovery, and self-sufficiency through true partnerships among the client, his/her family or loved ones, and providers, where appropriate?

2. Are the services provided flexible enough to allow the design of individualized plans of care around the clients' personal needs and goals, including integration of education, housing, vocational services, employment, physical health care, and transportation to access services?

3. Is the funding flexible enough to allow clients and their families or caregivers a choice of services and providers required for that individual client’s needs?

4. Does the mental health delivery system and its financing mechanisms provide the supports necessary in all phases of a person’s illness/disorder, including eligibility and a full range of services?

5. Are the mental health services provided in the community and other locations in which clients choose to live, and do they respect the cultural, family, spiritual, and personal support networks of the client?

6. Are the mental health services funded in a manner that supports and facilitates the use of early intervention and the use of least restrictive alternatives?

7. Do financial incentives encourage the delivery of individual client-focused, cost-effective, high quality services that follow the consumer rather than provider or living setting? 

8. Does the system provide for client rights to protection, advocacy, and enforcement as well as family/caregivers’ ability to achieve protection, advocacy, and enforcement on behalf of the client when necessary?

9. Does the system emphasize the “early is better than later” philosophy and promote preventive interventions at to various points in a client’s disease:  in the diagnosis of the disease, in the disease process, and in the episodic exacerbation of symptoms?
10. Are the funding mechanisms and services structured to provide prevention and treatment that are individually appropriate to client needs and goals?

11. Are demonstrable efforts being made to provide clients with access to publicly and privately funded mental health services equal to access to other health services within our state?

12. Is there evidence that the cost savings being pursued by changing the structure of how mental health services are funded and delivered improve the efficiency and effectiveness of providing seamless transfer between levels of care and provider types for mental health services?

13. Is there evidence that the organizations with the statutory responsibility to provide services under the Mental Health Acts have the authority to direct the use of all appropriate resources that could be used to promote the best interests of the client?

14. Does the model benefits set include all appropriate and necessary services? 

15. Do the public and private mental health systems provide ready access to responsive providers and services with or without court orders for treatment?

16. Does the financial framework prevent cost-shifting among all third-party payers by supporting a global budget which allows for client-focused care plans?

17. Are cost savings achieved through appropriately aligning clients and services, with the savings directly reinvested in community mental health services rather than being used to reduce relative funding for mental health services in proportion to other services?

18. Is quality of care and services evaluated using a statewide quality of care assessment that is based on national standards, enforceable by state law, and inclusive of continuous quality improvement processes?

19. Does the system of care encourage and fund research and development of outcome-based programs so that we are not experimenting with treatment based on unproven practices or theories? Are research, public education, and documented effective new practices incorporated as essential parts of ongoing efforts to improve the mental health system of care and financing?
20. Does the system encourage and compensate professionals so that a sufficient number of quality professionals can be recruited and retained?

21. Are consumers and family members involved in all levels of planning and policy-making on a state and county level, and in the public and private systems?

22. Has the current state-supervised, county-administered system been transitioned into a system with a standardized set of mental health services available within any given geographic region?

23. Does the system provide for continuity of care with an individual provider when desired, even when insurance coverage changes?

Public/Private Partnerships Commitments

Allina will collaborate with appropriate agencies, public and private, to create positive changes that enhance the health of the communities we serve.  We further commit to ongoing engagement in the process of meeting the mental health needs of our community over time.  We will participate in creating a Consumer’s Guide to mental health services.  Additionally, we support efforts to assist patients in understanding coverage.  When the needs of patients conflict with coverage, we will work with patients to develop strategies for obtaining the care they need. 

Children’s Hospitals and Clinics will support MMHAG financially.

Education Liaison will advocate for the resources necessary to effectively develop and implement mental health services in our communities, both private and public particularly in greater Minnesota.

Human Services, Inc. will develop partnerships with local governments, health plans and other providers to provide quality and necessary programs and care to clients in our service area (examples:  East Metro Mobile Crisis Response Project, Children’s Mental Health Collaborative, Mosaic Homes).

Mental Health Association of Minnesota supports the commitment that health plans, providers and public agencies work together to realize the vision for a transformed mental health system and to collectively resolve the system problems as they arise in the future.  We will support the commitment to redesigning the public side of mental health services.  We will participate in drafting and reviewing “an understandable consumer guide” to mental health services, coverage and eligibility.
Minnesota Council of Health Plans will participate in public/private partnerships to design, coordinate, and pay for appropriate care (e.g., East Metro and West Metro crisis services collaboratives).  We will remain engaged in ongoing work to improve mental health care, delivery and outcomes.

Minnesota Department of Human Services staff will continue to be involved in major projects undertaken by MMHAG.  Commissioner Goodno will continue as MMHAG’s co-chair through FY 2005.

Minnesota Disability Law Center:  As the federal Protection and Advocacy program for Minnesota, the Minnesota Disability Law Center supports the work of the MMHAG to transform Minnesota’s public and private mental health system by working cooperatively with consumers, public agencies, health plans, providers, other advocates, consumers, and families. The Minnesota Disability Law Center makes a commitment to support the MMHAG Road Map.

Minnesota Psychiatric Society:   We are committed to assisting the Minnesota Mental Health Action Group in improving mental health access and quality for Minnesotans who suffer from psychiatric disorders.

National Alliance for the Mentally Ill of Minnesota will participate in the establishment of a statewide public-private partnership where common understandings of mental health system changes are understood and actions initiated.  We will assist MMHAG with developing a consumer guide to mental health services and will distribute it through its membership.

State Advisory Council on Mental Health and Subcommittee on Children’s Mental Health will collaborate with and encourage the work of MMHAG to transform Minnesota’s public and private mental health system through working with health plans, providers, advocates, consumers and families, and all public agencies.  
Washburn Child Guidance Center will embrace a mental health system that integrates public and private sectors by serving such an integrated system effectively.
SECTION II

PRIORITY:
FINANCING MENTAL HEALTH SERVICES
A:  Public Funding

OUTCOME:
Consumers and families in every part of the state have equitable access to a full continuum of community-based care and other covered services.
Rationale: Disproportionate spending on institutional care limits community-based care alternatives.  Burdensome paperwork discourages providers from pursuing quality treatment.  MMHAG’s goal is to change Minnesota’s mental health funding system to one where community based services become a priority and a continuum of mental health services are with available within a geographic region.
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Public Funding Model Commitments

Minnesota Department of Human Services will:

· staff MMHAG subcommittee work leading to a comprehensive plan that defines a better statewide funding and payment model

· recruit and certify more providers of rehab option services for children and adolescents and use an RFP to regionally distribute federal block grant funds to educate these providers about how to use the benefit to provide evidence-based mental health services.

· through our mental health restructuring initiative, approve new ACTS, IRTS, ARMHS, foster care and community-based acute care capacity based on the recommendations of the regional planning workgroups.

· strongly consider regional mental health projects within its RFP process for Projects of Regional Significance.

· request continuation of legislative authority to renew its authority to transfer funds from current operations of campus-based RTC’s to the array of developing community-based adult mental health services.

Association of Minnesota Counties/Minnesota Association of County Social Services Administrators will:
· commit to exploring new financing models in order to assure consistent access and improve outcomes throughout the state and to seek statewide support of counties for a new financing model.

· develop a discussion paper on current and potential county roles in the mental health system.  This document should provide a focal point for county officials to identify points of agreement and for other organizations to provide feedback as to how they view our roles.  

· consider payment models that pool public funds and provide consistent services across county lines, with the potential result of better access, greater efficiencies, more flexibility, and improved outcomes. 

Minnesota Council of Health Plans will:

· support the development of the public financing model and work through public/private partnerships to improve the accountability and quality of the overall system.  We will work to align payment mechanisms with the public model to provide incentives for the best outcomes.
· support legislation that reforms the public financing model for mental health to ensure consistent access, and a continuum of care in every geographic region of the State.
· participate in public/private partnerships at the State level (e.g. MMHAG) and at regional/local levels to identify gaps in services and coordinate with payers and service providers to develop an appropriate range of services.
National Alliance for the Mentally Ill of Minnesota will:

· support legislation that creates this type of a payment model

· educate its grassroots to understand the new regional system, how to access it and how to have input into its development.

· closely monitor the movement of services from RTCs to the community to ensure that services are increased and improved and not lost.

Washburn Child Guidance Center will sustain the organizational infrastructure to support the maximization of revenue from current funding sources and from new funding frameworks that may evolve.

Children’s Mental Health Partnership will build an accountable mental health system by participating energetically in MMHAG efforts to develop a statewide funding and payment model that will promote high quality and efficient care for Minnesota children.

Mental Health Association of Minnesota supports state, county agencies and health plans working with professionals and providers to adopt changes to their payment systems to ensure that funding follows people’s needs, not programs or providers; financial incentives reward high quality; all sources of funding are coordinated and resources are used efficiently.  

State Advisory Council on Mental Health and Subcommittee on Children’s Mental Health will support MMHAG’s commitments to:

· changing the financing model for public mental health funding to ensure consistent access throughout the state.

· resolving issues of financial responsibility. 

Allina will explore potential partnerships to develop services in the communities we serve as the State of Minnesota plans to restructure the Regional Treatment Centers.  However, Allina is committed to maintaining the existing safety net functions; we will work to keep the patient the primary focus in any transition. 

Minnesota Association of Community Mental Health Programs will:

· implement the tele-mental health project, linking all CMHO's and others for clinical services, administrative, training, supervision, consultation. This involves leadership, fundraising, capacity development, consultation, training, contracting with tele-communications and equipment vendors, practice management of clinical services, sponsoring professional CME/CE workshops, etc. 
· respond to individual crises and community disasters.

-
For individual crises and emergencies, develop or expand capacity and commitment to respond through urgent care, mobile crisis services, telephone hotline, and/or consultation, hospital diversion services as part of a community-wide plan.

-
For community disasters and crises, participate in emergency management plans, mobilizing and organizing community resources, providing crisis stabilization/debriefing, care-giver support, supervision/direction of outreach workers, MH triage, and other services. 

Fairview Behavioral Services will provide a comprehensive continuum of care for the treatment of mental illness and addiction, to include a child-specific continuum (12 and younger).  We will explore means and methods including care, education and advocacy to improve this continuum for children, adolescents, adults and seniors.

Community Education Liaison will support private sector efforts toward parity in the development and delivery of quality mental health services within the broader medical field.

Behavioral Healthcare Providers will promote a statewide intake, assessment and oversight system.  The technology does exist at this time and could be implemented immediately.  BHP is committed to pursuing this matter with the proper authorities.
SECTION II

PRIORITY:
FINANCING MENTAL HEALTH SERVICES

B: 
Model Benefits


Correcting Financial Dysfunctions


Administrative Simplification
OUTCOME:
Consumers and families play a central role in choosing services and providers and have access to a full continuum of covered services so their efforts can concentrate on managing their illness rather than managing funding sources. 
Rationale:  The current system includes dysfunctions including cost-shifting between payers, perverse incentives, gaps in services, all which occur at the expense of the consumers.  Flawed accountability places emphasis on programs not people.  MMHAG will develop a new statewide financing model that is consumer-centered and promotes high quality, efficient care provided at the right time in the right setting.

Model Benefit Set 
Report from Model Benefit Set Action Group

November 3, 2004

Co-Chairs
Louise Brown, Director, Children’s Mental Health Partnership

Dr. Karen Lloyd, Senior Director, Behavioral Health Care, Health Partners

Membership:  Representatives of a broad base of Minnesota stakeholders—consumers, parents, health plans, county, state, providers, etc. were involved in this effort. 

Purposes of Workgroup:

1. Provide a clinical foundation for transforming the system of mental health services for children and adults in Minnesota into one that is consumer centered and that provides the right care at the right time and in the right setting.  

2. Provide a framework for reducing cost and risk shifting and for promoting earlier identification and intervention.

3. Provide guidance for allocating resources to gain the best value for consumers, their families and society. 

Strategies:

1. Develop a Model Mental Health Benefit Set for children and adults that can be used to inform and persuade decision-makers, policy-makers and purchasers to provide an array of clinical and supportive services that are necessary to effective treatment. 

2. Promote adoption of the Model Benefit Set by both public and private sector payers (state and local governments, health plans, employers) as “community standard” for care in Minnesota.

3. Using the Model Benefit Set as a framework, representatives of consumers, providers, health plans and state and local governments will work together to identify gaps in the continuum of care, develop strategies for filling those gaps, and clarify financial responsibility.

Deliverables:

· Model Benefit Set and Evidence Packet [completed]
· Grid with Priorities for Implementation [completed]
Recommendations for Action Steps and Follow-up  [with equal priority] 

A. Recommendations for Endorsement/ Adoption
1. That the MMHAG Steering Committee endorse the Model Benefit Set and that   MMHAG workgroups incorporate the Model Benefit Set into their work as appropriate.
2. That Health plans and other private payers adopt the Model Benefit Set and commit to develop strategies and a timeline for implementation of clinical components.

3. That the Department of Human Services, counties and other public payers adopt the Model Benefit Set and commit to develop strategies for implementation of both clinical components and necessary supports.

B. Legislative Recommendations:  

1. Legislation to develop statewide funding and payment model that is consumer   centered and which enables funding to flow flexibly to provide the quality services identified in the Model Benefit Set at the right time and in the right setting.

2. Legislation will likely be needed to promote start-up of selected benefits in the Model Benefit Set in geographic areas or for populations where these benefits are not currently available.
3. Restore Minnesota Care coverage for those benefits which are consistent with the Model Benefit Set.   
C.
Non-Legislative Recommended Action Steps [with equal priority] 

1. That through the Fiscal Team, representatives of health plans and state and local governments clarify financial responsibility for treatments and necessary supports in the Model Benefit Set.

2. That MMHAG bring together appropriate stakeholders to develop the chemical health component to the Model Benefit Set.

3. That through the Fiscal Team, representatives of health plans, providers, and state and local governments identify gaps in the continuum of care, and strategies for filling those gaps, including coordination of benefit mechanisms.

4. That public and private sector payers commit to developing strategies to finance benefits at a level that promotes sustainability.

5. That MMHAG participants commit to ongoing work together to make the Model Benefit Set the community standard.

6. That MMHAG develop a mechanism or process for updating the Model Benefit Set. 

7. That DHS adopt the Model Benefit Set into its certificate of coverage for contracts with Health Plans. 


Activities Completed
· Outlined current Minnesota benefits and payers (e.g. MA, health plans, insurance, state and local governments.)

· Determined which benefits were commonly covered by most payers

· Reviewed other existing benefit sets 

· Reviewed recommendations from Coordination of Care Team

· Identified supportive services (housing, vocational, etc) necessary to treatment

· Extensive gathering and review of research for evidence of effectiveness

· Gathered available information on costs and cost effectiveness

· Sought additional input from consumers and parents

· Determined and prioritized benefits for inclusion in the continuum 

· Developed a model benefit set incorporating research on effectiveness and including both clinical services and necessary supports

· Developed recommendation for staged implementation 

MMHAG Evidence-Based Model Benefit Set

Treatments and Necessary Supports for Mental and 

Co-Existing Chemical Health Disorders
November 5, 2004

Final Version
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Guide to Proposed Minnesota Model Benefit Set

The proposed Model Benefit Set for mental health treatment was developed as a part of a broader effort to transform the system of care for children and adults in Minnesota into one that is consumer-centered and that provides quality care in the right place and at the right time.  In addition to clinical services, the Model Benefit Set includes supportive services that are sometimes necessary to effective treatment. Both clinical and supportive services were selected based on documented and evidence-based mental health best practices. A broad base of Minnesota stakeholders (health plans, county, state, providers, parents, consumers, etc.) were involved in this effort.  

The benefit set includes services that provide earlier help as well as services that offer alternatives that are just as effective as more costly acute care for some individuals. By offering a full continuum of care, it facilitates a system that has latitude and flexibility to meet consumer needs, which should lead to better outcomes and increased satisfaction.  The intent is that service provision should be based on medical necessity and in accordance with an individualized treatment plan approved by a physician or licensed practitioner, excluding crisis services, for which a plan is not required.  

The flexibility of the Model Benefit Set moves firmly in the direction of state-of-the-art research and understanding about how to facilitate quality care.  As described in more detail below, benefits are intentionally not described as site- or provider-specific in order to allow the flexibility to provide the right care in the right place. 

In addition, the Model Benefit Set provides a firm basis for a partnership between the public and private sectors to better meet consumers’ needs.  While it is silent as to who pays, it offers a framework for determining each sector’s responsibility in providing the continuum of clinical services and community supports needed by those persons for whom it is responsible. Thus, the Model offers guidance for allocating limited resources to gain the best value for recipients, their families and society. 

Finally, any Model Benefit Set is inevitably a work in progress. This is particularly true in the area of mental health where our knowledge of both mental health and effective treatments continues to evolve rapidly. It is important that this document be updated on an ongoing basis. In addition, a critical next step is to include chemical health treatments and necessary supports. Already Medicare, a key payor, makes no distinction between a chemical health diagnosis and any other mental health diagnosis. Creating two separate systems for funding billing and documentation further adds to the complexity of the system and is too often detrimental to consumers.
Grid 
The complete Model Benefit Set is set forth in a grid on page 5.   It is composed of:

· Standard Benefits—benefits that are currently covered now by most public and private payers;

· Recommended Benefits—to be added now;

· Recommended Benefits—to be added at the next implementation phase.  

	
	Covered Now
	
	Add Now
	
	Add Later
	
	

	Benefit
	Children
	Adults
	 
	Children
	Adults
	 
	Children
	Adults
	 
	Evidence

	 ASSESSMENT
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 Diagnostic and/or functional assessment, explanation of findings 
	X
	X
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	 Psychological testing 
	X
	X
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 PSYCHOTHERAPY (individual, family and group)
	X
	X
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 CLINICAL CASE CONSULTATION - psychiatrist
	 
	 
	 
	X
	X
	 
	 
	 
	 
	Evidence

	 CLINICAL CASE CONSULTATION - other mental health professionals
	 
	 
	 
	 
	 
	 
	X
	X
	 
	Evidence

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	CARE COORDINATION 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 Case management
	 
	 
	 
	X
	X
	 
	 
	 
	 
	Evidence

	 Wraparound
	 
	 
	 
	 
	 
	 
	X
	X
	 
	Evidence

	 Disease management & client education
	 
	 
	 
	X
	X
	 
	 
	 
	 
	Evidence

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 INTEGRATED TREATMENT MODEL - Assertive Community Treatment
	 
	 
	 
	X
	X
	 
	 
	 
	 
	Evidence

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 COMMUNITY OUTPATIENT/TREATMENT SERVICES AND SUPPORTS
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 Family psychoeducation
	 
	 
	 
	X
	X
	 
	 
	 
	 
	Evidence

	 Respite
	 
	 
	 
	X
	X
	 
	 
	 
	 
	Evidence

	 Child and adolescent rehabilitative services
	 
	 
	 
	X
	n/a
	 
	 
	 
	 
	Evidence

	 Adult rehabilitative services (employment supports, ind. living skills/remediation training, etc.)
	 
	 
	 
	n/a
	X
	 
	 
	 
	 
	Evidence

	 Day treatment
	X
	X
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	 Partial hospitalization 
	X
	X
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	 Community health maintenance (support. housing (for adults); transportation to treatment)
	 
	 
	 
	X
	X
	 
	 
	 
	 
	Logical/Evidence

	 Community health maintenance (supportive employment; partial hosp lodging)
	 
	 
	 
	 
	 
	 
	n/a
	X
	 
	Logical/Evidence

	 Therapeutic foster care 
	 
	 
	 
	 
	 
	 
	X
	n/a
	 
	Evidence

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 INTEGRATED TREATMENT FOR CO-OCCURRING MH/SA DISORDERS
	 
	 
	 
	 
	X
	 
	X
	 
	 
	Evidence

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 MEDICAL SERVICES
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 Medication management
	X
	X
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	 Services provided by or under supervision of physician
	X
	X
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 PSYCHOTROPIC MEDICATION
	X
	X
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 EMERGENCY/CRISIS CARE
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 24 hr. crisis phone consultation
	X
	X
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	 Crisis response (mobile outreach, crisis intervention counseling, crisis stabilizatn (incl. residential))
	 
	 
	 
	X
	X
	 
	 
	 
	 
	Evidence

	 Urgent care
	X
	X
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 PSYCHIATRIC HOSPITALIZATION
	X
	X
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 RESIDENTIAL MH TREATMENT
	X
	 
	 
	 
	 
	 
	 
	 
	 
	Standard Practice

	
	 
	 
	
	 
	 
	
	 
	 
	
	 

	 PRE-DIAGNOSTIC SCREENING
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 Prediagnostic MH screening (via multiple portals: primary care, public health, county ss, schools) 
	 
	 
	 
	X
	X
	 
	 
	 
	 
	Evidence

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 SECONDARY PREVENTION
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 Outreach 
	 
	 
	 
	 
	 
	 
	X
	X
	 
	Logical 

	Targeted prevention (eg: primary care, public health, county soc. services, schools, incl. outreach)
	
	X
	X
	
	
	
	
	
	
	Logical/Evidence

	 n/a = not applicable Comments:  The benefits a client receives will vary based on diagnosis, age, income (e.g.                                  transportation), site, provider, length of service, etc. This benefit set is intended to result in a system where a client receives the most effective intervention in an appropriate setting, from an appropriate provider, at the right time, and for the appropriate length of time


The following criteria guided decisions for selecting benefits recommended to be added now: 

· Fills a critical service need or gap

· Promotes or enhances earlier intervention

· Was identified as priority by consumers or parents

· Promotes more efficient use of resources

· Supports or expands appropriate community-based care

It is important to note that some of these recommended benefits are already covered by many public and private sector payers, but they are less universally covered than the “Standard Benefits.”  

In the “evidence” column of the grid, each benefit is labeled either “standard,” “logical,” or “evidence.” 

· As noted above, standard benefits are those that are already widely accepted.  The committee decided not to present evidence for these.

· Benefits which are less widely covered, but which the committee determined met the criteria for inclusion as part of an evidence-based model benefit set, are marked “evidence.” Evidence for the effectiveness of all but three of these benefits can be found in this document. 

· The remaining benefits are marked “logical” because they were deemed obviously important components of quality care.  The logical benefits include community health maintenance services such as transportation to treatment for selected consumers (If a person is unable to physically get to the provider, providing transportation is logical because without it the individual cannot get better), and outreach to targeted populations (e.g. homeless). 
Evidence Packet

The “Evidence Packet” provides information on each of the Recommended Benefits, including: a description of the benefit, the target population, intensity, provider qualifications, evidence of effectiveness and in some cases, information on cost savings.  
In reviewing the Grid and Evidence Packet, please keep the following points in mind:  
· With the exception of targeted prevention, all benefits and supportive services in the Model Benefit Set are intended to be provided only when they are deemed necessary to an individual’s treatment plan. Not every consumer will get every service. Several benefits and supports are only appropriate for consumers with the most severe conditions.  

· Benefits are intentionally not described as site-specific in order to allow the flexibility to provide the right care in the right place.  Thus, the “right place” may be a home, school or community settings, depending on the consumer.

· Similarly, benefits are intentionally not described as provider-specific. For example, even though public health nurse home visiting is not specifically listed as a benefit, (because it is site- and provider-specific), it may be the very best way to provide outreach to a severely depressed new mother.  The Model Benefit Set provides for coverage of services provided by a public health nurse in the home or elsewhere when they are part of a plan of care or designed to promote earlier identification and intervention for at-risk populations. 

· Benefits are not described in terms of how they are currently paid (e.g. Rule 79 Case management is not specifically listed because it defines a payment mechanism)

· Some benefits are recommended in the ‘add later’ group because the evidence about target population, key service components, etc. is still being gathered. 

· Different systems have developed different ways of providing care coordination. This term is used to describe a wide range of care planning, service and payment coordination, and more. Some types of care coordination of more effective for specific target populations. To enhance clarity for the reader, care coordination evidence was separated into three categories – case management, wraparound, disease management.

· Chemical dependency benefits were only addressed when they involved co-occurring (co-morbid chemical dependency and mental disorder) disorders. 

· The proposed Model Benefit Set is aligned with the President’s New Freedom Commission report and with the key recommendations of the Minnesota Mental Health Action Group, co-chaired by the Commissioner of Human Services, Kevin Goodno, and Gary Cunningham of the Citizen’s League.

Clinical Case Consultation
DEFINITION/SERVICES

Consultation between a primary care provider and a mental health professional in which the mental health professional provides information or advice to the treating provider within the framework of an ongoing relationship between the specialist and primary care provider. Common topics of consultations are diagnosis, follow-up, treatment planning, and prognosis.
 As distinct from a brief “hallway” conversation, this is a substantive, goal-oriented event that is documented.  This is also not to be confused with case management, care coordination, and Wraparound, discussed elsewhere. Clinical case consultation is called liaison psychiatry in Britain, Australia and New Zealand, and is referred to as collaborative or shared care in Canada.

Consultation helps increase access to psychiatry for patients in the primary care setting, reduce stigma, and increase compliance with referral. It also leads to the transfer of knowledge and skill to the family physician, increases detection rates, facilitates earlier intervention, improves treatment outcomes, and makes better use of limited psychiatric resources.
 This model may also have the stated goal of reducing referrals in cases of less severe illness and selectively encouraging referral of more serious disorders to psychiatry.
  

Consultation may occur face to face, by telephone, through high quality real-time interactive telehealth, or by other electronic means.  

Though the preference is for the consumer to be involved, in some cases he or she might not be able to or would prefer not to participate.   If the consumer is not present, he or she should consent to the consultation and communication between professionals, and the results of the consultation should be explained to him/her.

CONSUMERS
Clinical case consultation is appropriate for consumers with less complex cases who are receiving mental health services from a primary care provider. For clients with serious, complex diagnoses, clear boundaries must be established to support primary care doctors who are providing routine medical services to clients who are under the care of a psychiatrist.    
INTENSITY/DURATION OF SERVICE
An individual consultation may take less than 15 minutes and seldom would require more than 30 minutes, unless complex medical and psychiatric issues are involved. The duration of the consulting relationship varies with the complexity of the case and medical necessity.  It may range from a single contact to periodic consultations over the lifetime of a consumer for the most severe cases. 

TRAINING/CREDENTIALS REQUIRED TO PROVIDE

At a minimum, this benefit should include consultation between a primary care physician and a psychiatrist and those authorized to by Medicare to provide consultation services.  Next, the benefit should be extended to include consultation between a primary care physician and other mental health professionals as identified by the state and health plans, such as psychiatric nurse practitioners and PhD psychologists, based on evidence and need. 

EVIDENCE OF EFFECTIVENESS/NEED
· Outcomes were satisfactory in 88% of cases using the liaison-attachment model.
 

· An overwhelming number of consumers receive care from only their primary care physician, rather than from a psychiatrist. 60% of persons with mental health disorders receive their care from a primary care physician. Primary care physicians prescribe 80% of anti-depressants. 70-80% of children receive their anti-depressants from their primary care physician. 

· A survey of 350 family practice physicians nationwide showed that 22.6% of their patients had significant psychiatric disorders.
 

· In a US survey by Valenstein and others (1999), Michigan primary care physicians reported that they managed 30% of their depression patients in collaboration with other mental health care professionals, primarily psychologists.

· A study found that a substantial majority of general practitioners surveyed would welcome regular visits to their practice from a psychiatrist and that they desired consultation about assessment and treatment.
 

· Family physicians spend up to 40% of their time dealing with emotional and psychiatric problems and may be the only caretaker for 60% of all episodes of psychiatric illness.
 

· Barber and Williams (1996), Brown and Tower(1990), and Strathdee (1987) surveyed GPs in Australia and England to determine which components of collaborative care GPs and family physicians valued most. They found that 3 collaborative arrangements were consistently preferred: psychiatric assessment and short-term management by the psychiatrist, psychiatric assessment followed by GP management, and advice from the psychiatrist on nonreferred patients. The GPs in the Barber and Williams study (1996) perceived the benefits to be greater access to psychiatric care, improved communication, better coordination, continuity of care and follow-up, improved early detection, improved management of difficult and complicated patients, less stigma, a greater acceptance of psychiatric referral, improved competence and knowledge for GPs, and better availability of advice on nonreferred patients. Potential disadvantages cited included reduced choice of consulting psychiatrist, organization and administration problems in the primary care setting, concerns about cost-effectiveness, and inefficient use of GP or psychiatrist time. 
  

· A study in Canada found psychiatric consultations to be cost-effective. 

· A study found that telephone advice from a psychiatrist enabled family physicians to handle cases more effectively, often reducing utilization of other mental health services and providing support that was not otherwise available.
 

· U.S. physicians 34% cited lack of coordination and lack of collaboration with mental health specialists as an obstacle to providing care for patients with psychiatric illnesses. Other studies support these surveys, citing a need for better communication (Bindman and others 1997; Nazareth and others 1995; Watters and others 1994; Lipkin 1997; Lang and others 1997; Toews and others 1996), difficulties with access to psychiatric consultation (Watters and others 1994; Lipkin 1997), discontinuity of care and problems in role definition (Lang and others 1997; Lipkin 1997; Bindman and others 1997), and concerns about patient stigma (Craven and others 1996; Barber and others 1996; Strathdee 1987).

· The referral and communication problems identified by numerous studies provide a compelling argument for more personal contact between family physicians and psychiatrists in the referral and discharge processes, particularly for more complex or urgent cases. They also suggest a need for more dialogue between hospital and academic departments and highlight opportunities to improve communication about patients through the development of locally designed, standardized guidelines for consultation letters.
  

· Three options that appear to be particularly attractive to GPs and family physicians are assessment by the psychiatrist with treatment by the GP, assessment and short term treatment by the psychiatrist, and advice on nonreferred patients (Strathdee 1988; Brown and Tower 1990; Barber and Williams 1996; Watters and others 1994). 

· Most primary care physicians have extremely minimal training in psychology and psychiatry, considerably less than they do in other specialties, such as endocrinology (such as for diabetes), where they are able to treat most cases and only need to refer the most severe cases. 

· A University of North Carolina survey of primary care MDs, found that while about 70% said they prescribed anti-depressants to children and adolescents, only 18% said that they felt comfortable doing so, and only 6% felt that they had adequate training to do so.
 

· Case consultation strategies can more effectively use the expertise of psychiatrists to improve primary care MD's ability to more effectively manage the care of patients with mental disorders, and helps prevent ineffective and/or inappropriate treatment.

· Payment for consultation will improve the ability of primary care physicians to provide care for those with mental disorders. 

· This benefit is particularly important in areas where there is a shortage of psychiatry and other mental health professionals. 

· The President’s New Freedom Commission on Mental Health’s final report suggests that collaborative care models should be widely implemented in primary health care settings and reimbursed by public and private insurers.  

COST/COST SAVINGS
Costs will vary depending on the frequency and duration and complexity of service and the licensure of the mental health professional. The cost for a consultation with a psychiatrist, for example, might be similar to the cost of a medication management visit or diagnostic assessment.  

Consultations will produce cost savings, will prevent use of ineffective treatments including use of medication at sub-optimal dosage or insufficient duration, improve compliance/adherence to the treatment plan, and lead to better consumer outcomes. Improved treatment may even reduce the cost of treating physical symptoms of mental disorders.  

This type of arrangement is cost effective as psychiatrists can advise on the care of far more patients than they could see in formal referrals, fewer patients are taken on for a course of psychiatric treatment that could be provided by general practitioners, and the skills of general practitioners and their trainees are enhanced.
,

· A program that integrated psychiatric specialist service into primary care achieved an 18% decrease in hospital admissions over a two-year period.

· The use of psychiatric consultation led to doubling of the prevalence of treated psychiatric disorder.

· Following the introduction of a model of informal liaison among psychiatrists and general practitioners in Nottingham, England, the proportion of new and referred patients seen in primary care settings rose from 1% to 18% in Nottingham over an 8-year period, leading to a reduction in psychiatric outpatient clinics and a significant reduction in hospital admissions.
 
RESOURCES/FOR ADDITIONAL INFO 
Other collaborative/shared care models currently in use in Minnesota

· St. Cloud Hospital-Pediatric clinics – Contact: Dr. Read Sulik

· St. Mary's (Duluth) is implementing a case consultation model.

· A group called The Integrated Behavioral Health Care Collaboration has been meeting for over a year. The group is composed of family practice MD's, psychiatrists, Health Plan reps, MN. Health Department, DHS and U of MN. School of Medicine family practice division. Contact: John Scanlan, MD at Blue Cross Blue Shield of MN.
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Examples of programs that offer family physicians regular opportunities for case discussion can be found in Kates and others (1992) and Midgley and others (1996). Each report describes a simple method of increasing collaboration between family physicians and other mental health providers, often without the psychiatrist providing direct care.

Collaborative care models have been designed specifically for pediatric (Subotsky and Brown 1990) and geriatric (Joseph and others 1995; Oxman 1996) populations, as well as for rural settings (Kaufmann 1993), but these appear to be rare.

Only a few articles describe programs developed specifically to deal with those having serious mental illness (SMI). In addition to the initiatives of Warners and others (2000) and Essex and others (1990) described above, these include an innovative multidisciplinary program in Britain (Wilkinson and others 1995) that, like the Meadows (1998) Australian program, was able to transfer stable SMI patients to the primary care setting, with the GP as the main care provider, based on a model of frequent systematic assessments.
  

A Note About the Care Coordination Sections

The following three sections (case management, wraparound, and disease management) fall under the umbrella of care coordination. Care coordination may include active engagement of consumer and family, care planning, assistance in accessing needed community resources and supports, monitoring progress, and coordinating payments and services.  These services are provided to connect the consumer to appropriate services, increase consumer/family involvement in treatment planning, assist in transitions and support their functioning in the community. 

Some types of care coordination are an expectation of good practice and are not reimbursed separately (i.e. written letter notifying other providers of service; exchange of consumer medical records; referral information given to consumer for other services.) Providers also often complete applications or make calls on behalf of consumers without separate reimbursement. 

The following types of care coordination go beyond what a provider is expected to provide as part of treatment and warrant separate reimbursement:

· Case management

· Wraparound

· Disease management

These types of care coordination are discussed separately in the following three sections.

Case Management

DEFINITION/SERVICES 

Case management is a collaborative process involving assessment, planning, brokering, coordinating and monitoring a multi-service plan to improve the overall level of functioning of the consumer and their family. It helps people arrange for appropriate services and supports. A case manager coordinates mental health, social work, educational, health, vocational, transportation, advocacy, respite care, and recreational services, as needed. The case manager makes sure that the changing needs of the consumer and family are met. The case manager may interact with teachers, day care providers, and others involved with the child. Case managers take on roles ranging from brokers of services to providers of clinical services. There is a considerable amount of variation in models of case management. Case Management should usually be adjunctive to other service/placement interventions. 

Assisting young people with emotional and/or behavioral disturbances (EBD) in making a successful transition to adulthood and achieving their goals in the transition domains of education, employment, living situation, and community life is another important function of case management. 

The President’s New Freedom Commission on Mental Health recommends that Medicare, Medicaid, the Department of Veterans Affairs, and other Federal and State-sponsored health insurance programs and private insurers identify and consider payment for core components of evidence-based collaborative care, including case management and supervision of case managers.

CONSUMERS
· Consumers with complex cases and their families/caregivers who require intervention and advocacy to facilitate access to care

INTENSITY/DURATION OF SERVICE
· Varies depending on the needs of the consumer.

TRAINING/CREDENTIALS REQUIRED TO PROVIDE
· Varies

EVIDENCE OF EFFECTIVENESS
Case management
· A study of the Partner’s Project in Oregon (Gratton et al., 1995) found at 1-year follow-up that children who received case management scored significantly higher on measures of social competence and had received more individualized, comprehensive services, and a greater degree of service coordination.

· A study evaluated a random sample of 199 children enrolled in CYICM (Evans et al., 1996b). 

· Findings at 3-year follow-up indicated significant behavioral improvements and decreases in unmet medical, recreational, and educational needs compared with findings at enrollment.

· Children who had been in CYICM for 2 years spent fewer days in psychiatric hospitals and more days in community settings during the intervals between hospitalizations. 

· Although CYICM consumers spent more days in psychiatric hospitals before enrollment, they used significantly fewer inpatient services after enrollment than did non-enrollees. CYICM consumers’ hospital admissions declined fivefold after enrollment whereas among non-enrollees the decline in admission rates was less than half that value. 

· Case management can be as effective for youth presenting with substance abuse problems as for youth presenting with other psychiatric disorders. (Evans et al., 1992).

Transition services
· Project RENEW, a demonstration project to improve transition outcomes for students with emotional disturbance or young adults with mental illness, provided comprehensive case coordination for the participants' ongoing education, employment, social/emotional development, and community adjustment. Youth and young adults participating improved in high school completion, re-enrollment in postsecondary education programs, hours worked per week, and in their hourly wages.
 
COST/COST SAVINGS
· A study evaluated a random sample of 199 children enrolled in CYICM (Evans et al., 1996b). Children who had been in CYICM for 2 years spent fewer days in psychiatric hospitals and more days in community settings during the intervals between hospitalizations. CYICM consumers’ hospital admissions declined fivefold after enrollment whereas among non-enrollees the decline in admission rates was less than half that value. This difference translated into a savings of almost $8,000,000 for New York State, where the project took place.
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Wraparound

DEFINITION
Wraparound is a type of care coordination which utilizes a team-based approach to implementing individualized, comprehensive services within a system of care for youth with complicated multi-dimensional problems and their families. Providers and families work together in teams based on a partnership with equity, mutual problem-solving and consensus decision-making.  It places the child and family at the center of an array of coordinated health and mental health, educational, and other social welfare services and resources, which a case manager wraps around the consumer and family. 
 The family is actively involved in treatment planning.

CONSUMERS

Children with intense, complex needs and their families

INTENSITY/DURATION OF SERVICE

Wraparound is intended to be an individualized approach so the length of service and frequency of meetings would be dictated by the child and families needs and could vary widely. The length of time a child receives services could range from a few months to years in the most serious cases. The team will generally need to meet more frequently at first and also during times of crisis.  Any regular schedule of meeting – quarterly or biennially – would be a local choice and not inherent in the model.
TRAINING/CREDENTIALS REQUIRED TO PROVIDE

The team consists of the child, family, those who are close to the family such as friends, neighbors and extended family members, as well as the necessary providers (i.e. case manager, psychiatrist, psychologist, other therapists, teachers, etc.)
 

EVIDENCE OF EFFECTIVENESS

Wraparound has been proven particularly useful for children and adolescents with severe emotional and behavioral problems.  This practice was highlighted as one of the most promising in the U.S. Surgeon General’s and the President’s New Freedom Commission on Mental Health’s reports.


The following results are from the Wraparound Milwaukee 2002 Annual Report.  

· Youth enrolled for one year or more in Wraparound Milwaukee functioned better in school, at home and in the community upon dis-enrollment.

· The average number of youth in costly RTC placement dropped from 80 at the beginning of 2002 to 42 at the end of 2002.

· There was a significant reduction in percentage of consumers referred for felonies and misdemeanors.  3 years prior to dis-enrollment 56% of consumers committed felonies with only 33% 3 years following dis-enrollment.  79% of consumers 3 years prior to dis-enrollment committed misdemeanors down to 43% 3 years following dis-enrollment.

Findings from other wraparound models

· The Fostering Individualized Assistance Program (FIAP) was compared with standard foster care in a randomized trial involving 131 children and their families (Clark et al., 1998). Children in the FIAP group were: less likely to change placements; less likely to run away; absent from school less often; spent fewer days suspended; and showed more overall improvement than did youth in standard foster care. Boys in the group reported better social adjustment and fewer delinquencies. 

· Studies, although using uncontrolled methods, offer emerging evidence of the potential effectiveness of case management using a wraparound process. 

· In a randomized trial in New York, children were assigned to either a wraparound approach  (FCICM) or Family-Based Treatment, which included training, support, and respite care for foster families but did not include case managers. The findings at 18 months (or at discharge) indicated that children in (FCICM) had significantly fewer behavioral symptoms and significantly greater improvements in overall functioning than those in Family-Based Treatment.

COST/COST SAVINGS
· The average cost of wraparound = $4350/month as opposed to over $7300/month for RTC or $6000/month if placed in a juvenile facility.

· In a randomized trial in New York, children were assigned to either a wraparound approach  (FCICM) or Family-Based Treatment, which included training, support, and respite care for foster families but did not include case managers. The average annual cost of FCICM was less than half that of Family-Based Treatment.

RESOURCES/FOR ADDITIONAL INFO
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Disease Management & Client Education

DEFINITION

A system of coordinated health care interventions and communications for populations in which consumer self-care efforts are significant to maintaining their health, also called illness management or recovery management. 

The goals of disease management and client education programs are to help people:

· Learn about their mental illness and strategies for treatment 

· Decrease symptoms 

· Reduce relapses and hospitalizations 

· Make progress towards goals and towards recovery 

Disease management interventions should be aimed at addressing one or more of the following goals:

· Improving consumer self-care through such means as education, monitoring, and communication

· Improving physician performance through feedback and/or reports on the consumer's progress in compliance with protocols

· Improving communication and coordination of services between consumer, physician, disease management organization, and other providers

· Improving access to services, including prevention services and prescription drugs

SERVICES
· Identification of consumers

· Use of evidence-based practice guidelines

· Supporting adherence to evidence-based medical practice guidelines by providing medical treatment guidelines to physicians and other providers, reporting on the consumer's progress in compliance with protocols, and providing support services to assist the physician in monitoring the consumer.

· Routine reporting/feedback loop

· Collection and analysis of process and outcomes measures

· Services/education designed to enhance consumer self-management and adherence to his or her treatment plan

· Recovery strategies 

· Practical facts about mental illness 

· Building social support 

· Using medication effectively 

· Reducing relapses 

· Coping with stress 

· Coping with problems and symptoms 

· Getting your needs met in the mental health system 

The President’s New Freedom Commission on Mental Health recommends that Medicare, Medicaid, the Department of Veterans Affairs, and other Federal and State-sponsored health insurance programs and private insurers identify and consider payment for core components of evidence-based collaborative care, including disease management.

CONSUMERS
Consumers with severe, chronic conditions who can reduce risk of acute episodes with proper disease management.  Disease management also often involves families. Family is defined as anyone committed to the care and support of the person with mental illness, regardless of whether they are related or live in the same household. Consumers with severe mental illnesses or behavioral disorders such as schizophrenia, schizoaffective disorder, bipolar illness, or major depression benefit the most.

INTENSITY/DURATION OF SERVICE

The intensity of the service mirrors the complexity of the case. For example, a consumer with minor depression may receive basic guidance and/or some printed materials, while consumers with more severe conditions may receive one or more brief (one-hour) sessions or weekly sessions lasting between two to six months. Consumers with the most severe cases may receive ongoing disease management services. 
TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Varies depending on intensity of service. Some client education is delivered based on a pre-determined curriculum. Therefore, some less intense disease management can be provided by a peer trained in the use of the materials. More severe cases may require a public health nurse, or a mental health professional or practitioner competent in disease management. 

EVIDENCE OF EFFECTIVENESS

· It is now recognized that people with mental illness can participate actively in their own treatment and can become the most important agents of change for themselves.  Illness management skills, ranging from greater knowledge of psychiatric illness and its treatment to coping skills and relapse preventions strategies, play a critical role in people’s recovery from mental illness.

· Research on illness management for persons with severe mental illness, including 40 randomized controlled studies, indicates that psychoeducation improves people’s knowledge of mental illness; that behavioral tailoring helps people take medication as prescribed; that relapse prevention programs reduce symptom relapses and re-hospitalizations; and that coping skills training using cognitive-behavioral techniques reduces the severity and distress of persistent symptoms.

· In controlled studies of relapse prevention – “…two of the five …included groups to train relatives to help in the identification of early warning signs of relapse…This benefit of involving relatives in relapse prevention programs is consistent with research that shows that family intervention is effective in preventing relapses. 

· Kids were reported to be more concerned about staying on their meds and not going off than their parents were, suggesting the child involvement in all this is more important than may have been assumed.

· Adult depression consumers receiving nurse telehealth care in addition to starting anti-depressant treatment showed better outcomes on two depression measures and reported higher satisfaction than consumers starting anti-depressant medication alone.
 

· Multi-faceted intervention consisting of collaborative management by the primary care physician and a consulting psychiatrist, intensive consumer education, and surveillance of continued refills of anti-depressant medication improved adherence to anti-depressant regimens in consumers with major and minor depression. Consumers with major, but not minor, depression in the intervention group showed more favorable outcomes and reported increased satisfaction with care.

· Intervention consumers received a structured depression treatment program in the primary care setting that included both behavioral treatment to increase use of adaptive coping strategies and counseling to improve medication adherence. Control consumers received "usual" care by their primary care physicians. At 4-month follow-up, significantly more intervention consumers with major and minor depression than usual care consumers adhered to anti-depressant medication and rated the quality of care they received for depression as good to excellent. Intervention consumers with major depression demonstrated a significantly greater decrease in depression severity over time compared with usual care consumers on all 4 outcome analyses.

· A group of 228 consumers recognized as depressed by their primary care physicians and given antidepressant medication were randomized to a collaborative care intervention (n = 114) or usual care (n = 114) by the primary care physician. Consumers in the intervention group received enhanced education and increased frequency of visits by a psychiatrist working with the primary care physician to improve pharmacologic treatment. Those in the intervention group had significantly greater adherence to adequate dosage of medication for 90 days or more and were more likely to rate the quality of care they received for depression as good to excellent compared with usual care controls. Intervention consumers showed a significantly greater decrease in severity of depressive symptoms over time and were more likely to have fully recovered at 3 and 6 months.

· Three hundred eighty-six consumers with recurrent major depression or dysthymia who had largely recovered after 8 weeks of antidepressant treatment by their primary care physicians were randomized to a relapse prevention program (n = 194) or usual primary care (n = 192). Consumers in the intervention group received 2 primary care visits with a depression specialist and 3 telephone visits over a 1-year period aimed at enhancing adherence to antidepressant medication, recognition of prodromal symptoms, monitoring of symptoms, and development of a written relapse prevention plan. Those in the intervention group had significantly greater adherence to adequate dosage of anti-depressant medication for 90 days or more within the first and second 6-month periods and were significantly more likely to refill medication prescriptions during the 12-month follow-up compared with usual care controls. Intervention consumers had significantly fewer depressive symptoms, but not fewer episodes of relapse/recurrence over the 12-month follow-up period.

· In depressed high utilizers not in active treatment, a systematic primary care-based treatment program can substantially increase adequate anti-depressant treatment, decrease depression severity, and improve general health status compared with usual care.

· In two studies of more intensive depression treatment in primary care, consumers initiating anti-depressant treatment were randomly assigned to either usual care or to a collaborative management program including consumer education, on-site mental health treatment, adjustment of antidepressant medication, behavioral activation and monitoring of medication adherence.  More effective acute-phase depression treatment reduced somatic distress and improved self-rated overall health.

· In a study of adult consumers with Generalized Anxiety Disorder (GAD) and clinically significant anxiety secondary to Major Depressive Disorder (MDD) treated in an integrated model, the intervention cohort experienced significantly improved reduction in symptoms of anxiety at 6 months. The intervention cohort also was significantly more satisfied with care.

COSTS/COST SAVINGS
Disease management yields the greatest cost savings with consumers with severe, chronic conditions which can worsen into acute episodes requiring emergency services or hospitalization, such as schizophrenia, bipolar disorder, and major depression. Proper management of these conditions can help reduce need/use of costly services.

RESOURCES/FOR ADDITIONAL INFO

Ascher-Svanum H, Rochford S, Cisco D, Claveaux A. Patient education about schizophrenia: initial 

expectations and later satisfaction. Issues Ment Health Nurs. 2001; 22: 325–333.

Boost outcomes and slash hospitalization with aggressive approach to schizophrenia. Healthc Demand Dis 

Manag. 1998;4(5):72–75.

Colorado launches ambitious Medicaid DM demo. Disease Management News. January 10, 2003:1, 4–6.
“Disease Management for Schizophrenia” The National Pharmaceutical Council  

http://www.npcnow.org/resources/PDFs/Schizophrenia_Monograph.pdf 

Disease Management Association of America. Definition of disease management. Available at: 

http://www.dmaa.org/definition.html. Accessed November 17, 2003.

Jones A, Norman IJ. Managed mental health care: problems and possibilities. J Psychiatr Ment Health Nurs. 1998;5:21–31.

Kane JM. Management strategies for the treatment of schizophrenia. J Clin Psychiatry. 1999;60(suppl 

12):13–17.

Kuno E, Rothbard AB, Sands RG. Service components of case management which reduce inpatient care 

use for persons with serious mental illness. Community Ment Health J. 1999;35:153–167.

Lehman AF, Steinwachs DM. Translating research into practice: the Schizophrenia Patient Outcomes 

Research Team (PORT) treatment recommendations. SchizophrBull. 1998;24:1–10.

Lehman AF, Steinwachs DM. Evidence-based treatment practices in schizophrenia: lessons from the 

patient outcomes research team (PORT) project. J Am Acad Psychoanal Dyn Psychiatry. 

2003;31(1):141–154.

Lehman AF, Steinwachs DM. Patterns of usual care for schizophrenia: initial results from the 

Schizophrenia Patient Outcomes Research Team (PORT) Consumer Survey. Schizophr Bull. 

1998;24:11–20.

National Pharmaceutical Council. Medicaid disease management & health outcomes. Available at: 

http://www.dmnow.org/. Accessed November 17, 2003. Nash DB, Clarke JL. Issue Brief: Disease 

Management. 

Telephone support service helps keep schizophrenics on track. Healthc Demand Dis Mang. 1997;3(6):91–

93.
Integrated Treatment Model – 

Assertive Community Treatment

DEFINITION

Assertive Community Treatment (ACT) is a service delivery model that provides comprehensive, highly individualized, locally-based treatment to people with serious and persistent mental illnesses who are high utilizers of care. Unlike other community-based programs, ACT is not a linkage or brokerage case-management program that connects individuals to mental health, housing, or rehabilitation agencies or services. Rather, ACT recipients receive the multidisciplinary, round-the-clock staffing of a psychiatric unit within the comfort of their own home and community. The hallmark of assertive community treatment is an interdisciplinary team of usually 10 to 12 professionals who share a caseload of approximately 100 consumers, including case managers, a psychiatrist, several nurses and social workers, vocational specialists, substance abuse treatment specialists, and peer specialists. Consumers do not access providers outside of the team unless specialty care is needed. Team members collaborate on assessments, treatment planning, and day-to-day interventions.
 

Integrated treatment teams provide case management, treatment, rehabilitation, and support services.
 ACT strives to lessen or eliminate the debilitating symptoms of mental illness each individual consumer experiences and to minimize or prevent recurrent acute episodes of the illness, to meet basic needs and enhance quality of life, to improve functioning in social and school/employment roles, to enhance an individual's ability to live in his or her own community, meet their basic needs, stay out of the hospital, and lessen the family's burden of providing care. 

SERVICES MAY INCLUDE

Treatment:

· Psychopharmacologic treatment

· Individual supportive therapy

· Initial and ongoing assessments

· Mobile crisis intervention

· Hospitalization

· Substance abuse treatment, including group therapy (for consumers with a dual diagnosis of substance abuse and mental illness)

· Assistance with managing symptoms

· Attention to health care needs

Rehabilitation:

· Behaviorally-oriented skill teaching (supportive and cognitive-behavioral therapy), including structuring time and handling activities of daily living

· Supported employment, both paid and volunteer work

· Support for resuming education

Support services:

· Support, education, and skill-teaching to family members

· Collaboration with families and assistance to consumers with children

· Community integration (encouraging participation in community activities)

· Direct support to help consumers obtain legal and advocacy services, financial support, supported housing, money-management services, and transportation

CONSUMERS

Older adolescents and adults who have a serious mental illness and significant functional impairments who are not helped by traditional outpatient models or targeted case management, or who have limited understanding of their need for help. Persons served by ACT often have co-existing problems such as homelessness, substance abuse, or involvement with the judicial system and have high utilization patterns of inpatient and emergency room services.

INTENSITY/DURATION OF SERVICE

24/7 availability whenever and wherever needed. No arbitrary time limits on the length of time an individual receives services. May be gradually reduced or dropped if clear improvement.

TRAINING/CREDENTIALS REQUIRED TO PROVIDE

A team of professionals including case managers, a psychiatrist, several nurses and social workers, vocational specialists, substance abuse treatment specialists, and peer specialists. To ensure that services are highly integrated, team members are cross-trained in each other's areas of expertise to the maximum extent possible. ACT must comply with a set for nationally recognized fidelity standards to assure adherence to the model.

EVIDENCE OF EFFECTIVENESS

· Researchers have found that compared to traditional approaches to care (usually brokered or clinical case management programs), ACT results in: lower use of inpatient services; better quality of life; more independent living; increased residence stability; better substance abuse outcomes (when a substance abuse component is included); higher rates of competitive employment (when a supported employment component is included); more positive social relationships; greater consumer and family member satisfaction; and fewer symptoms.
,

· In one study, only 18 percent of ACT consumers were hospitalized the first year compared to 89 percent of the non-ACT treatment group. For those ACT consumers that were re-hospitalized, stays were significantly shorter than stays of the non-ACT group. ACT consumers also spend more time in the community, resulting in less burden on family.
 

· Preliminary results suggest that employing peer (i.e., consumer) or family outreach workers on the multidisciplinary assertive community treatment teams increases positive outcomes
 and creates more positive attitudes among team members toward people with mental illnesses. 

· Program of Assertive Community Treatment consumers are reported to be employed at a significantly higher rate and higher level than the national average, with 40% to 50% of PACT consumers employed at any given time and 80% engaged in vocational interventions. It is believed that services offered maximize the chance that each consumer will find employment that meets his or her own abilities and preferences.
 

· Assertive community treatment models are generally popular with consumers (Stein & Test, 1980) and family members (Flynn, 1998). 
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COST/COST SAVINGS

Cost Summary

· One ACT team serves one specific group of consumer/participants. The cost formula would run $800,000.00 to $1,000,000.00 = 100 consumers = 10 - 12 staff for one year. 

· Beyond the one-time start-up expenses (consultation on design, training of team, training of supervisory mental health authority) of $25,000 to $50,000, the program’s ongoing funding mechanisms are the same as those currently being utilized: Medicaid, Medicare, mental health block grant funds, state and county mental health funds, and in some states tobacco settlement funds. 

Cost savings

· Some of the specific, concrete realized savings from ACT are in the tremendous reduction of time that ACT consumers spend in institutional settings (psychiatric hospitals, or psychiatric wards in med/surg hospitals). In higher fidelity (to the model) programs, hospital days are reduced by 23% over those plans that attempt to do "ACT-like" models or traditional office-based care.
 

· Extensive studies in public and non-profit agencies have shown ACT to be the most cost-effective option for treating populations with serious illnesses and disabilities now being enrolled in Medicaid managed behavioral health plans.

· Santos et al. concluded that the cost per consumer per year for hospital care in 1993 was $18,800 (plus) the cost of traditional outpatient care. That overall cost in hospital care dercreased to $11,300 once ACT teams were in place in the community shows a reduction of 40% in dollars spent on hospital care. 

· In the published findings on the cost-effectiveness of ACT as compared with standard case management as conducted by Susan Essock, et al. there was no difference in cost to the public mental health system, the state or society between ACT and case management. In particular, the evidence showed that ACT teams increased consumers days in the community as opposed to days in the hospital and those savings on hospital bed days offset the additional costs associated with ACT. 

· In 1999, a study of capitated ACT services was published by Daniel Chandler, et al. The conclusion was that with a capitated ACT system, the per person gross costs were 25% lower and the net costs were 67% lower than the comparison group receiving traditional services through Alameda County (CA). Again, the largest savings came from the reduction in consumers recycling through and lengths of stay in hospitals.
 

· Summaries say that this work promotes better clinical outcomes, satisfaction and higher rates of recovery, reduces hospitalization and thus reduces costs. One study said that for every $1 in costs for this group service, there was a $34 savings in hospital costs and in Maine there was an average net savings of $4300 per consumer per year over two years.  Rates of hospitalization are reduced in the range of 50-75% depending on the study.

· In detailed studies of high fidelity ACT models vs. Intensive Case Management models of service delivery, the evidence has been that to break even, or experience savings, PACT should be the program of choice for consumers who have been high users of hospital services.
 

· These costs are offset by the fact that the ACT model replaces several existing, fractured services and programs currently used by the consumers. 

· The ACT model has shown a small economic advantage over institutional care (Mueser et al., 1998b).

· The PACT Progress and Evaluation Report by the Oklahoma Department of Mental Health and Substance Abuse Services reduced consumer hospitalization 93% over its first six months of operation, resulting in savings of over $683,000.  PACT also transitioned 228 of these 32 consumers to more independent housing situations in that short time. 
 

· In well-implemented ACT programs serving high at-risk populations, ACT has been found in rigorous economic studies to be cost-effective, because the costs of ACT services are offset by hospitalization costs.

· Because of the intensity of services, ACT is most cost-effective when targeted to individuals with the greatest service need, particularly those with a history of multiple hospitalizations.
 


OTHER

Many governmental agencies and professional organizations have issued practice guidelines strongly recommending ACT as a fundamental element in the service system.  

· In 1999, President Clinton directed the Health Care Financing Administration to authorize ACT as a Medicaid-reimbursable treatment.  

· In 2000 the Surgeon General’s Report endorsed ACT as an essential treatment for severe mental illness.  

· NAMI has made the dissemination of ACT throughout the United States a top priority.  

· ACT has been instituted as the primary system of care for persons with severe mental illness in 13 states.  

· The U.S. Substance Abuse and Mental Health Services Administration uses ACT services accessibility as one of three best-practice measures of a state’s mental health system.

· Experts convened by the Robert Wood Johnson Foundation identified ACT as one of six evidence-based treatments for severe and persistent mental illness.

RESOURCES/FOR ADDITIONAL INFO

ACT with teenagers http://psych.iupui.edu/ACTCenter/ACTEvid.htm#_What_Does_ACT 

ACT in a Rural Setting? Winter 2003 NAMI ADVOCATE  www.nami.org
Salkever D, Domino ME, Burns BJ, et al. Assertive community treatment for people with severe 

mental illness: the effect on hospital use and costs. Health Serv Res. 1999;34:577–601.

www.mentalhealthpractices.org/act_about.html
http://www.mentalhealthpractices.org/act_articles.html 

http://www.nami.org/Template.cfm?Section=ACT-TA_Center
http://www.actassociation.org/resources/
Family Psychoeducation
DEFINITION
Family psychoeducation is a method of working in partnership with consumers, families, and supporters to help them develop improved coping skills for handling problems posed by mental illness or behavioral disorders in their family and also skills for supporting the recovery of their loved one. It respects and incorporates individual, family, and cultural realities and perspectives. It is a flexible approach designed to adapt to the needs of the family. It focuses on presenting behaviors and discussion/recommendations, not specific treatment plan goals based on a formal evaluation. The main outcomes are to address presenting behavioral issues or immediate functional needs through a problem solving and resource identification approach. Families help create an optimal home and social environment for the individual with mental illness, as a key aspect of recovery.

SERVICES MAY INCLUDE

Through relationship-building and alliance, education, collaboration, problem-solving, and an atmosphere of hope and partnership, family psychoeducation helps consumers and their families and supporters with: 

· Learning about the illness, warning signs, types of interventions, and possible outcomes

· Learning about family reactions, and feelings of loss and/or grief

· Learning useful coping skills and strategies to manage stress and ensure safety

· Identifying strategies for handling difficulties by making use of effective behavioral, cognitive, and communication techniques

· Creating an optimal environment for recovery

· Creating social and support groups and identifying resources available to the family

· Providing encouragement and focusing on the future

· Problem-solving sessions for coping with difficult presenting situations

CONSUMERS

Families of individuals (adults and children) with mental illness/emotional or behavioral disorders. Family is defined as those persons committed to the care and support of the person with mental illness, regardless of whether they are related or live in the same household. With the consumer's consent, families participate in the treatment team's decision-making processes about the individual's case, living situation, and recovery while being guided by the individual consumer's wishes and perspective. Consumers and families of consumers with severe mental illnesses such as schizophrenia or schizoaffective disorder bipolar illness, major depression, or borderline personality disorder benefit the most from family psychoeducation.
 
 However, brief care consultations with family caregivers upon discharge or at other critical times in an episode of care are also effective. 

INTENSITY/DURATION OF SERVICE 

Time limited. Varies between one or more brief (one-hour) sessions to weekly sessions lasting between two to six months, or monthly sessions for up to two years for the most severe cases. 
TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Varies depending on intensity of service. Family psychoeducation is provided by professionals and is often curriculum-based.  More severe cases might require a mental health professional, practitioner, or public health nurse competent in family psychoeducation. Treatment may be carried out in multi-family groups.

EVIDENCE OF EFFECTIVENESS

· Consumers have markedly fewer symptoms, higher success with employment, and improved family relationships, while families experience markedly lower stress and medical illness. Recent studies have shown employment rate gains of two to four times baseline levels, especially when combined with supported employment, another EBP. 
  

· Family psychoeducation programs have provided the psychosocial supports consumers need to extend recovery, re-enter the work force, and develop social skills. 

· Families report a decrease in feeling confused, stressed, and isolated.

· The involvement of families in a child’s care can lead to a reduction in problem behaviors, teach new skills, and increase the intensity of treatment.  Family involvement is critical for kids’ ability to maintain and generalize new skills they’ve learned. 
  Most importantly, families are best positioned to provide the most opportunities for moments of natural learning.
  

· Research on the process and outcome of parent education or training programs over the past 20 years suggests that compared to other kinds of psychotherapeutic interventions, the former produces more consistently positive outcomes and is more economical of professional time and consumer cost.
 

· Caregiver strain is more potent than other family variables (e.g., caregiver psychological distress, family functioning, demographic characteristics) for predicting children’s service use and utilization patterns.  Child symptomatology and functional impairment are the strongest predictors of caregiver strain at a given point in time.
 

· Policy initiatives to promote family-focused care in children’s mental health services recognize that shifts in mental health service delivery (e.g., reduced use of residential services settings) have placed increasing responsibility on families.  It is widely recognized that the success of community-based service delivery depends, in large part, on the system’s ability to support families.

· Parent education and parent training differ in a number of respects from parent therapy. Family involvement is critical for children’s ability to maintain and generalize new skills that they have learned. Furthermore, intervention programs can be enhanced by training students’ parents to provide the children increased opportunities for natural learning.
 

· A lack of family involvement can put kids at risk of poor outcomes.
 Families of children with emotional and behavioral disorders experience difficulties and strains as a result of caring for a child with emotional or behavioral problems. These include increased financial strain, disruptions of family relationships and social life, interruptions at work, limits on personal freedom and time, fatigue, sadness, guilt and other negative effects.
 

· Significant associations have been found between exposure to injury prevention education and action taken to limit access to the following lethal means: prescription medications, over the counter medications, firearms, and alcohol. 
  
· Interventions that educate families about schizophrenia, provide support, and offer training in effective problem solving and communication help reduce symptom relapse, and there is some evidence that they contribute to improved consumer functioning and family well-being. One-year relapse rates for consumers receiving family psychoeducation in combination with medication are more than 50% lower than for consumers receiving medication alone. The reduction in relapse rates has persisted for at least two years in a clinical trial that followed consumers for that long. 
 
 
· A recent study found psychoeducational programs using multiple family groups to be more effective and less expensive than individual family psychoeducational interventions for Caucasians, though not for African Americans. 
 
· Relapse rates can be reduced by 20% if relatives of schizophrenia consumers are included in treatment. The effect is particularly marked if family interventions continued for longer than three months. Different types of family interventions had similar results.

· Research on parent education and training suggests that compared to other therapeutic interventions, the former produces more consistently positive outcomes and is more economical with professional time and consumer cost.
 
· Family psychoeducation involving illness education, crisis intervention, emotional support, and training in how to cope with illness symptoms and related problems resulted in reduced rates of hospital admission, reduced family burden, and improved consumer-family relationships. Key elements should have a duration of at least nine months.
· A lack of family involvement puts a child at higher risk for negative outcomes.
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COST/COST SAVINGS

Cost of Family psychoeducation

Implementing a family psychoeducation program has initial costs related to training and organizational operations and procedures. In experimental studies the cost-benefit ratios of family psychoeducation are impressive. In a statewide study in New York, for every $1 in costs for FPE in multi-family groups, there was a $34 savings in hospital costs during the second year of treatment. In a typical hospital in Maine, there was an average net savings of $4,300 per consumer per year over two years. 

Funding mechanisms may vary from agency to agency and state to state. For the most part, funds are used from the state Division of Mental Health and Medicaid. State leaders from the agencies work out a mechanism on how to pool monies that can be used to reimburse the services of family psychoeducation programs. In some cases Medicaid rules and codes have been rewritten to allow reimbursement for family psychoeducation. One state has adopted a case-rate approach, which fits well with implementation and promotes use of the modality. In this instance, the provider agency is reimbursed on a monthly basis for each consumer to cover bundled direct and indirect costs.

Cost Savings

· Family psychoeducation has proven to be markedly effective in reducing the cost of caring for people with severe mental illness. While the implementation of family psychoeducation may involve some up-front costs, studies consistently indicate a very good return on investment, especially in savings from reduced hospital admissions,

reduction in hospital days, and in crisis intervention contacts.

· The minimum reduction in hospitalizations has been about 50%, with some studies achieving up to 75% reductions over time. 
 
 One study found that 50% of consumers achieved five years without a relapse. 
 

· Medical care costs for family members are reduced.

RESOURCES/FOR ADDITIONAL INFO
Angold, A., Messer, S.C., Stangl, D., Farmer, E.M.Z., Costello, E.J., & Burns, B.J. (1998). Perceived parental burden and service use for child and adolescent psychiatric disorders. American Journal of Public Health, 88, 75–80.

Barnard, K.E. (1997). Influencing parent-child interactions for children at risk.  In M.J. Guralnick 

(Ed.).  The Effectiveness of Early Intervention, (pp. 249-268).  Baltimore, MD:  Paul 

Brookes. 

Becker-Cottrill, B., McFarland, J., & Anderson, V. (2003). A Model of Positive Behavioral 

Support for Individuals with Autism and Their Families: The Family Focus Process. Focus on Autism and Other Developmental Disabilities, 18, 113-124.

Brannan, A. (2003). Ensuring effective mental health treatment in real-world settings and the critical role of families. Journal of Child and Family Studies, 12, 1-10.

Evidence-Based Mental Health Treatments and Services: Examples to Inform Public Policy 

Anthony F. Lehman, Howard H. Goldman, Lisa B. Dixon, Rachel Churchill Milbank Memorial Fund–June 04 

Seifer, R., Sameroff, A. J., Baldwin, C. P., & Baldwin, A. L. (1992). Child and family factors that 

ameliorate risk between 4-13 years of age. Journal of the American Academy of Child and Adolescent Psychiatry, 31, 893-903.

Symon, J. B., (2001). Parent education for autism: Issues in providing services at a distance. 

Journal of Positive Behavior Interventions, 3, 160-174.
Wolfe, R., & Hirsch, B. (2003). Outcomes of parent education programs based on reevaluation 

counseling. Journal of Child and Family Studies, 12, 61-70.

Wright, L., Stroud, R., & Keenan, M. (1993). Indirect treatment of children via parent training: A 

burgeoning form of secondary prevention. Applied & Preventive Psychology, 2, 191–200.

www.mentalhealthpractices.org

www.mentalhealthpractices.org/pdf_files/fpe_pmha.pdf

Respite Care

DEFINITION/SERVICES

Respite care is a structured program available 24 hours a day that provides temporary placement/housing on an intermittent basis within or outside of the consumer’s home, either planned or on an emergency basis, with trained respite caregivers. Consumers are provided with an opportunity to stabilize while caretakers are relieved of their care responsibilities for time-limited, specified periods of time. Respite program provides a safe, controlled environment with a high degree of supervision and structure in which consumers receive therapeutic intervention and specialized programming to address their needs, including educational for children. Such short-term care is intended to enable the family to stay together and keep the consumer in the community. 

In-Home Models 

Many families prefer respite that is provided in the home because the consumer is most comfortable in the home setting and does not have to adjust to a different environment, the caregivers are often more comfortable if the consumer does not have to leave the home; the home is already equipped for special needs, and the cost is relatively economical.

· Model 1: Home-Based Services: Home-based respite services may be provided through a public health nursing agency, a social service department, a volunteer association, a private nonprofit agency and/or a private homemaker service. A trained and perhaps licensed employee of the agency is available to come into the home and offer respite. 

· Model 2: Sitter-Companion Services: Sitter services may be provided by individuals who are trained in caring for children with special needs. Often this type of service can be a project of a service organization or specialized agency which is willing to sponsor training and/or maintain a register of trained providers to link to families in need. 

· Model 3: Parent-Trainer Services: This model is similar to having a friend or relative volunteer to care for a person with special needs. The primary difference is that the person providing care is identified or selected by the family and trained by a respite program. 

Out-of-Home Models 

Out-of-home respite provides an opportunity for the consumer to be outside the home and socialize with other people. This may be a particularly attractive option for adolescents who are preparing to leave the family home for a more independent living arrangement. However, transportation may be required and supplies may need to be moved, and the consumer receiving care may not like the unfamiliar environment or may have difficulty adjusting to the changes. 

· Model 4: Family Care Homes or Host Family Model: In this model, respite is offered in the provider's home. This could be the home of a staff person from a respite program, a family day care home, a trained volunteer's family home, or a licensed foster home used only for respite stays. 

· Model 5: Respite Family Day Care or Center-based Model: Some respite programs contract with existing day care centers to provide respite to children with special needs. This is an effective model in rural areas, because it allows children to be in a supervised environment in a facility that may be relatively close to home. Children may be placed in these settings on a short term "drop in" basis, as well. Day care centers may be housed in churches, community centers, and after school programs. 

· Model 6: Respite in Corporate Foster Home Settings: In some states, foster care regulations and licensing accommodate the development and operation of foster care "homes" which are managed by a non-profit or for-profit corporation. These corporation operated foster homes may provide respite care, either as vacancies occur in the homes, or as the sole purpose for which the "home" exists. Some adolescents adapt especially well to this situation, enjoying a setting which is like semi-independent living. 

· Model 7: Residential Facilities: Some long-term residential care facilities, particularly those serving persons with developmental disabilities, have a specified number of beds set aside for short-term respite. 

· Model 9: Hospital-Based: Facility-based respite occurs primarily in hospitals. It provides a safe setting for children with high care needs. It can be a good alternative for a small community that has a hospital with a typically low census or a hospital with low weekend occupancy. 

· Model 10: Camps: Camp has been a form of respite for many families for many years. Camp can be a positive experience for any child as well as a break for parents/caregivers. 
CONSUMERS

Respite care services are predominantly provided for children. Consumers with more serious conditions and in need of 24-hour supervision in a structured program separate from his/her current living situation in order to stabilize his/her behavior and/or to provide caretakers with a reprieve from their care-taking responsibility. 
INTENSITY/DURATION OF SERVICE

Varies depending on diagnosis and plan of care. Could range from a couple of hours to days or weeks.

TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Both respite and crisis respite care services can be provided by trained family members, friends, neighbors, community recreation programs, child/dependent care providers or centers, home health aides, family resource centers, community human service providers and respite/crisis care agencies. 

Basic training for respite providers should, at a minimum, cover: 

· Overview of respite for persons with mental disorders

· First Aid, CPR, and defensive driving (if children will be transported) 

· Overview of psychotropic medications and administration procedures 

· Emergency medical procedures and emergency protocols 

· Behavior management and strategies 

· Non-violent physical crisis intervention (restraint-certification recommended) 

· Planning and providing quality activities 

· Working with families 

· Occupational Safety and Health Administration (OSHA) standards and liability issues 

· Burnout prevention 

· Confidentiality and boundary issues

EVIDENCE OF EFFECTIVENESS 

· In a family support survey, 82% of families who use respite and crisis care services responding to the survey identified respite as a critical component of family support.

· Respite has been shown to improve family functioning and life satisfaction, enhance capacity to cope with stress, and improve attitudes toward the family member with a disability (Cohen and Warren, 1985).

COST/COST SAVINGS

· Respite services are not costly. The original source of federal start-up funds for respite, "The Temporary Child Care for Children with Disabilities and Crisis Nurseries Act" (TCCA), with minimal funding, established hundreds of programs in 47 states and one U.S. territory since 1988. 

· Preliminary data from an ongoing research project of the Oklahoma State University on the effects of respite care, found that the number of hospitalizations and medical care claims decreased as the number of respite care days increased.
 

· A study of Vermont’s respite care program for families of children or adolescents with serious emotional disturbance found that participating families experience fewer out-of-home placements than nonusers and were more optimistic about their future ability to care for their children.
 

· A University of Delaware Center for Disabilities Studies task force study released Nov., 2003 found that families receiving respite care are less likely to admit a family member to a residential placement at public expense. Respite care also reduces the risk of abuse or neglect of vulnerable children or adults with disabilities. Without respite care, families and caregivers suffer from extreme stress and may develop their own health issues.”

· See also information for similar benefit in evidence packet “Family Psychoeducation.”

RESOURCES/FOR ADDITIONAL INFO

ARCH National Respite Network   (800) 473-1727

All Systems Failure: An Examination of the Results of Neglecting the Needs of Children with Serious 

Emotional Disturbance (1993). Prepared by Chris Koyanagi and Sam Gaines for The National 

Mental Health Association and The Federation of Families for Children's Mental Health. 

Diagnostic and Statistical Manual of Mental Disorders, 3rd revised ed. Washington, DC: American 

Psychiatric Association, 1987. 

Family Resource Coalition of America Guidelines for Family Support Practice.

General Information About Emotional Disturbance. NICHCY (National Information Center for 

Children and Youth with Disabilities), (312) 338-0900   http://www.frca.org
FRIENDS National Resource Center for CBFRS Programs (800) 888-7970 http://www.frca.org/friends.htm
Knitzer, Jane (1982). Unclaimed Children: The Failure of Public Responsibility to Children and 

Adolescents in Need of Mental Health Services. Children's Defense Fund, Washington, D.C. 

National Respite Guidelines, ARCH National Resource Center for Respite and Crisis 

Care Services, 1994.

Wikler, L.M., Hanusa, D., Stoycheff, J. (1986). "Home-based respite care, the child with developmental 

disabilities, and family stress: Some theoretical and practical aspects of process evaluation." In 

Salisbury, C., and Intagliata, J. (Eds.), Respite Care: Support for persons with developmental disabilities and their families, (pp. 243-261). Baltimore: Paul H. Brookes. 

Child and Adolescent Rehabilitative Services
DEFINITION
In Minnesota, the emerging term for child and adolescent rehabilitative services is Children’s Therapeutic Services and Supports (CTSS). The state defines CTSS as a flexible, multi-component benefit set, with service combinations and intensity determined by child needs and family preferences, delivered in home and community settings. It includes the array of mental health services for children who require different therapeutic and rehabilitative levels of intervention as identified in the consumer's individual treatment plan through a child-centered, family-driven planning process that identifies individualized, planned, and culturally appropriate interventions. Children's therapeutic services and supports are time-limited interventions that are delivered using various treatment modalities and combinations of service to reach treatment outcomes identified in the individual treatment plan. Services such as psychotherapy, skills training, crisis assistance, and mental health behavioral aide services may be provided to a child in the child's home or a community setting.  Community settings may include the child's preschool or school, the home of a relative of the child, a recreational or leisure setting, or a site where the child receives day care. 

Research from Hawaii has demonstrated that most complex evidence-based practices (EBPs) can be deconstructed into core elements, with variability in the skill levels needed to deliver these elements.  CTSS makes the most efficient delivery of EBP core elements possible by reimbursing mental health professionals, practitioners and paraprofessionals for their respective roles.  CTSS further assures integration of these component elements in that all issue from a common individual treatment plan, and all are supervised and/or directed by a single mental health professional.

The "skills" component should be used for independent living services content when adolescents hit that point (starting at age 14, and progressively more intensely).  This is a matter of 1) provider training, and 2) coordination through the child’s IIIP (or whatever plan the school uses) with special education services.  

SERVICES MAY INCLUDE

· Psychotherapy (individual, group and family)

· Skills training (individual, group and family)

· Mental Health Behavioral Aides (MHBA)

· Direction of Mental Health Behavioral Aides or staff

· Crisis assistance

· Therapeutic preschool

· Therapeutic foster care

· Individual planning includes annual diagnostic assessments, cultural competency, family involvement, Individual Behavior Plans (if MHBAs are utilized), and crisis assistance planning.
CONSUMERS

Children and adolescents birth-21 who meet Emotional Disturbance (ED) criteria.  Service needs must be greater than can be met by outpatient services (tentatively to be based on the Child and Adolescent Level of Care Utilization Scales (CALOCUS)).  

INTENSITY/DURATION OF SERVICE

Individually determined. There are authorization thresholds, but service termination depends only on discharge plan/medical necessity.

TRAINING/CREDENTIALS REQUIRED TO PROVIDE

· Administrative staff must provide technical assistance to providers/families in planning service component combinations.

· Clinical staff must be trained in the core elements of Hawaii’s EBP model, be culturally competent, and involve families.

EVIDENCE OF EFFECTIVENESS 

Outcome measures are required for service authorization, with the CAFAS most often used. The state is working with providers to move to a common instrument with greater clinical sensitivity, such as the Child Behavior Checklist.

COST/COST SAVINGS

Initial modest cost increases related to expanded population. Incorporation of Hawaii EBP model anticipates cost savings; Hawaii reduced costs by nearly one-third over four year period.

RESOURCES/FOR ADDITIONAL INFO

CTSS:  Dr. Glenace Edwall or Karry Udvig, MN Department of Human Services

Hawaii EBP: Dr. Glenace Edwall, MN Department of Human Services; Bruce Chorpita, Ph.D., 

University of Hawaii or Child and Adolescent Mental Health Division (CAMHD), 

Hawaii Department of Health

Adult Rehabilitative Services

DEFINITION

Federal regulations define rehabilitation services as “any medical or remedial services recommended by a physician or other licensed practitioner of the healing arts, within the scope of his practice under state law, for maximum reduction of physical or mental disability or restoration of a recipient to his best possible functional level.”

Rehabilitative services are provided in the least restrictive setting appropriate for reduction of psychiatric impairment, restoration of functioning, community integration, and self-sufficiency.

Adult mental health rehabilitation services are also known as psychosocial rehabilitation.

SERVICES MAY INCLUDE
There are a range of multi-component programs called psychosocial rehabilitation services that are distinct from single component skills training interventions (WHO, 1997).  These programs can include:

· Individual mental health services

· Group mental health services

· Independent living and social skills training

· Psychological support to consumers and families

· Social support, network enhancement and access to leisure activities

· Medication management

· Day treatment and rehabilitation

· Supportive housing

· Vocational rehabilitation

· Short-term crisis residential treatment

· Residential treatment

CONSUMERS

Consumers with serious mental illness, such as major depression, bipolar disorder, or schizophrenia, who exhibit impairment in three or more areas of functioning.
INTENSITY/DURATION OF SERVICE

Varies by consumer need from two hours a month to over six hours a week. Length of service can be short-term or can continue throughout the consumer’s lifetime in the most severe cases.

TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Provided by or under supervision of physicians, mental health professionals and practitioners

EVIDENCE OF EFFECTIVENESS 

· Fewer and shorter hospitalizations than comparison groups in traditional outpatient treatment.
 In addition, recipients are more likely to be employed 

· Randomized clinical trials have shown that psychosocial rehabilitation recipients experience fewer and shorter hospitalizations than comparison groups in traditional outpatient treatment
. 

· Cook & Jonikas (1996) review the outcomes of a wide range of psychosocial rehabilitation programs, including Fairweather lodges (Fairweather et al., 1969) and psychosocial clubhouses (Dincin, 1975), some of which were demonstrated as effective 20 and 30 years ago but have not been widely implemented.
 

COST/COST SAVINGS 

· A review by Noble and Conley (1978) indicates that despite weaknesses in data, there is sufficient evidence to argue that all forms of employment, supported, transitional, and sheltered are more productive and less costly than adult day care. Much of this cost methodology should be applicable to evaluating vocational rehabilitation programs for persons with severe and persistent mental illness consumers.
 

RESOURCES/FOR ADDITIONAL INFO

Substance Abuse and Mental Health Services Administration www.samsha.gov
Community Health Maintenance—Supportive Housing

DEFINITION

Supportive housing combines one or more components of shelter (rent, meals, laundry, homemaking, etc.) with add-on services. It comes in a variety of forms, all of which provide assorted combinations of housing and services, and are called many things: adult foster care, residential care services, assisted living, etc.

SERVICES

An effective housing with services program will have a “menu” of services from which to choose based on the needs of the consumer.  It will have the ability to be flexible in the delivery of those services to meet the needs of the consumer.  The array of services may include:

· Nursing

· Counseling

· Home health aide

· Personal care

· Independent living skills

· Transportation

· “Concierge”

· Case management

· Congregate dining

· Social activities

· …and more

CONSUMERS

Supportive housing is effective for consumers who can benefit from general oversight and/or who need services available on-site 24 hours a day.  

INTENSITY/DURATION OF SERVICE

Some consumers may live in supportive housing as a transition to a less restrictive community-based housing option. Others may need this level of support permanently.

TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Varies due to supportive housing residential license, service provided, type of consumer, and funding source.

EVIDENCE OF EFFECTIVENESS 

· One study evaluating the effects of supportive housing on mentally ill homeless individuals found significant decreases in visits to psychiatric emergency services and psychiatric hospitalizations from the time of admission to three months later.
 

· Formerly hospitalized supportive housing residents reported showing personal growth since entering supportive housing in terms of greater independence, more instrumental role involvement, and improved self-esteem and social skills. Increased feelings of competence were due to the social support of staff and friends, and participation in the residence and community activities. After five months of living in supportive housing, residents significantly improved in terms of personal empowerment and instrumental role involvement. Days of hospitalization were reduced.
 

COST/COST SAVINGS

Supportive housing can help prevent need of costly emergency services and hospitalization.  Cost effectiveness is dependent on many factors. The cost of the service itself depends on the needs of the consumer and the funding source. It also includes the consumer’s ability to pay for a portion of the living expenses related to the shelter costs. Providing programs in settings with more than one consumer provides efficiency of scale and thus services can more frequent and more intense.  

· Consumers who had been consecutive voluntary admissions to the substance abuse treatment program of a large medical center were assigned to either an inpatient program or supportive housing while attending the inpatient program on weekdays. Consumers in supportive housing achieved identical outcomes as those in inpatient treatment. The cost of a successful treatment for the inpatient group was $9,524. For the supportive housing group, it was only $4,291.

RESOURCES/FOR ADDITIONAL INFO
An evaluation of supportive housing: Qualitative and quantitative perspectives. McCarthy, Janice; 

Nelson, Geoffrey; Canadian Journal of Community Mental Health, Vol 12(1), Spr 1993. pp. 157-175. [Peer Reviewed Journal]

An evaluation of supportive housing for current and former psychiatric consumers. McCarthy, 

Janice; Nelson, Geoffrey; Hospital & Community Psychiatry, Vol 42(12), Dec 1991. pp. 

1254-1256. [Peer Reviewed Journal]

Best Practice Fidelity Tools Case Management;  Supported Housing, Competitive Employment, 

Reduction of State Hospitalization (1999).  Lawrence, Kansas: The University of Kansas 

School of Social Welfare. http://www.socwel.ku.edu/mentalhealth/Resource%20Guide/resource%20guide.htm 

Corporation for Supportive Housing   http://www.csh.org/    (see resources by topic link)
Effects of supportive housing on mentally ill homeless. Hopman, Catherine Elizabeth; 

Dissertation Abstracts International Section A: Humanities & Social Sciences, Vol 58(3-

A), Sep 1997. pp. 1116.


Recommended for good programs by a University of Kansas supportive housing researcher: the 

mental health departments in Ohio, Connecticut and Texas 

Ridgway, P., & Rapp, C.A.  (1997).  The Active Ingredients of Effective Supported Housing:  A 

Research Synthesis.  (33 pages). 

http://www.socwel.ku.edu/mentalhealth/Resource%20Guide/resource%20guide.htm 

Technical Assistance Collaborative (Boston)   http://www.tacinc.org 

Community Health Maintenance—Partial Hospitalization Lodging

DEFINITION/SERVICES

Supervised board and lodging for individuals who are participating in a partial hospitalization program (PHP) for the treatment of mental illness.  This service would be available 7 days per week and 24 hours per day.   Three meals per day would be included.  Supervision would not include providing any healthcare services.  Rather, a “resident assistant” would be available to answer consumer questions, assist with communications as needed, and to access emergency services if that became necessary.  This is modeled after the residential component of chemical dependency treatment as currently offered in Minnesota and covered by the Consolidated Fund and the private insurance and managed care companies in the state. 

CONSUMERS  

Adults who are participating in a partial hospitalization program.  A similar service could be available for children and adolescents, but the level of supervision would need to be greater and some healthcare services would need to be added into the “lodging” benefit. Lodging would only be available to consumers who require it due to geographical distance from treatment program, home instability that would be counterproductive to treatment, inability to transport self because of medication side effects, lack of financial resources to pay for own lodging, and/or necessity due for treatment adherence (such as in the case of substance abuse treatment).

INTENSITY/DURATION OF SERVICE 

Average length of stay in a partial hospitalization program is between 5 and 10 days.

TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Resident assistants would need job orientation, but no specific formal education is required.

EVIDENCE OF EFFECTIVENESS 

The same measures that are currently used for PHP or inpatient services could be applied here.  These would include consumer satisfaction, successful completion of the treatment plan, readmission to inpatient or PHP within a specified time frame, and functional status at a specified time frame following discharge.

COST/COST SAVINGS 

The cost of providing this board and lodging service would be approximately $100 per day for adults, $110 per day for adolescents and $125 for children.  This cost will vary by location in the state.  When these costs are added to PHP costs, the total is approximately 50% of the cost for an inpatient day.  If a consumer could be treated in a PHP with lodging setting vs. an inpatient setting, an episode of care might be reduced by 50%.  If an inpatient stay could be shortened by moving the consumer to a PHP with lodging level of care, the episode of care costs would still be reduced but the cost savings would vary from case to case.

RESOURCES/FOR ADDITIONAL INFORMATION

No formal studies have been done on this benefit. Rather, it is recommended based on the logical assumption that consumers will not be able to seek treatment if they have no place to stay, and that providing this benefit would cost less than providing inpatient services.

Supportive Employment

DEFINITION
Supported employment refers to an approach to vocational rehabilitation that emphasizes rapid placement of the consumer into a competitive
, not necessarily full-time, job based upon the consumer's preferences and skills, and provision of ongoing supports and training to help the consumer maintain employment. For this reason it is also referred to as a "place and train" model of vocational rehabilitation, in contrast to the "train and place" approach that is much more widely used by rehabilitation services and that has not been found to consistently help consumers achieve competitive employment. The evidence-based supported employment programs that have been found effective incorporate the key elements of individualized job development, rapid placement emphasizing competitive employment, ongoing job supports, and integration of vocational and mental health services.
 

Core principles of the supported employment approach:

· Supported employment is integrated with treatment. Employment specialists coordinate plans with the treatment team, e.g., case manager, therapist, psychiatrist, etc. 

· Competitive employment is the goal. The focus is community jobs anyone can apply for that pay at least minimum wage, including part-time and full-time jobs. 

· Job search starts soon after a consumer expresses interest in working. There are no requirements for completing extensive pre-employment assessment and training, or intermediate work experiences (like prevocational work units, transitional employment, or sheltered workshops). 

· Follow-along supports are continuous. Individualized supports to maintain employment continue as long as consumers want the assistance. 

· Consumer preferences are important. Choices and decisions about work and support are individualized based on the person's preferences, strengths, and experiences. 

SERVICES

· Employment specialists meet frequently with the treatment team (i.e., practitioners who provide services, such as case manager, therapist, psychiatrist) to integrate supported employment with mental health treatment.

· Employment specialists help people look for jobs soon after entering the program, instead of requiring extensive pre-employment assessment and training, or intermediate work experiences.

· Support from the employment specialist continues as long as consumers want the assistance. The help is often outside of the work place and it can include help from other practitioners, family members, coworkers, and supervisors.

· Employment specialists help consumers find further jobs when they leave jobs. Jobs are seen as transitions and consumers commonly try several jobs before finding a job they want to keep.

· Consumers have skills training, introductory training, and participate in job shadowing.

CONSUMERS
Adults with mental illness who want to participate. Eligibility is based on consumer choice. Nobody is excluded due to past substance abuse or other factors.

INTENSITY/DURATION OF SERVICE 

As long as assistance is desired.
TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Employment specialist. BA-level social services professional.

EVIDENCE OF EFFECTIVENESS

· Supported employment programs:

· Are effective for helping people to obtain competitive employment 

· Address a top priority of people with severe mental illness and their families 

· Help people to move beyond the consumer role and develop new employment-related roles as part of their recovery process 

· Help to decrease stigma around mental illness by helping people become integrated into community life through competitive employment 

· Research shows: 70% of adults with a severe mental illness desire work; and 60% or more of adults with mental illness can be successful at working when using supported employment.

· Randomized trials have consistently demonstrated the effectiveness of supported employment in helping persons with schizophrenia to achieve competitive employment (see Figure 5).21 Employment outcomes related to the duration of employment and the amount of earnings also favor supported employment over traditional vocational services, and there is no evidence that engagement in supported employment leads to stress, increased symptoms, or other negative outcomes.22 

· Vocational rehabilitation interventions positively affect rehabilitation outcome on measures such as recidivism, time spent in the community, employment and productivity, skill development, and consumer satisfactions.

· All forms of employment, supported, transitional, and sheltered are more productive and less costly than adult day care.
 

· Much of this cost methodology should be applicable to evaluating vocational rehabilitation programs for persons with severe and persistent mental illness consumers.
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COST/COST SAVINGS 

The cost figures vary according to many factors, including the severity of disability of the consumers served, the local wage scales for employment specialists, and the degree to which indirect costs and costs of clinical services are included in the estimates. Some programs have found the cost ranges from $2,000 to $4,000 per consumer, per year.

Funding mechanisms vary among states. In most cases, state divisions of Vocational Rehabilitation, Division of Mental Health, and Medicaid work out a mechanism to pool monies that can be used to reimburse the services of supported employment programs. Medicaid rules allow reimbursement for selected supported work activities.

RESOURCES/FOR ADDITIONAL INFO 
http://www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/ 

Best Practice Fidelity Tools Case Management; Supported Housing, Competitive Employment, Reduction 

of State Hospitalization (1999).  http://www.socwel.ku.edu/mentalhealth/Resource%20Guide/resource%20guide.htm 

Bond, G.R., Becker, D., Drake, R., Rapp,C.A., Meisler, N., Lehman, A., & Bell, M.(2001).  Implementing

Supported Employment as an Evidence-Based Practice.  Psychiatric Services, 52(3), 313-322   

http://www.socwel.ku.edu/mentalhealth/Resource%20Guide/resource%20guide.htm 

Gowdy, E.A., Carlson, L. & Rapp, C.A.  (2001)  The Consumer Experience with Supported Work.  

http://www.socwel.ku.edu/mentalhealth/Resource%20Guide/resource%20guide.htm 

Gowdy, E.A., Carlson, L. S., & Rapp, C. A. (2003).  Practices Differentiating High Performing from Low 

Performing Supported Employment Programs.  Psychiatric Rehabilitation Journal, 26(3), 232-239 

http://www.socwel.ku.edu/mentalhealth/Resource%20Guide/resource%20guide.htm 

Gowdy, E.A.  (2000). “Work is the Best Medicine I Can Have”: Identifying Best Practice in Supported 

Employment for People with Psychiatric Disabilities. http://www.socwel.ku.edu/mentalhealth/Resource%20Guide/resource%20guide.htm 
Ridgway, P., & Rapp, C. A.  (1999).  The Active Ingredients in Achieving Competitive Employment for 

People with Psychiatric Disabilities: A Research Synthesis.  In Mancuso, L.L. and Kother, J.D. 

(Ed.) http://www.socwel.ku.edu/mentalhealth/Resource%20Guide/resource%20guide.htm 

Transportation to Treatment

DEFINITION/SERVICES

Transportation to treatment. Transportation is not limited to public transportation, personal transportation or rides.  It also includes police, ambulance, other emergency vehicles, private entrepreneurs like Medivans, etc.

CONSUMERS

Adults and children who would not be physically or financially able to get to care without assistance. Income, diagnosis, and other restrictions apply.

INTENSITY/DURATION OF SERVICE

Varies depending on consumer need.

TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Varies depending on diagnosis. In some cases the consumer will be able to utilize public transportation.

EVIDENCE OF EFFECTIVENESS/NEED  

Lack of transportation is a major barrier to regular and follow-up care that can keep chronic, manageable conditions under control.

· Nine percent or between 3.5 and 4 million children in families with incomes of up to $50,000 miss essential doctors appointments due to a lack of transportation, regardless of whether they are insured or not. 

· Roughly 21 percent or one in five children living in poverty lack appropriate access to care because they cannot get to a doctor’s office. 

· Families below the poverty line are three times more likely to be affected as those who are low-income. 

· Poor and low-income rural families who may live as far as 50 miles away from the nearest medical facility are hardest hit, but transportation is also a problem in urban centers. 

· Alarmingly, 3.4 percent of families in a survey had to rely on costly ambulance service because no other means of transportation was available. 

· Transportation is key for detoxification services and acute episodic mental crisis.  

COST/COST SAVINGS

Reduces need for more costly, deep-end services by making sure consumers with manageable, chronic conditions get to routine appointments for preventive and follow-up care. 

RESOURCES/FOR ADDITIONAL INFO

The Federal Government funds 63 different transportation programs designed to create access to health and human services.  Coordination of those systems has become a focus for the Federal Government and the States under a new initiative called "United We Ride." A Minnesota Task Force put together recommendations for the 2005 Legislature with respect to this initiative.  The following web address is a place to look at a general description of this:  http://www.mentalhealth.samhsa.gov/consumersurvivor/listserv/122303.asp
Therapeutic/Treatment Foster Care

DEFINITION

(Minnesota definition) Treatment Foster Care is a community-based, family-based, culturally relevant, service delivery approach providing individualized treatment for children, youth and their families. Treatment is delivered through a planned, integrated constellation of services with key interventions and supports provided by treatment foster parents who are trained, supervised and supported by qualified program staff.

Therapeutic foster care provides 24-hour placement services for children/adolescents who require a higher level of care, structure and supervision than can be provided in regular foster care or in their parent/guardian’s home. In therapeutic foster care programs, youth who cannot live at home are placed in homes with foster parents who have been trained to provide a structured environment that supports their learning social and emotional skills. Community resources are used in a planned, purposeful and therapeutic manner that encourages residents’ autonomy as appropriate to their level of functioning and safety. This service is designed to be consumer-centered and strength-based. Comprehensive multi-modal therapies to fit the specialized needs of the child/adolescent are a part of the placement plan on a consultative or referral basis and are consistent with the goals of the family service plan. Such care is provided as an alternative to incarceration, hospitalization, or different forms of group and residential treatment for children and adolescents with a history of chronic antisocial behavior, delinquency, or emotional disturbance. 

Therapeutic foster care is also known by other names, including therapy foster care, multi-dimensional treatment foster care, specialist foster care, treatment-foster family care, family-based treatment, and parent-therapist programs.

SERVICES MAY INCLUDE

· Coordination and Community Liaison. Frequent contact is maintained between the case manager and the youth's parole/probation officer, teachers, work supervisors, and other involved adults.

· Training for community families. Emphasized behavior management methods to provide youth with a structured and therapeutic living environment. 

· Services to the youth's family. Family therapy is provided for the youth's biological (or adoptive) family, with the ultimate goal of returning the youth back to the home. The parents are taught to use the structured system that is being used in the foster home. 

· Foster family advocates for the child and assists in establishing and creating child’s goals 

· Close supervision at home, in the community, at school; and consistent discipline 

· Individual attention and 1-to-1 mentoring by foster parents

· Extensive daily documentation on medication, school, family contact, medical appointments and treatment implemented 

CONSUMERS

Child/adolescent with severe emotional disturbance or behavior problems in need of a 24-hour structured environment to support his/her efforts to meet basic needs, utilize appropriate judgment, coping skills and comply with treatment.

· Behaviors cannot be safely maintained effectively in a lower level of care.

· Child/adolescent is able to function with some independence and participate safely in age-appropriate, community-based activities for limited periods of time with appropriate supervision depending on their developmental status.

· Child/adolescent demonstrates the capacity to function adequately in a family and community environment with the added structure of a specialized foster care program and to respond favorably (based on his/her developmental status) to rehabilitative counseling in such areas as problem solving and life skill development such that reintegration into the family unit is a realistic goal.

· Selection of this type of care should be based on the child’s level of need not by particular diagnosis or label. Existing evidence is based on use with children/adolescents whose disorder manifests itself in behavioral problems. Therefore, this benefit may be most effective for children/adolescents with conduct disorder or related disorders, and not appropriate for children with internalizing disorders such as depression. 

INTENSITY/DURATION OF SERVICE

Four to seven months average.
TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Case managers are trained in adolescent development and developmental psychopathology, and social learning principles. Primary among their responsibilities is treatment planning and leadership of the treatment team which typically is composed of a case worker, a supervisor or clinical consultant, the child and his/her parents, the treatment parents and other professionals closely involved with the child and family such as therapists or special education instructors.  Other major responsibilities required of TFC program staff include, but are not limited to, case assessment, case management, parent support and consultation, clinical and administrative supervision of staff, 24-hour crisis intervention on-call services, treatment parent recruitment, orientation, training and selection, youth intake and placement, record-keeping and program evaluation.

Treatment foster care parents are put through a rigorous and systematic training program and attend regular meetings and support groups. They are licensed to care for children/adolescents whose behavior results from mental health or substance abuse issues and/or family dysfunction.

EVIDENCE OF EFFECTIVENESS

· In 1997, a review of an early intervention treatment foster care program for severely abused and neglected children aged 4-7 years reported reduction in behavior problems.

· Evaluations of a therapeutic foster care program in Colorado found that program youth compared to control group youth:

· Spent 60% fewer days incarcerated at 12 month follow-up;

· Had significantly fewer subsequent arrests;

· Ran away from their programs, on average, three time less often;

· Had significantly less hard drug use in the follow-up period; and

· Quicker community placement from more restrictive settings (e.g., hospital, detention).

· A study reported a substantial decrease in the proportion of juveniles in the intervention group incarcerated after the being in a therapeutic foster care program, compared with those in the control group. This effect declined from 57.1% in the first year after the intervention to 46.7% after 2 years. Duration of therapeutic foster care treatment was inversely correlated (r = --0.71; p = 0.001) with the number of days of subsequent incarceration, suggesting a dose-response benefit of treatment. 

· Compared with the year before being in a therapeutic foster care program, the proportion of juveniles arrested for violent crimes the year after intervention decreased 74.7% for boys and 69.2% for girls. All participants in the study benefited, regardless of age or sex, except for girls aged 14 years, for whom an increase was reported in the rate of certain nonviolent status offenses.
 

· When demographic and criminal background were controlled for, boys receiving therapeutic foster care reported committing approximately 73.5% fewer felony assaults after intervention than did those placed in group care.
 

· On average, foster care participants also spent almost twice as many days living at home after the program as group-care participants. 

· SAMSHA uses the model as an evidence-based program and the program is considered a blueprint program.

COST/COST SAVINGS

Most foster parents get a room and board reimbursement and a difficulty of care reimbursement.  The placing agency (often a private agency) also receives an administrative per diem which pays for the case management and professional services delivered to the child and foster family.

· A study found that for every dollar spent in justice system costs, therapeutic foster care saved $14.07. Costs average $2600/youth per month.
 Incremental benefits for a 37% reduction in crime were $83,576/youth, including taxpayer benefits ($22,263/youth) and crime victim benefits ($61,313/youth).  Taxpayer benefits include reduced burden on and expense of sheriff offices, courts and county prosecutors, juvenile detention, juvenile probation, juvenile rehabilitation, adult jail, state community supervision, and the department of corrections. Total net benefits (benefits minus costs) ranged from $20,351 to $81,664/youth. This estimate does not include benefits to youth in the programs.

· A cost-analysis study assessed program costs for therapeutic foster care provided adolescents with chronic delinquency problems. Only those program costs incurred by state and local governments were considered in the analysis, including costs for personnel (i.e., case manager, program director, therapists, recruiter, and foster parent trainer) and foster-parent stipends, as well as additional health services (e.g., mental health care). Average program costs (in 1997 dollars) ranged from $18,837 to $56,047/youth, depending on the emotional state of the child, the intensity of services required, and Medicaid and juvenile corrections division reimbursement rates. These costs will vary greatly from state to state
 

· The Washington State Institute for Public Policy found that multidimensional treatment foster care (vs. regular group care) resulted in savings of $26,748 in other systems and cost only $2,459, a net savings of $24,290, or $10.88 returned for every dollar spent.

RESOURCES
Minnesota model

Multi-modal Intensive Treatment Homes (including respite and Wraparound services)

Cynthia Packer, Clinical Coordinator for Community Services, 612-306-1578, Cynthia.Packer@state.mn.us
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Integrated Treatment for Co-Occurring Mental Health 

and Substance Abuse Disorders

DEFINITION 

Integrated treatment is a model of how services should be designed to address dual disorders. It provides the individual with both mental and chemical health diagnoses an integrated treatment approach rather than sequential or parallel services which have been found to produce poor clinical outcomes.  This treatment approach helps people recover by offering mental health and substance abuse services at the same time and in one setting.

SERVICES MAY INCLUDE

· Assessment 

· Individualized treatment, based on a person’s current stage of recovery 

· Education about the illness 

· Medication management

· Case management 

· Help with housing and money management 

· Relationships and social support 

· Outpatient counseling designed especially for people with co-occurring disorders

· Residential/inpatient services

· Harm reduction 

· Motivational interviewing 

Providing effective integrated dual disorders treatment involves the following:

· Clinicians know the effects of alcohol and drugs and their interactions with mental illness. 

· Integrated services – Clinicians provide services for both mental illness and substance use at the same time.

· Stage-wise treatment – People go through a process over time to recover and different services are helpful at different stages of recovery.

· Assessment – Consumers collaborate with clinicians to develop an individualized treatment plan for both substance use disorder and mental illness.

· Motivational treatment -- Clinicians use specific listening and counseling skills to help consumers develop awareness, hopefulness, and motivation for recovery. This is important for consumers who are demoralized and not ready for substance abuse treatment.

· Substance abuse counseling – Substance abuse counseling helps people with dual disorders to develop the skills and find the supports needed to pursue recovery from substance use disorder.

CONSUMERS
Integrated treatment is for people who have co-occurring disorders – serious mental illness and a substance abuse addiction. 

For individuals whose primary issue is mental illness and secondary chemical use/abuse issues, a coordination model is recommended (i.e.- joint treatment planning without integrating services).  A consultative model is recommended for individuals for whom either the mental illness or chemical use is of lower intensity.  These individuals may present at primary care clinics, schools, etc.

INTENSITY/DURATION OF SERVICE

Variable based on the individual's clinical picture 

TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Extensive--Involves training of both mental health and chemical dependency providers on the components of an integrated model.  Clinicians must understand the effects of alcohol and drugs and their interactions with mental illness. A service program is not an integrated model if the provider simply adds, for example, a chemical dependency provider to a mental health treatment setting. Rather, mental health providers need the skills to recognize and evaluate mental health and chemical use for all consumers and develop treatment protocols, plans and service components that treat both disorders at the same time.

EVIDENCE OF EFFECTIVENESS

The research literature is very extensive in this area.  Reported consumer outcomes include:

· Improved symptom reduction

· Reduced ER and inpatient hospital services

· Improved adherence to medication

· Greater community stability.

Consumers with dual disorders have high rates of recovery when provided integrated dual disorders treatment, which means combining mental health and substance abuse treatments within the same system of care. Integrated treatment leads to dual recovery and reduces costs.

COST/COST SAVINGS

More than half of the adults with severe mental illness in public mental health systems are further impaired by co-occurring substance use disorders. 

Additionally, mental health systems spend most of their resources on a small percentage of individuals with difficult problems, often consumers with dual disorders. Mental health services for these consumers cost, on average, nearly twice as much as for consumers with single disorders.
 Often people with dual disorders have been forced into a parallel method of treatment, where substance abuse treatment was provided separately and independently of treatment for mental illness. This has proven to be ineffective and expensive. Integrated treatment is more effective, and thus saves money on ineffective treatment. Reduction in service duplication results in additional cost savings.

Consumers with dual disorders are at high risk for negative outcomes if not treated correctly, including hospitalization, overdose, violence, legal problems, homelessness, victimization, HIV infection, and hepatitis. 

RESOURCES FOR ADDITIONAL INFO
SAMHSA Website for Evidence-based practices http://www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/

“Co-Occurring Psychiatric and Substance Disorders in Managed Care Systems: Standards of Care, Practice 

Guidelines, Workforce Competencies, and Training Curricula,” Center for Mental Health Services 

(1998)

Minkoff, K (1997) Integration of Addiction and Psychiatric Services Mental Health Care in the Private 

Sector, pages 233-245

NASADAD (1997) Preliminary Information on Services to Individuals with Co-Existing Substance Abuse 

and MH Disorders.

National Health Policy Forum (1997) Dual Diagnosis: The Challenge of Serving People with Concurrent 

Mental Illness and Substance Abuse Problems, Issue Brief, 718

Osher, F. (1996) A Vision for the Future Toward a Service System Responsive to those with Co-Occurring 

Addictive and Mental Disorders, American Journal of Orthopsychiatry, 66, 1, 71-76

American Academy of Addiction Psychiatry

American Managed Behavioral Healthcare Assn    www.ambha.org  

American Society of Addiction Medicine    www.asam.org
Assn for Medical Education and Research in Substance Abuse     http://center.butler.brown.edu/AMERSA  

www.naatop.org
www.naadac.org
www.naphs.org
www.ncadd.org
www.casacolumbia.org
hhtp://dualrecovery.org   

Center for Mental Health Services at the Substance Abuse and Mental Health Services Administration:  

www.mentalhealth.org   

National Association of State Mental Health Directors’ Evidence-Based Practices Center: 

www.nasmhpd.org 

www.mentalhealthpractices.org

Emergency/Crisis Care

DEFINITION

Crisis services are used in emergency situations either to furnish immediate and sufficient care or to serve as a transition to longer-term care within the mental health system. The goals of crisis services include intervening immediately, providing brief and intensive treatment, involving families in treatment, linking consumers and families with other community support services, and averting visits to the emergency department or hospitalization by stabilizing the crisis situation in the most normal setting for the consumer.

SERVICES MAY INCLUDE

Mental health crisis assessment is an immediate face-to-face assessment by a physician, mental health professional, or mental health practitioner under the clinical supervision of a mental health professional, following a screening that suggests the child may be experiencing a mental health crisis or mental health emergency situation. 

Mental health mobile crisis intervention services is face-to-face, short-term intensive mental health services initiated during a mental health crisis or mental health emergency. Mental health mobile crisis services must help the recipient cope with immediate stressors, identify and utilize available resources and strengths, and begin to return to the recipient's baseline level of functioning. Mental health mobile services must be provided on-site by a mobile crisis intervention team outside of an emergency room, urgent care, or an inpatient hospital setting. 

Mental health crisis stabilization services is individualized mental health services provided to a recipient following crisis intervention services that are designed to restore the recipient to the recipient's prior functional level. The individual treatment plan recommending mental health crisis stabilization must be completed by the intervention team or by staff after an inpatient or urgent care visit. Mental health crisis stabilization services may be provided in the recipient's home, the home of a family member or friend of the recipient, schools, another community setting, or a short-term supervised, licensed residential program if the service is not included in the facility's cost pool or per diem. 

Stabilization services may include:

· Group Therapy

· Family Therapy

· Discharge Planning Group

· Medication Education and Psychoeducational Groups

· Recreational Therapy

Sub-Acute Care facility means a place for short-term treatment (four days or fewer) similar to, but less intense than, inpatient hospitalization. Can involve overnight stays. Unit is unlocked and has a lower level of psychiatric oversight.  The facility can also serve as a short-term transitional resource for consumers stabilized in the hospital and awaiting supports needed to allow a safe return to the community.
 
Psychiatric Emergency Walk-in is a planned program to provide psychiatric care in emergency situations with staff specifically assigned for this purpose. Includes crisis intervention, which enables the individual, family members and friends to cope with the emergency while maintaining the individual's status as a functioning community member to the greatest extent possible and is open for a consumer to walk-in.

Crisis services may also include telephone hotlines, crisis group homes, runaway shelters, mobile crisis teams, and therapeutic foster homes (for children/adolescents) when used for short-term crisis placements (see separate section).

CONSUMERS

Consumers who are assessed as experiencing a mental health crisis or emergency (Persons who are suicidal, homicidal, or decompensating (rapid return of severe symptoms such as uncontrollable behavior, suicidal/homicidal ideation or attempts, hallucinations, psychotic episodes, or acute sleeping/eating disorders)) and mobile crisis intervention or mental health crisis stabilization services are determined to be medically necessary.  Consumers who require immediate care, but do not require inpatient hospitalization. 

INTENSITY/DURATION OF SERVICE

Crisis programs are small in order to facilitate close relationships among the staff, consumer, and family. Short-term services are provided, with the staff meeting more frequently with the consumer at the outset of the crisis. A typical treatment plan consists of 10 sessions over a period of 4 to 6 weeks. Crisis services usually are available 24 hours a day, 7 days a week (Goldman, 1988).
TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Under statute, crisis teams must consist of at least two mental health professionals or a combination of at least one mental health professional and one mental health practitioner with the required mental health crisis training and under the clinical supervision of a mental health professional on the team. They must have at least two people with at least one member providing on-site crisis intervention services when needed. Team members must be experienced in mental health assessment, crisis intervention techniques, and clinical decision making under emergency conditions and have knowledge of local services and resources. 
EVIDENCE OF EFFECTIVENESS 
· Positive behavioral and adjustment outcomes for youth presenting to crisis programs and emergency departments across the country were reported in 12 studies. Most programs also demonstrated the capacity to prevent institutionalization.

· A mobile crisis team, the Youth Emergency Services (YES) program in New York, sent clinicians directly to the scene of the crisis. The data showed that YES prevented ER visits and out-of-home placements.

·  In a study of 100 children served by a crisis program in New York over a 2-year period, more than 80 percent were discharged in less than 15 days. Most were diverted from inpatient hospitalization, and inpatient admissions to the state children’s psychiatric center for Suffolk County were reduced by 20 percent after the program was established.
 

· Records were analyzed from a sample of nearly 700 youth presenting to the Home Based Crisis Intervention program in New York over a 4-year period. Youth received short-term, intensive, in-home emergency services. After an average service episode of 36 days, 95% of the youth were referred to, or enrolled in, other services.
 

· In 2002 the Milwaukee Wraparound Mobile crisis Team received several thousand phone calls, had 4000 face-to-face contacts and successfully diverted many children from unnecessary psychiatric hospitalizations.  This was a 15% reduction from 2001.

COST/COST SAVINGS

Mental health crisis stabilization is not reimbursable when provided as part of a partial hospitalization or day treatment program.

Use of crisis intervention services minimizes the use of hospital resources. 

RESOURCES/FOR ADDITIONAL INFO
http://www.surgeongeneral.gov/library/mentalhealth 

Fairview Hospital in St. Paul has an adolescent subacute facility scheduled to open in October.  The facility will be funded with a combination Fairview dollars and a grant from an ad-hoc health plan foundation that has been established on a temporary basis to direct health plans' resources toward relieving the psychiatric inpatient crisis. It will serve both east and west metro. 

The East Metro Adult Crisis Stabilization service has served over 300 individuals to date. It is the result of a partnership among three counties, three hospitals, four health plans and the state to develop a 24/7 crisis response service in the East Metro for public and private consumers.  

Pre-Diagnostic Screening
DEFINITION/SERVICES

Screening is a relatively brief process designed to identify persons who are at increased risk of having disorders that warrant immediate attention, intervention or comprehensive review. Identifying the need for further assessment is the primary purpose for screening. Mental health screening instruments are never used for diagnosis, but rather identify the need for further assessment.
 Screens are typically a brief questionnaire which can be administered in person, over the phone, on a computer, over the Internet, etc. They can be administered in doctor’s offices, schools, public health clinics, etc.

Screening tools often vary with the provider or setting. Screening instruments must accurately identify mental health needs. The tools should demonstrate effective use with the particular populations they screen. Good tools are easy to administer and score and require minimal expertise to use and have acceptable levels of:

· Sensitivity and specificity

· Reliability

· Validity

· Brevity

CONSUMERS

Anyone can be screened. Screening can either be done across the board for a broad population group or targeted at specific higher-risk subgroups

INTENSITY/DURATION OF SERVICE

Screens are designed to be brief, and may take as little as a few minutes. 

Screening may be done at regular intervals, such as yearly, or at times of high-risk, such as times of major transition or after experiencing trauma, etc. 

TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Most screening tools are designed to be self-administered or administered by someone with minimal training, such as a receptionist. They are not designed to require a mental health professional or someone with training at the master’s or PhD level. More complicated screening instruments can be administered by staff such as social workers and case managers.

EVIDENCE OF EFFECTIVENESS

Screening can help catch mental disorders that would have otherwise gone unidentified and untreated.

· Studies indicate that fewer than thirty percent of children with substantial dysfunction are recognized by primary care clinicians. Nationally, referral rates of children seen by pediatricians to mental health services range from 1-4%.

· Often recognition depends on parental complaint or school report of overt behavioral problems or less overt dysfunction (such as secondary and childhood depression, or family factors such as divorce).

· Physicians who solely rely on clinical judgment fail to identify children with mental health problems. When the Child Behavior Checklist (an assessment tool)
 was used to identify the prevalence of psychiatric disorders in children ages 7 to 11 years visiting a primary care physician, 24% of the children were noted to have evidence of mental health problems. However, only 3.6% of the children had received a mental health referral from their primary care physician. 
 
· Compared with usual care, feedback on depression screening results to providers generally increased recognition of depressive illness in adults. Meta-analysis suggests that overall, screening and feedback reduced the risk for persistent depression (summary relative risk, 0.87 [95% CI, 0.79 to 0.95]). Compared with usual care, screening for depression can improve outcomes, particularly when screening is coupled with system changes that help ensure adequate treatment and follow-up.

· Studies have shown that usual care by primary care physicians fails to recognize 30% to 50% of depressed patients. Because patients in whom depression goes unrecognized cannot be appropriately treated, systematic screening has been advocated as a means of improving detection, treatment, and outcomes of depression. 

· Effectiveness data is available for individual screening tools. For example, The Pediatric Symptom Checklist (PSC) is a one-page questionnaire a parent of a child age 4-16 can complete in the waiting room in 2-5 minutes.  The PSC has proven validity with low-income and middle-income kids, and with both Caucasians and populations of color. The cutoff score of 28 has sensitivity of 95% for middle income and 88% for lower income children, and a specificity of 68% for middle income and 100% for lower income children. Children "incorrectly" identified usually have at least mild impairment, and can still benefit from services and closer supervision. Use of the PSC has been shown to improve recognition rates for psychosocial problems in pediatric primary care settings.
 

COST/COST SAVINGS

Screening tools can often be self-administered and self-/automatically scored on paper or online, therefore costing little or nothing. 

The cost benefit of screening comes from identifying problems early, before they become more severe, and require more costly treatment, and while better outcomes are more likely.  Potential cost savings to the system are significant.

· Research indicates that the appropriate identification and treatment of mental disorders in childhood can reduce symptoms of child psychopathology, improve adaptive functioning, and sometimes serve as a buffer to long-term impairment.
 

· In 2001, mental disorders were the leading cause of hospitalization for 5-14 year-olds (2,172 children and youth) in Minnesota. Another 2,051 children and youth ages 5 - 14 were treated (not admitted) in emergency departments for a mental disorder.   For Minnesotans age 15-44, mental disorders were the second leading cause of hospitalization.

· Individuals with untreated mental illness often consume excessive amounts of general health care services. They make multiple trips to their primary care physician with complaints of an upset stomach, headache, difficulty sleeping, and general aches and pains, when the real problem is an undiagnosed mental disorder. The American Psychological Association estimates that 50-70% of usual visits to primary care physicians are for medical complaints that stem from psychological factors.
 

· Annual health care costs for consumers with untreated depression are nearly twice that of consumers who do not have depression.
 

· Mental disorders ranked among the top ten leading causes of hospitalization for Minnesotans in every age group.
 
· The decreased disability payments in the first 30 days following initial treatment for major depression results in employer savings totaling $93 per consumer, which can exceed the cost of treatment for a similar period of time. The workplace benefits from improved functioning are substantial and may, in fact, exceed the usual costs of depression treatment. Thus, purely on economic rather than clinical or quality-of-life grounds, this argues in favor of more aggressive outreach to employees with symptomatic disease that results in initiation of treatment before their symptoms are allowed to persist and result in a disability claim.
  
RESOURCES

http://www.ncmhjj.com/pdfs/publications/Screening_And_Assessing_MHSUD.pdf
http://www.teenscreen.org/
http://www.mentalhealthscreening.org/
Example obsessive-compulsive disorder screen http://www.zoloft.com/index.asp?pageid=15&PFW_jump2
Example post-traumatic stress disorder screen http://www.zoloft.com/index.asp?pageid=20&PFW_jump2 

Example eating disorder screen

http://www.healthyplace.com/Communities/Eating_Disorders/concernedcounseling/eat/EATtest.htm 

www.brightfutures.org/mentalhealth/index.html
www.aap.org/policy/re0062.html

Targeted Prevention

DEFINITION

Services targeted toward and proven effective with specific populations at high risk of developing a mental disorder

SERVICES

Varies with the targeted population. Often includes outreach; parent and teacher training; and child intervention.

CONSUMERS

Groups known to be at high risk for emotional disturbance/mental illness.

INTENSITY/DURATION OF SERVICE

Depends on the intervention and consumer.
TRAINING/CREDENTIALS REQUIRED TO PROVIDE

Typically mental health practitioners, paraprofessionals under the direction of a mental health professional, or public health nurses. 

EVIDENCE OF EFFECTIVENESS 
Example Program: Parent-Child Interaction (PCI) Program (formerly NCAST) 

Infant mental health is grounded in the relational aspects of caregiver-child interactions.  The PCI (formerly NCAST) feeding and teaching scales are psychometrically sound tools that assess caregiver-child interaction in infancy and up to age 3.  The conceptual framework supporting the scales builds upon research into key aspects of healthy relations between caregivers and infants. In cases where there is interference in the adaptive behavior from either the caregiver (e.g. lack of knowledge, illness, stress, depression) or the infant (e. g. drug exposed, physical conditions), the interaction is likely to be maladaptive putting the infant at risk for infant mental health disorders (e.g. non-organic failure to thrive). Professionals trained in the use of the PCI scales use the results to reinforce the positive aspects of the relationships as well as identify maladaptive interactions. The trained professionals target problematic behaviors and work with caregivers to learn and implement more positive interactions. Time to do the scale ranges from three minutes to one hour depending on how long the feeding or teaching episode is. The professional then scores (10 minutes to 2 hours if she is viewing videotaped feeding or teaching episodes) the episode. The follow-up interventions are generally one hour weekly home visits, but this can vary from daily to monthly.  Research illustrating improved scores with these types of interventions include:

Improved mental health of the mother and improved parent-child interaction (Armstrong et al., 1999)  

Improved parent-child (preterm infants) interaction (Kang et al, unpublished; Kang et al, 1999)

Improved parent (adolescent mothers)-child interaction (Causby et al, 1990; Clarke and Strauss, 1992, Koniak-Griffin et al, 1992)

Example program: Early Risers Skills for Success
Early Risers is a multi-component, high-intensity, competency-enhancement program that targets elementary school children 6 to 10 years old at high risk for early development of conduct problems, including substance use, and their families. The program is specifically aimed at children who display early aggressive, disruptive, and/or nonconformist behaviors. Early Risers is based on the premise that early, comprehensive, and sustained intervention is necessary to target multiple risk and protective factors. The program uses a full-strength intervention model with two complementary components to move high-risk children onto a more adaptive developmental pathway. Cost-effective operation of Early Risers requires one family advocate for every 25 to 30 child/family participants. A supervisor is also needed. A minimum of six home visits per year is recommended.

· Significant gains in social competence including improved social skills and social adaptability

· Significant gains in academic achievement

· Children with the most severe aggressive behavior showed significant reductions in self-regulation problems

· Children whose parents achieved recommended levels of participation reported less parental distress and improved methods for disciplining children

· Reduction in attention/concentration problems

· Reduction in self-regulation problems

· Parents of children with the highest level of aggressive behavior reported improved investment in their child and less personal distress.

Example program: Incredible Years

Incredible Years has been identified as a proven approach for increasing the percentage of children who have age-appropriate mental and physical health. Parent Training-teaches parents how to promote child’s social competence and reduce behavior problems, teaches parents how to play with children, help children teach, use limit-setting, praise and incentives and handle misbehavior. There are also advanced versions that focus more on anger management etc. and help with school involvement, etc. Child Training uses a curriculum for children showing “conduct” problems (high rates of aggression, defiance, and oppositional and impulsive behaviors). It promotes friendship skills, empathy skills, anger management, problem solving, etc. Teacher Training helps with classroom management and using specific strategies for the whole classroom.

· When used with children referred for conduct problems, the BASIC program resulted in significantly improved parental attitudes and parent-child interactions, reduced parents’ use of violent forms of discipline, and reduced child conduct problems.
 

· The ADVANCE program has been highly effective in promoting parents’ use of effective problem-solving and communication skills, reducing maternal depression, and increasing children’s social and problem solving skills.  Users are highly satisfied and dropout rates are low. Effects are sustained up to four years after intervention.
 

· In randomized trials with over 500 Head Start families, the parenting skills of parents in the BASIC program significantly improved compared with the control group.
 These findings were replicated with daycare providers and low-income African American mothers in Chicago.
 

· In a universal, school-based program with a sample of Head Start mothers, the intervention group mothers used less harsh discipline and were more nurturing, reinforcing and competent in their parenting. Their children exhibited significantly fewer conduct problems and more positive affect and pro-social behaviors.
 

· Preliminary results in a randomized study suggest that combining academic skills training for parents with training for teachers improves children’s outcomes in terms of strengthening both academic and social skills, promotes more positive peer relationships and reduces behavior problems at home and at school. (Priefer, S. Innovative Mental Health Interventions for Children: Programs that Work, 2001.)

Example program: Families and Schools Together-FAST (Lynn McDonald)

Intervention with children age 3-14 and their families who are at risk for school failure, juvenile delinquency, substance abuse and mental health problems. Uses family therapy, multifamily group approach. 14 week youth group school meetings for middle school sites. 8-10 week series of school-based evening activities for up to 12 families per cycle with rituals and interactive family activities to include peer support for parents, youth group and one to one parent child time to practice new skills. Regular cycle is followed by two years of monthly FASTWORKS meetings led by parent graduates-stresses parent leadership

· National data shows statistically significant improvement in child’s behaviors at home and school in 8-10 weeks.

· Child behavior improvements maintained on behavior problems, withdrawal and anxiety, and attention span problems.

Example program: Marilyn Steele’s “Strengthening Multi-Ethnic Families and Communities”  

Intervention with parents of children age 3-18 that addresses violence against self, violence in the family, and violence in the community. Integrates parent training/education and community resource awareness though flexible curriculum organized by components of: cultural/spiritual, relationship, positive discipline, rites of passage and community involvement. Responds to variety of learning styles by using role play, discussion, lecture, discussion and parent follow-up activities. Consists of orientation and 12 weekly 3 hour meetings. Integrates parent training/education and community resource awareness though flexible curriculum organized by components of: cultural/spiritual, relationship, positive discipline, rites of passage, and community involvement. Consumers plan some sessions.

· Parents report significant improvement in general parenting, problem solving skills, ability to manage child behaviors and in positive discipline and communication

· Parents report significant improvement in child’s self esteem, ethnic identification, and ability to avoid drugs and gangs.
COST/COST SAVINGS

Prevent problems from developing and requiring costly services, such as hospitalization.  Scientific evidence indicates that the appropriate identification and treatment of mental disorders in childhood can reduce symptoms of child psychopathology, improve adaptive functioning, and sometimes serve as a buffer to further long-term impairment.
 Intervention programs can be very effective. For example, the prevention program, “Strengthening Families Program,” for parents and youth age 10-14 returned $7.82 in benefits for every dollar in cost.

RESOURCES/FOR ADDITIONAL INFO

Boffman JL, Clark NJ, Helsel D.  Can NCAST and HOME Assessment Scales be used with 

Hmong refugees?  Pediatric Nursing. 1997 May-Jun;23(3):235-44.

Duggan A, Fuddy L, Burrell L, Higman SM, McFarlane E, Windham A, Sia C. Randomized trial 

of a statewide home visiting program to prevent child abuse: impact in reducing parental 

risk factors.  Child Abuse and Neglect. 2004 Jun;28(6):625-45.

Eckenrode J, Zielinski D, Smith E, Marcynyszyn LA, Henderson CR Jr, Kitzman H, Cole R, 

Powers J, Olds DL. Child maltreatment and the early onset of problem behaviors: can a 

program of nurse home visitation break the link? Developmental Psychopathology. 2001 Fall;13(4):873-90.

Gaffney KF, Kodadek MP, Meuse MT, Jones GB. Assessing infant health promotion: a cross-

cultural comparison.  Clinical Nursing Res. 2001 May;10(2):102-16; discussion 117-21.

Grietens H, Geeraert L, Hellinckx W. A scale for home visiting nurses to identify risks of 

physical abuse and neglect among mothers with newborn infants.  Child Abuse and 

Neglect. 2004 Mar;28(3):321-37.

Olds DL, Henderson CR Jr, Kitzman HJ, Eckenrode JJ, Cole RE, Tatelbaum RC.  Prenatal and 

infancy home visitation by nurses: recent findings.  Future Child. 1999 Spring-

Summer;9(1):44-65, 190-1.

Schiffman RF, Omar MA, McKelvey LM. Mother-infant interaction in low-income families.  

MCN American  Journal of Maternal and Child Nursing. 2003 Jul-Aug;28(4):246-51.

Lyons-Ruth K, Melnick S. Dose-response effect of mother-infant clinical home visiting on 

aggressive behavior problems in kindergarten. Journal of American Academy of Child 

and Adolescent Psychiatry. 2004 Jun;43(6):699-707.

The Future of Children.  Home Visiting: Recent Program Evaluations VOLUME 9, NUMBER 1 

– SPRING/SUMMER 1999 http://www.futureofchildren.org/pubs-info2825/pubsinfo.htm?doc_id=70386
Zeanah, C.H., Jr. (1993).  Handbook of Infant Mental Health.  New York: Guilford Press.







NCAST Caregiver/ Parent-Child Interaction Feeding Manual (1994). Seattle: NCAST 


Publications, Univ. of Washington, School of Nursing.

Morisset, C.E, (1996) Using the teaching scale to help you work “smarter”. NCAST National 


News, 12, 2. 
NCAST Training Coordinator Minnesota Department of Health, Family Health / MCH  (651) 

215-896

http://modelprograms.samhsa.gov/template_cf.cfm?page=model_list
http://www.strengtheningfamilies.org/html/programs_1999/35_SMEFC.html
http://clas.uiuc.edu/translations/multiethnicfam.htm

Correcting Financial Dysfunctions

Correcting Financial Dysfunctions in Mental Health System

Mental Health Action Group/Fiscal Action Group, December 6, 2004

Compiled Ratings

MMHAG leadership asked the group to prioritize our findings and recommendations by identifying issues that are 1) easy fixes that are likely to make immediate sense- probably administrative or uncomplicated legislative; 2) more complex issues that would require political or legislative action and/or funding; 3) issues that are critically important and need to be elevated onto the radar, but which are not going to be solved in the next year.  They asked the workgroup to identify 3-4 top items, with others listed later in our report.  

Among the procedures used in this project were:  a survey of providers, review of current reimbursement rates, committee discussions, input from key staff that review policy questions and appeals, and a thorough review of Relative Value Units (RVU's) and corresponding dollars/RVU assigned for behavioral health services and E&M services for Medicaid, Medicare.

Behavioral health issues must be viewed within a larger "health policy" context.  Mental health services have evolved to become a core part of the health system and are increasingly financed accordingly.  In fact, resolution of many of the financial dysfunctions in MH system are a reflection of very challenging and familiar health policy issues such as uncompensated care, safety-net hospitals and community providers, addressing the cost of services to the uninsured, managing the escalating global cost of care, cost-sharing between health plans, employers and consumers. Still, effective MH services off-set other costs (corrections, workplace productivity, health, long term care, workers comp, child welfare, etc.)  Thus mental health policy discussions must occur both as a part of a broader health policy debate, but also with full acknowledgment of the "global cost" of treatment and services, and the cost of failure to provide needed services when needed.  These global costs affect all parts of our society, public, private, employers and individuals.  The World Health Organization has determined that behavioral health is the number 1 contributor to the global burden of disease and disability.  Seen this way, mental health services can be an investment that have great potential for reducing the global burden of disease.  

(1) 15.  Points:  24.6  Child MH services are consistently undervalued.  There are consistent access problems for child and adolescent services; child psychiatry is particularly under-funded.  Although the reimbursement is the same as for adults, services for children and adolescents take 25-100% longer, because of expected services components such as: such as: collateral contacts with school, parents, corrections; counseling and guidance with parents and other caretakers; added complexity of medication management and monitoring arising from developmental differences; communication difficulties that require interactive methods and/or additional work with parents/caregivers for assessment and therapy; and other factors.  Recommendations: Rates for child MH services should be adjusted up to 50% to recognize the work differential related to the above service components.  Services include: psychiatric services, medication management, E&M services, diagnostic evaluations, individual, group, and family therapy, and rehabilitative services (such as CTSS or day treatment).  Options:  a) increase rates as a policy priority to increase access (similar what was done with OB/GYN services).  b) create a grant-based settle-up process for child mental health and child psychiatry services that do not cover the cost of care.  c) create a differential payment for more difficult cases requiring more complex care.  Changes:  Legislation, fiscal note, and Medicaid plan amendment through CMS.  Commitment by healthplans to adopt a similar payment method as MA. 
Your priority:   4.0
“Do-ability” (Administrative):  3.9
“Do-ability” (Political):  2.9
Benefits to consumers:  4.5

(2) 2.  Points: 15.9  Critical Access Services-Essential Community Mental Health Providers.  Currently, low payment rates combined with an increasing uncompensated care burden concentrated in a few community providers make it impossible to serve additional clients without an additional subsidy or off-setting private revenue.  To assure "critical access" to behavioral health services,  authorize a new rate setting mechanism similar to a Medicaid "disproportionate share adjustment" for community mental health centers and other outpatient providers that serve high numbers of uninsured indigent and government subsidized clients. With the shift of locus of MH treatment and supports from hospital to community, this proposal targets limited funding to assure access to services through key community safety-net providers.  Change:  Legislative, administrative, and fiscal 

Your priority:   3.8
Do-ability” (Administrative):  3.9
“Do-ability” (Political): 2.8
Benefits to consumers:  3.7
(3) 1.  Points:  9.5  MNCare - Limited benefit covers only the most costly and deep-end services but does not cover services that would to respond earlier, more upstream of crises. To balance the budget, the 2003 Legislature created a limited benefit for childless adults with incomes over 75% and less than 175% of poverty level.  Mental health services provided outside of a hospital and by providers other than physicians are not covered, including most all outpatient or community-based MH services.  In 2004, the Governor proposed that outpatient MH services be restored in the MnCare Limited Benefit.  Despite broad support, this stalled in the budget impasse.  Change:  Legislation to add-back MnCare coverage for outpatient and rehabilitative MH services. 

Your priority:   3.8
“Do-ability” (Administrative):  4.1
“Do-ability” (Political):  3.0
Benefits to consumers:  4.1

(4) 6.  Points: 11.7  Evidenced-based practice.  Modify reimbursement system to support evidenced-based practices.  Because most EBP’s were developed with grant funding or appropriation-based funding, service components do not match easily with billing, coding and reimbursement methods. Recommendations:  a) Develop new service category: “intensive outpatient program” or “intensive non-residential services”; b) allow current covered services to be combined in ways to support evidenced-based practices; and/or, c) include other evidenced-based services in law definiting “intensive ARMHS”--256B.0622 (eg. dialectical behavioral therapy (DBT), integrated MI/CD Tx, family psycho-ed., others.) Change:  Legislation and small funding. 

Your priority:   4.2
“Do-ability” (Administrative):  2.8  
“Do-ability” (Political):  2.9
Benefits to consumers:  4.1

(5) 14.  Points: 10.3  Services for Seniors/nursing homes.  Nursing homes with high percentage of persons with mental illness are dispersing patients to other facilities, in part driven by Medicaid policy incentives to downsize IMD's.  An unintended result is that these other nursing homes do not have the experience or staffing to adequately provide needed behavioral services.  In addition, the fewer number patients per facility make if more costly to adjust staffing and/or bring-in needed mental health services.  Recommendations:  Develop a method to support needed services including needed psychological assessment, consultation services, behavioral and medication monitoring, and behavioral interventions.  The strategies must coordinate with Medicare/ Medicaid policies such as case mix, upper payment limitations, IMD exclusion, and consolidated billing.

Your priority:   3.1
“Do-ability” (Administrative):  3.3
“Do-ability” (Political):  2.6
Benefits to consumers:  4.4

(6) 4.  Point: 9.6  Same day services.  Restrictions against billing for two or more services on same day affect rural consumers, clients with problems adhering to treatment, and those with mobility limitations.  Recommendations: When medically necessary and documented in clinical record:  Medication management and therapy services on same day should be allowed when provided by professionals with separate billing numbers, even if there is the same, “pay to” organization; authorize same day therapy plus E&M service and therapy from another cooperating provider; remove edits regarding rehab. services and outpatient and more than one rehabilitative service provided by separate entities on the same day.  Changes:  Administratively review various combinations of services and remove certain system edits.  Seek consistency among health plans and MA and provide education to reinforce best practices, proper billing and coding.  Legislation if rules cannot be amended without controversy.  

Your priority:   3.7
“Do-ability” (Administrative):  3.7
“Do-ability” (Political):  3.6
Benefits to consumers:  4.2

(7) 12.  Points:  9.0  Functional Assessment and Screening. Best practices and reimbursement policies rely on diagnostic and “functional assessments” for service planning and eligibility for certain services, including, adult/child rehab. services, child therapeutic services/supports, case management, day treatment and others.  Typically, separate program staff complete a functional assessment, but they are not reimbursed by public or private insurance.  Screening could be covered as preventative services.  

Your priority:   3.5
“Do-ability” (Administrative):  3.3
“Do-ability” (Political):  2.6
Benefits to consumers: 3.6

(8) 7.  Points: 8.8   Consultation services and case coordination. "Consultation" services are central to many of the more intensive services, coordinated transitions between levels of care, or collaborative care models.  These services are often covered in healthcare practice settings as Evaluation and Management (E&M) services, but in behavioral health they are inconsistently covered by MA and health plans. We describe three types:  a. Formal clinical consultation between professionals without a client present at a multi-disciplinary clinic, by through telephone or interactive tele-video. b. Consultation to family or other caregivers with or without the patient present.  c. Clinical consultation or expert advice given to another provider based on the consultant's contact with client.  Change:  Administrative decision, operational modifications by payers.  
Your priority:   4.0
“Do-ability” (Administrative):  3.5  
“Do-ability” (Political):  3.3 
Benefits to consumers:  4.2

(9) 11.  Points:  8.2  MH Clinical supervision.  It is assumed that reimbursement covers the cost of clinical supervision and other practice expenses, but it doesn’t.  Approve MA reimbursement for clinical supervision of unlicensed practitioners by a mental health professional when it is required as a part of certain MA paid services.  Options: a) amend, 256B.0625, subd. 38; b) cover clinical supervision as an administrative Medicaid expense when not included in the “Local Collaborative Time Study”; c) increase rates to cover cost of supervision; d) create a “settle-up” process based on actual time and cost of required clinical supervision of services provided by MH practitioners. Change:  legislation and federal Medicaid plan amendment.  

Your priority:   2.8
“Do-ability” (Administrative):  3.4
“Do-ability” (Political): 2.6
Benefits to consumers: 2.9

(10) 13.  Points: 7.9  Convert State Operated Services (SOS) funding.  Dollars do not follow clients, savings from reduced utilization are unavailable to fund alternatives, and the safety-net becomes a path to cost-shifting.  Specify a method of converting state appropriations for SOS staff into flexible funds and/or reimbursement rate adjustments and keep funds directed toward MH services. Amend 245.4611.  As State-operated Services (SOS) vacates state hospitals, some state staff do not transfer to new positions.  Attrition provides an opportunity to re-dedicate unused funds for MH services by and for local communities.  

Your priority:   4.2 
“Do-ability” (Administrative):  4.0
“Do-ability” (Political):  3.1
Benefits to consumers:  4.3

(11) 9.  Points 6.7  Reimbursement for travel costs, including staff time and mileage.  The cost and time associated with travel for certain MH services such as ARMHS or CTSS disproportionately affects access to services in rural communities.  Current MA reimbursement is $.41/minute.  This means that if a provider will be paid about $1 to travel 30 miles at 60 miles/hour to provide a service.  Recommended options:  a) Increase reimbursement rates for the service to cover the travel cost; b) increase reimbursement for travel to cover reasonable cost for staff time plus mileage.  Consider:  cover cost of travel as Administrative MA or a “facility fee”, separate from service reimbursement.  Focus on rural travel based on the address of the enrolled provider and setting.   Changes.  Legislative Rider or amendment to 256B.0625, sub. 5.  Amend state MA plan.  

Your priority:  3.1
“Do-ability” (Administrative): 3.9 
“Do-ability” (Political): 2.6
Benefits to consumers: 3.5

(12) 8.  Points: 5.6  Group therapy services under MA.  Low payment rates for group therapy discourages and undermines access to services that well-documented as cost-evidence for certain conditions.  Group therapy rates are lower than day treatment, despite higher education/training level of providers licensed at the independent level.  The low rates undermine ability to combine group therapy with other services, e.g. medication management, individual therapy, disease management/education in programs such as Dialectical Behavioral Therapy (DBT).  Recommendations:  Distinguish between routine group therapy and an intensive outpatient program with specialized services essential to a structured program organized around practices with substantial evidence of effectiveness.  Create special rates for intensive outpatient treatment services or intensive non-residential services.  Changes:  Legislation and/or administrative change.  (See # 6, 10 above)

Your priority:   3.2
“Do-ability” (Administrative):  3.3
“Do-ability” (Political):  2.4
Benefits to consumers:  3.3

(13) 5.  Points: 4.6  Discharge planning and transition services from hospital or residential care.  Continuity of care and transitions between levels of care are critical to successful recovery.  When outpatient or community-based providers may need to participate with discharge-planning conferences, there is no way to cover the time and costs.  Recommendation(s): Develop incentives and reimbursement for discharge planning and transition. Models exist in other disease conditions that could be adapted to behavioral health.  Issues include:  social work services are currently “bundled” into the inpatient rates; yet many of the activities needed are outside of the facility. Change(s):  Contract for a per case “discharge program payment” to assure linkage to aftercare; or authorize CPT codes currently used for discharge planning or MD coordination of care.  

Your priority  3.3
“Do-ability” (Administrative):  3.8
“Do-ability” (Political):  3.2
Benefits to consumers:  3.6
(14) 10.  Point: 4.5  Correct Error in Medical Assistance rates for masters degree level mental health professionals. The rate setting formula used in Medical Assistance takes a "double discount" for services by masters-level professionals. DHS first uses the submitted charges of masters-level providers to calculate the median charge used to establish the allowable rate; then, subtracts an additional percentage discount because of the lesser training.  Recommendation: Use only submitted charges from MD and doctoral-level in rate calculation. Then, apply the discount for independent masters-level providers.  Note, low group therapy rates (discussed in another section) that under-represent the market and cost of care may be a result this method.  This is an administratively simple recalculation of rates that targets increases that more appropriately reflect the current market.  Change:  Administrative change authority under 256B.0626; maybe an MA forecast adjustment.  

Your priority: 3.3 
“Do-ability” (Administrative): 4.0
“Do-ability” (Political): 3.4
Benefits to consumers: 2.9

(15) 3.  Points: 3.2  Presumptive eligibility for clients in crisis:  Crises and emergencies are covered in hospitals, often very late and costly.  Clients who present at a hospital can be enrolled in a health program as of the day of service or retroactively.  Emergency rooms become the crisis centers because other services are not covered.  Change:  Create a way for clients in crisis to have eligibility retroactively or to date of service for non- hospital providers to help support alternative crisis services.  If insured, the crisis service would be covered; if uninsured or ambiguous coverage, the state pays and later reconciles responsibility. 

Your priority:   3.2
“Do-ability” (Administrative):  3.0
“Do-ability” (Political):  2.4 
Benefits to consumers:  3.9

Other Ideas: for other Workgroups; already moving ahead; or, too complex for current project

      (Recognized in this report--but not to be rated by Fiscal Action Group)

16.  Uncompensated care.  Various proposals to deal with uncompensated care burden need to be evaluated, including, extend concept of disproportionate share to certain outpatient settings and community clinics; establish an uncompensated care fund for MH crises; insurance reforms to cover all Minnesotans; Federal parity legislation; fund a “reinsurance-like” system to cover high claims over a defined amount as proposed by John Kerry and David Durenberger.  

Your priority:  4.0
“Do-ability” (Administrative): 3.2
“Do-ability” (Political): 2.7
Benefits to consumers: 4.0

17.  Discriminatory outdated Medicare mental health coverage policy.  Medicare copays are 50% for mental health services vs. 20% for all other covered medical services.  High Medicare copays and deductibles for mental health services creating barriers to services by shifting costs to consumers or transfering costs to Medicaid and other payers.  Administrative systems, often designed based on Medicare, reinforce discriminatory and outdated practices. Action:  ask Governor and Congressional delegation to advocate for Medicare parity with the President and Congress.   

Your priority:  3.4
“Do-ability” (Administrative): 3.3 
“Do-ability” (Political):  2.3
Benefits to consumers: 4.5

18.  Eliminate Medical Assistance copays for certain clients with serious mental illness on personal needs allowances with extremely low income. (SPMI and receiving services through Rule 36, ARMHS, waiver services, etc.)  

Your priority:  3.4
“Do-ability” (Administrative): 4.3
“Do-ability” (Political): 3.1
Benefits to consumers: 4.0

19.  COLA rate increases.  Mental health grants and certain services do not increase with population growth, caseload growth or cost-of-care.  Include community mental health services, ARMHS, HBMHS, CTSS, and case management in COLA.  Currently, only MH grants have been included in COLA proposals.  
Your priority:  2.8
“Do-ability” (Administrative): 4.0 
“Do-ability” (Political): 2.5
Benefits to consumers: 3.3

20.  Professional training/workforce. Add MH professionals in Medical Education and Research Fund (MERC)

Your priority:  3.0 
“Do-ability” (Administrative): 3.8 
“Do-ability” (Political): 3.2 
Benefits to consumers:  4.2

21.  Pharmacy access.  Include CMHC's in list of organizations eligible for 430b pharmacy pricing. 

Your priority:  3.0 
“Do-ability” (Administrative): 3.0 
“Do-ability” (Political): 3.0
Benefits to consumers: 3.5

22.  Operating overhead associated with liability insurance coverage reduces resources that could be used to provide care and services. Include CMHC's and others under contract with counties for MH Act services in tort liability limits for municipalities; clarify that counties will not have any duty to defend actions against its contracted providers.  Providers carry insurance; liability limits lower premiums.  Similar legislation passed in California.  Change: Legislative.  No fiscal impact.  

Your priority:  2.8 
“Do-ability” (Administrative):  3.3
“Do-ability” (Political): 2.8 
Benefits to consumers: 2.6

23.  Chemical Dependency Treatment/Professional Services paid through the "Consolidated fund".   Hospital per diem payments systems for CD treatment programs do not adequately include reimbursements for "professional services" by psychiatrists or mental health professionals, undermining ability to address co-morbid conditions. 

Your priority:  2.8  
“Do-ability” (Administrative): 3.5
“Do-ability” (Political): 2.6
Benefits to consumers: 3.3

Administrative Simplification 
Recommendations from MMHAG Fiscal Administrative 
Simplification Subcommittee

Approved by MMHAG Fiscal Team on 1-19-05

1) Improve billing/claims submission capabilities and participating provider status of multicultural mental health providers.  Payer representatives (health plans, counties, DHS) will regularly attend meetings of the Multicultural Specialty Providers Mental Health Network to provide liaison and consultation for a minimum of one year.
2) Improve communication vehicles for administrative issues related to mental health provider practice. A payor contact sheet with health plans, counties, and DHS contacts for technical billing/claims assistance will be developed and widely distributed to mental health providers.
3) Improve training and development opportunities related to technical assistance in billing, coding, and claims processing for mental health providers.  There is payor commitment to explore the development of collaborative quarterly or semi-annual training forums on technical assistance topics (health plans, counties, DHS) for a minimum of one year.
Financing  Commitments
Children’s Mental Health Partnership will strengthen the clinical quality of the children’s mental health system by:

· educating providers, payers and public officials about the Model Benefit Set and promoting its adoption and implementation, particularly the benefits pertaining to children and their families

· encouraging DHS, counties and the legislature to increase or redirect funding to benefits in the Model Benefit Set.

· encouraging DHS to adopt the Model Benefit Set into its certificate of coverage for contracts with Health Plans.

Minnesota Council of Health Plans will work with the State and counties (as payers) to determine responsibility for payment of appropriate elements of the benefit set (e.g., foster care vs. treatment).  We will promote adoption of the model benefit set by purchasers.  We will:

· work collaboratively at the legislature to identify needed funds to cover currently uncovered services in benefits and to develop and advocate for policies which avoid cost shifting across the system.

· collaboratively and individually work to improve payment mechanisms to produce incentives to develop critical services in the continuum of care that will improve quality and reduce overall costs.
Minnesota Council of Health Plans will also collaborate with the State and counties to provide technical training on claims submission with specific attention to culturally specific providers.

Minnesota Department of Human Services will:
· through secured federal approval, raise rates for ARMHS and crisis response services by 39 percent.

· work with counties to explore how best to apply historical county financing of RTC placement to the developing community-based infrastructure.

· support the continued exclusion of antipsychotic medications from the prescription drug co-payment required.

· continue to implement CTSS, a core component of the model benefit set, in its FFS and PMAP programs.

· through our children’s mental health division, provide technical assistance to collaboratives to obtain additional sources of revenue which can be contributed to their integrated funds.
· will offer provider training on service authorization parameters and billing procedures.

Association of Minnesota Counties/Minnesota Association of County Social Services Administrators:  Counties support the concept of a model benefit set and the elements that are included in the set proposed to date but would also engage in further discussions of how this will be coordinated with the work on financing models.  The Association would also support legislation to increase rates in order to correct financing dysfunctions and support the concept of training programs to improve billing practices.
Minnesota Association of Community Mental Health Programs will:

· conduct an annual survey of membership that will monitor: fiscal performance ratios, staffing trends, salary/benefits, uncompensated care, key operational benchmarks, etc. 

· develop a joint proposal with counties, state, health plans and purchasers to test a model of "coordination of benefits" that would assign proportionate fiscal responsibility for a plan of care during an episode of illness. This model would develop guidelines and contracts that would guide how to blend or braid public and private payments/funding under certain pre-determined situations.

· affirm a safety-net function as essential community providers (ECP's) and affirm that community providers are willing and able to provide "zero-reject" services.

· provide services on a sliding fee, with a priority on high risk and vulnerable populations.

· contract for pre-paid appointment "slots," to assure access to psychiatry.

Minnesota Association of Community Mental Health Programs will also address administrative barriers to achieving the goals of MMHAG by working with health plans, DHS, counties, and others.  For example:

· Sponsor a bi-annual meeting to identify and seek solutions to frequent administrative problems related to coding and billing.  This proposal might be modeled after the HCPCS Committee that seeks administrative simplification and coding and billing integrity.

· Work with health plans, state, and counties to develop procedures to pay for high priority services through existing HCPCS coding, contracting, and reimbursement systems.

National Alliance for the Mentally Ill of Minnesota will:
· support expanding MinnesotaCare and GAMC, eliminating co-payments and ensuring access to appropriate medications.

· support and advocate for increased funding for underpaid services.

Fairview Behavioral Services will partner with all constituents to improve components of the system necessary for efficient access, flow of data and clinical information, reduction of duplication and financial parity.

Minnesota Disability Law Center will:

· support implementation of a public financing model which ensures consistent, adequate access to mental health throughout the state. 

· support promotion of a common public and private model benefit set.

· support coordination of public and private payer responsibilities to ensure adequate and timely service availability in each region.

· advocate for a comprehensive system in which the funding and delivery of services are client centered, rather than county, provider, or insurer centered.

State Advisory Council on Mental Health and Subcommittee on Children’s Mental Health will support MMHAG’s commitments to:
· implement a common model benefit set for the private and public systems.

· change the financing model for public mental health funding to ensure consistent access throughout the state.

· resolve issues of financial responsibility.

· coordinate public and private funding sources between health plans/private payers with public agencies/providers in each region.

· change funding mechanisms to be client centered, rather than program or provider centered.

Mental Health Association of Minnesota will support a proposal of legislation on cost-shifting to include this solution.  It will support plans where the state, county agencies, and health plans make changes to their payment systems to correct major dysfunctions.  It will also support the actions of health plans and state and county agencies to provide training programs and technical assistance to help providers bill effectively for publicly funded services. 

SECTION III

PRIORITY:
ACCOUNTABILITY
OUTCOME:
Consumers and families have access to credible, comparable quality information to guide them in choosing a provider and evaluating the care and services they receive.
Rationale: Complex and redundant programmatic reporting reduces accountability for delivering high quality care as well as draining resources that could be spent in care delivery. MMHAG’s goal is to establish outcomes for care and make quality and performance information available to consumers.
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Action Team #4:

Standardized Assessment,

Performance Measurement & Outcomes

Recommendations to the 

MN Mental Health Action Group

Steering Committee

December 18, 2003

Visionary Goal:  To provide quality care to consumers of mental health services as evidenced through the use of standardized assessment to measure performance of the system and treatment outcomes.
Participants:  Sue Abderholden, NAMI, MN,  Gordon Alexander, Chair, Fairview-University Medical Center, Louise Bouta, Well Mind Association of MN, Shelly Brandl, Family Networks, Inc., Deb Castellanos, A.C.S.  Waite Park, Colleen Colbeck, Fairview Behavioral Services, Regina Driscoll, Children’s Hospital’s, John Dinsmore, Ottertail County, David Hartford, HealthEast, Judy Heimlich, Abbott Northwestern Hospital, Mary Heiserman, Wilder Foundation, Cheryl Hosley, Wilder Research Center, Gary Mager, DHS, Pat Nygaard, DHS, Jerry Pederson, Anoka County, Joe Petrie, SMHAC—C.S., Wendy Rea, MN CSN, Lolita Saulsberry, AAFS, Virginia Selleck, DHS, Jerry Soma, Anoka County, Tim Smith, UBH, Tom Steinmetz, Washburn Child Guidance, Jerry Storck, DHS, Michael Trangle, HealthPartners, Renee Treberg, BHP, Beth Zeilinger, Facilitator, Independent Consultant
The work of Action Team 4 was completed by a group of approximately 15 regular participants representing consumers, public payers, public and private providers, and advocates.  The group met 6 times as a whole with smaller work groups meeting in the interim to complete the recommendations outlined in this report.

**See Attachment 1 for meeting minutes

The following charge was undertaken:

I. Develop recommendations for Key Outcomes for the mental health system, including clinical and non-clinical outcomes, e.g., fiscal, patient satisfaction, and other education, judicial and social services systems factors.

II. Inventory existing requirements and data systems, and determine the best methods to develop standardized measurements in the entire mental health system.

III. Develop action plan to implement system wide data gathering to measure recommended outcomes.

Findings:

I.  Outcomes Measurement:

There are four domains in which outcome measurements are needed.

Access


People should have access to mental health care when and where they need it. 
Appropriateness

People should be treated appropriately with a focus on recovery

Effectiveness
  
People should get better.

Efficiency and Equity
People should be treated fairly and funds shouldn’t be wasted—so treat early

The outcomes in all of these domains need to be measured by the following participants in the mental health delivery system.

1. Consumers/Families

2. Providers

3. Payers (Private and Public)

The following matrix is a way of organizing areas that require measurement:

	
	Consumers/Families
	Providers
	Payers

	  Access
	
	
	

	Appropriateness
	
	
	

	Effectiveness
	
	
	

	Efficiency & Equity
	
	
	


1. Quantifiable outcomes are available for each area, but in some areas are incomplete

2. Many of the outcomes are currently being measured but are often duplicative and gathered in an uncoordinated manner.

3. Gaps in measurement currently occur in several of these areas, either due to lack of instrument or lack of effort. 

A recommended set of standardized measures have been identified for each box.    

**See Attachment 2.

Gaps in data collection have also been identified. 

**See Attachment 3.

II.  Existing Reporting Requirements

In recent years, evaluation/assessment requirements have increased dramatically, especially for community-based mental health organizations.  These requirements come from several sources.  Public and Private funding agencies require not only the collection of assessment/evaluation data but also require a specific instrument.  Evidence based practice sites are also required to use specific assessment tools.  In addition, many providers find that the information they are required to collect does not meet their own internal needs so they supplement the required assessments. 

As a result, some providers are currently facing an overwhelming number of requirements related to evaluation/assessment, leading to both ethical and practical concerns.  Consumers are being asked to sacrifice significant amounts of time for the process.  This may be a stressful experience for them and can delay service provision.  To ensure that this practice meets ethical guidelines, it is important that the benefits of conducting these assessments outweigh the potential cost to consumers.  Too frequently, the benefit does not exist.  Providers/agencies are often overwhelmed by the sheer amount of information, therefore, unable to use the data to guide their work with clients.  They are also unable to synthesize the information in ways that are useful in understanding their efficacy or enhancing their service provision.

Ethically and practically, two issues emerge for consideration.

· As the MMHAG develops its plan, it is important to not increase the information collection burden for providers, therefore, as the recommendation for more standardized reporting requirements emerge it will be equally important to identify and recommend a reduction of existing data collection requirements.

· If data are collected then they should be used on an ongoing basis to realize their benefits in relation to the cost.  An analysis of what data is/will be used and the associated cost/drain of data collection on the mental health system could be used to streamline the data collection process.  If the data are not used, eliminate the work.

**See Attachment 4 for full discussion paper on ethical and practical implications of the current reporting requirements

**See Attachment 5 for full inventory of current reporting requirements
III.  Utilization of Standardized Assessment and Evidence Based Care

Good inter rater reliability currently exists with providers who conduct diagnostic assessments for adults.  However, there is a great deal of variation in treatment options therefore there is not a consistent measure of treatment outcomes.  

**See attachment 6 for detail on the approaches to outcome evaluation for mental health services


**See attachment 7 for Practitioner Quality Outcome Measures used by BHP


The use of evidence based care provides the structure and statistically proven methods of measuring treatment outcomes in a standardized manner.  

Therefore, we support the increase of evidence based care and the use of the standardized outcome measures these forms of treatment allow.

Recommendations:

1.  Assign a Small Task Force
A small task force (5-6 members), which reports to the MMHAG, be formed to undertake the following activities, vetted with broader constituencies:

1.1   Recommend 1 to 2 instruments, for both children and adults, which would be used by local and state government related to outcomes and satisfaction.  This would cut down on unnecessary paperwork and duplication since the usefulness of the information collected should be considered when developing the tools.  Private health plans would be encouraged to use these  tools as well.

1.2 Recommend a consumer satisfaction, functional assessment, positive    symptom rating scale and negative symptom rating scale for all providers.  Key questions/topic areas will be identified.  We do not want to continue to overburden consumers with surveys.

Lead Responsibility--MMHAG Steering Committee to name task force members consisting of consumers, practitioners and researchers.  

2.  Public Policy Issues

2.1   An independent authority be designated to compile and integrate the data that is collected; measure quality, effectiveness and outcome; report trends; provide and overall picture of the system.  Information that is collected should be standardized, pertinent and routinely shared.  Information on providers, health plans and the overall system, are important if we are to measure progress and assure quality.  Individual providers need data in order to improve.

Lead Responsibility-- Legislative Auditor or Dept. of Health

2.2  The inconsistent and duplicative (layering) if measurement instruments causes ethical (justice) and financial burdens to the provider community, therefore, additional measurement instruments beyond those defined through 1.1 should be accompanied by additional funding and a statement of proposed use by the requesting party.  The measures in 1.1 are adequate to assure quality and should be borne by the provider or payer.  Once the tool described in 1.1 has been identified, it is up to the party requesting additional information to justify the need for additional reporting requirements with a cost/benefit analysis.

Lead Responsibility—DHS

2.3   Placing names on a provider list does not assure access to these   providers.  Periodic “secret shopper” surveys should be done by all payers to document availability (access domain). DHS must assure compliance.

Lead Responsibility--Public and Private Payers and DHS

2.4   Public and Private payers need to report procedures in place to provide adequate transition time during a required change of providers (equity domain).
Lead Responsibility—Public and Private Payers

2.5   Culturally specific care
Licensing Boards track data on culture, language and race to improve access to culturally specific care and also to assist in providing the necessary demographic information needed for more culturally diverse work force development


Lead Responsibility—DHS or Dept. of Health

3.  New Action Team--Inclusion of Primary Care 

Eighty percent of psychotropic and an undefined percentage of cognitive therapies and assessments are provided by a primary care provider.  Models of care (frequently driven by reimbursement), reimbursement and information transfers are barriers to the proactive use of the valuable but under appreciated segment of the “mental health system.”

**See attachment 8 for full statement of support for the inclusion of primary care in the mental health delivery continuum

3.1 A new Action Team be assigned to formulate an action plan that 

a. Develops screening protocols to promote early intervention

b. Fosters interdisciplinary patient-centered care

c. Measures outcomes to promote effectiveness (see 1.1 above)

d. Assures the transfer of “clinical information” occurs between disparate providers.

and has members from all of the other Action Teams and various specialty provider groups e.g. Primary Care, Obstetrics-Gynecology, etc.

Lead Responsibility—Steering Committee

4.  Further Steering Committee Work:

The following list is a set of recommendations for the MMHAG Steering Committee to consider in the future.

4.1 Data collection be addressed regarding the screening for substance        abuse, including the % diagnosed, the % receiving treatment and recidivism rate.

4.2   Agree on tools which measure medication and treatment side effects

4.3   Develop a tool which assesses access to medication

4.4   Develop consistent measures which define the administrative versus

  direct service costs.

Measurement/Performance 
Establishing Outcomes for Care Work Group Report
Vision

Promote the use of streamlined standardized measurement tools for use across the entire system to produce useful quality data.

Current Situation

Payers, licensors, levels of government and others request providers and consumers to fill out various evaluation or outcome forms in order to assess progress and quality.  However, no statewide gathering of data occurs except with consumer/family satisfaction surveys.  Thus, providers use precious time in duplicative efforts that in the long run are not used to evaluate the system as a whole.

Solutions

In order to produce useful data, specific tools must be promoted.  The state must look at access, appropriateness, outcomes, and efficiency/equity.  Information must be sought from both consumers/families and providers.

Consumer Satisfaction: providing information on overall satisfaction with the MH system
· The existing tools for consumers and families would be used with adaptations to include questions regarding ease of access into the system, knowledge of where to access services, access to consumer education/support and access to family support/education.

· All payers, public and private, would be encouraged to use this tool instead of any other satisfaction tools.

· All providers would be encouraged to use this tool.

· Information would be compiled by the state, Chemical and Mental Health Services.

Children’s Outcomes: providing information on the effectiveness of services and improved outcomes

· The committee determined that tools must measure function and symptomology, be easy to administer and be in the public domain or low cost.
· Use the Strengths and Difficulties Questionnaire to measure outcome symptomology every six months.
· Use CALOCUS to measure functionality and administer every six months.
· These two instruments would be piloted to determine if they are better than current tools and to figure out how often they should be used, culturally sensitivity, etc.
· CAFAS or the Achenbach could be continued to be used for annual diagnosis, at discharge and at key transition points.
· A transition plan must be built into CCSA plans to allow for a delay in gathering baseline data in order to switch to different tools.
Adult Outcomes:  providing information on the effectiveness of services and improved outcomes

· The committee determined that tools must measure function and symptomology, be used at key points (admission, discharge, key transition points), self-administered, designed for repeated measures, modest cost, sensitive to cultural differences, acceptable reading levels.

· BASIS Series or SF Series (need to pick one) is being recommended.

· However, for depression the PHQ9 will be used and the outcomes EBP tool for schizophrenia will be used.

· All providers would use it as a replacement for what payers (public and private) are currently requesting.

· The state should try to negotiate a reduced cost for the tool to be used statewide and should fund the costs of administering them.

Access to Care: measuring access to services

· Knowing that not everyone gets into the system, a “secret shopper” survey would be done once a year whereby DHS calls providers listed on various health care plans to determine if people can access various services, waiting times and geographic access.

Annual Report: providing information on the statewide mental health system of care

· Information from all four areas is submitted to the state (MH and CD division).

· Providers can access agency specific data but provide aggregate data to the state and other payers.

· Consider clusters by diagnosis.

· An annual report is submitted to the Commissioner, State MH Advisory Council and the chairs of the Health and Human Services policy and budget committees.

· Advocates have access to the report and data to use for policy recommendations.

· State provides technical assistance to providers that are not demonstrating good outcomes.

· Data are available on line for providers and other to review.

· Data on capacity of service system (number of providers)number of culturally specific providers, suicides, employment rates, school drop out rates, readmission to SOS within 30 days of discharge, criminal justice system, juvenile justice system, and homelessness should also be included in the report.

Thanks to Committee Members:  Sue Abderholden, Cheryl Hosley, Louise Brown, Tom Steinmetz, Shelley Brandl, Pat Nygaard, Ruth Knapp, Gary Mager, Joel Hetler, Jerry Pederson, Richard Sethre, Wendy Rea, Amy Dolin, Glenace Edwall, Virginia Selleck, Jim Baxter, Micheal Trangle, Trisha Beuhring

Measurement/Performance Commitments

Minnesota Department of Human Services will:

· collect and analyze outcomes from counties in CCSA reports.

· through our children’s mental health division, work with health plans, counties and providers to implement an evidence-based practice system that includes a provider performance system based on selected outcome instruments.

· convene a public-private workgroup in 2005 to undertake the establishment, agreement and field testing of a common set of outcome measures to be used in both the public and private sectors.

· work with Family Service and Children’s Mental Health Collaboratives to ensure that agreements include outcomes.

· continue to work with counties and local providers to implement evidence-based service delivery such as Assertive Community Treatment (ACT), Illness Management and Recovery (IMR) and Integrated Dual Disorder Treatment (IDDT) when approving regional service capacity.

Allina supports creating tools to implement standardized assessments and measure quality outcomes.  Allina has already participated in developing these tools through the EMACS and EMCCS.

Children’s Mental Health Partnership will:

Build an accountable mental health system by:

· actively supporting use of common tools in our own organizations and across public and private sectors to measure performance of the system, treatment outcomes.

· promoting strategies that result in more effective use of public and private resources.

Strengthen the clinical quality of the children’s mental health system by:

· promoting the use of practices that have a research or evidence base within the stakeholder groups represented in the Partnership.

· acting in our own systems and in our advocacy work for adapting best practices to diverse populations.

University of Minnesota Children, Youth & Family Consortium/Center of Excellence in Children’s Mental Health will engage evaluation experts from the University to review a standardized core tool to assess services across the public and private mental health system, or participate more actively in the process.  The University is willing to compile, integrate and report on the data collected (per strategies listed in the Road Map).

Mental Health Association of Minnesota will provide any help necessary, via the services of our lobbyist, if this accountability for outcomes is included in DHS legislation.

Minnesota Council of Health Plans will promote the Community Measurement Project, and its medical groups, in the inclusion of behavioral health indicators (e.g., depression management).  We will work toward a means to standardize and report on private sector mental health data.
Minnesota Association of Community Mental Health Programs will:

· provide consultation on management practices to achieve improved efficiency, productivity, accountability.

· convene workgroups to describe and define best practices for key services that have been less well defined in the broader healthcare market. For example, day treatment, special rehab. services for child MH, dialectical behavioral therapy, intensive nonresidential outpatient programs, family psycho-education services, illness management and recovery, intensive care management, etc. 

· collaborate with DHS, health plans, and others to implement a common client satisfaction assessment form; pilot a common outcome assessment and quality improvement system as recommended by the MMHAG workgroup.

· convene groups of clinical directors to discuss quality management, risk management, practice management topics.

Association of Minnesota Counties/Minnesota Association of County Social Services Administrators support the concept of accountability for outcomes and commit to join in a process to identify, develop, adapt, and use consistent assessment and measurement tools.

National Alliance for the Mentally Ill of Minnesota will:

· educate its members on how to interpret data that is collected and reported.

· encourage its members to fill out necessary forms and surveys so that good data can be collected.

· print articles in its newsletter on the annual report.

· educate its members on evidence-based practices for children and adults.

· track people’s inability to access the system.

Washburn Child Guidance Center will:

· provide quality, efficient care that is based on demonstrated evidence of effectiveness or that has a clear conceptual framework that is based on current knowledge and research.

· explore opportunities to improve children’s mental health services in Minnesota by piloting or implementing emerging best practices.

· establish outcomes for all services and programs and support efforts to use common outcomes within the state.

Fairview Behavioral Services is committed to enhancing the participation and empowering the role of patients and families in determining the structures, tools and vehicles through which their care is delivered.  We support the development of data systems which measure quality indicators and outcomes.

Behavioral Healthcare Providers is committed to applying a quality indicator system to our providers, reporting to our providers on quarterly, and improving this process.
Children’s Mental Health Partnership will promote a more client and family centered system by:

· Welcoming, seeking and respecting the voices of parents, consumers and members of other cultures in the Partnership’s discussions, communications, decisions and service delivery

· Strongly promoting client and family satisfaction measures as standard practice.

Human Services, Inc. support efforts that demonstrate evidence-based practice and efficient quality of care in the areas of chemical health and mental health for all ages.

Minnesota Psychiatric Society supports the creation of a mental health authority position within the Department of Health, in order to gather and analyze State mental health treatment and access data, distribute information about screening, diagnosis and treatment to primary care physicians, and to assure accountability with health plan contracts that promise geographic and timely access to mental health treatment.  [MPS supports a shift from a social services model of mental health to a public health model.  The shift from a social services model of mental health to a public health model was endorsed by the Surgeon General’s Report on Mental Health and by President Bush’s Freedom Commission on Mental Health.  Most of mental health care in Minnesota is provided by primary care physicians, who are not under the auspices of the Department of Human Services.  No State department gathers mental health data about their screening, diagnosis and treatment activities; thus it is not possible to answer crucial questions about the nature, extent and treatment of psychiatric disorders in Minnesota.  Therefore, we believe that the authority for monitoring mental health data should be the responsibility of the Department of Health, as is already being done for infectious diseases.]

SECTION IV

PRIORITY:
MENTAL HEALTH WORKFORCE
OUTCOME:
Consumers and families can access the services they need, when they need them, from appropriately trained, culturally competent health care professionals.
Rationale:  Minnesota is experiencing a severe shortage of trained mental health providers.  Consumers may have to wait months to receive care.  MMHAG’s goal is to increase availability and capacity of providers to treat mental illnesses.
Workforce Solutions

Minnesota Mental Health Action Group

Workforce Solutions Action Team
Summary

June 2004

1. Current academic training programs systems are difficult to get into.  Qualified candidates are unable to get in,  contributes to a lack of culturally specific providers

· Develop an approach of weighing of entrance requirements/thresholds for recruiting providers from specific cultural or ethnic areas

· Mentoring program with child psychologists

· Examine qualification thresholds for training programs at University and colleges

· Focus on outreach to increase number of minority providers through the use of grants and educational opportunities 

· MN Department of Minority and Multicultural health to offer incentives for diverse candidates to enter into training programs

· Establish mentorship program for multicultural providers

2. Academic training programs do not prepare providers for practice and community care situations. 

· Common curriculum and education requirement for multi-disciplines, should have a common baseline for all practitioners

· Structure training to address routine community needs rather than specialized

· Training programs  should require rotation in community-based clinics, primary care clinics, and community mental health centers 

· Child psychiatrists are highly specialized to deal with complex cases.   Training programs should respond to non-specialized e.g. non child psychiatrist to address usual disorders seen in communities

3. Increase recruitment, availability of training programs, and reduce payment barriers for advanced practice prescribers (CNS/NP/PA).  Under-utilization of NP/PA’s – more graduating in primary care than jobs exist

· Increase existing training in BH specifically – North Dakota and St. Scholastica

· Scope of practice (e.g. nurse practitioner prescription Rx ability)

· State should take the lead in having a common operating platform regarding eligibility as a credentialed BH provider for MA, consistent use of CPT codes including H-code

· Require specialized training for the NPs/PAs to be designated as providers and eligible for reimbursement

· Establish scholarships or loan repayment programs to increase number of providers – MDH loan repayment to target BH providers 

· Encourage primary care based providers such as NP to explore BH – licensing Board to mandate – legislative recommendation or resolution BH section in credentialing/recredentialing

· Offer loan repayment for encouraging providers to work in the field of BH – MDH/Federal/State.

4. Standardize qualifications of staff such as case managers, teachers, care coordinators - these professionals control access to community resources, but are inconsistently trained and prepared.  

· Additional training and state certification without creating additional barriers – base line level of training and skills

· Establish specific CME requirements for provider to  practice in the field

· On the job training programs, identifying key components and baselines, training for case managers

· Workforce established job titles and requiring MA rules – uniform terminology for skill levels and on-job training/career path

5. Movement from SOS/RTC to community based placement.   What will be done with the workforce?  

· Psychiatrist in the community will be directly impacted.   State needs to encourage Psychiatrists to be in the community, doing outreach and staffing for the demands of the community where the RTC’s are

· Monies and staffing need to follow the SPMI population

· There needs to be augmentation of current community health resources and additional efforts in  retention and enhancement of behavioral health services in communities 

· Development of a State Task Force to bring counties together with SOS to plan. Will DHS follow thru that funding and services are maintained in the community.  Recommendation that funding not being decreased. 

6. Psychiatry Residency- foreign born residents (visa issues – can’t stay in area after program completion) or don’t stay in area (J-1)

· Strengthen community based strategies to increase J-1 visa professionals’ interest in remaining in MN after graduation. 

· Defined retention plans that include

·  A tool box for recruiting and retaining foreign trained clinicians in communities that will encourage cultural integration and long term retention 

· An association that connects J-1, communities and payers 

· Conference for Recruitment and Retention

· Sponsor workshop or conference to discuss and disseminate community best practices in retention

· Assist with waiver applications to stay in area 

7. Use of Interns to address shortages in BH providers 

· The current situation is that the number of potential internship sites have decreased

· FFS – MA allow billable with modifier except 90801
· Credentialing standards vary by third party payer 

· Steps

· Work with third party payers in re-defining payment rules (including government sources) to reimburse for intern services under appropriate documented supervision service agreement – only done in Rule 29 payers & CHC now by FFS & DHS.  Includes psychologists, social workers and LMFT.  Credential “institution” or “training site” as approach

· Payers that reimburse for services rendered in internships if supervised by a credentialed provider

· UBH

· Medicaid

· BCBSM

· Work with licensing boards and academic programs to adjust expectations and/or work to revise credentialing expectations. 

8. Use of multi-disciplinary teams to work with very young children (0-3)

· Recognize Team approach in reimbursement methods

· More health professionals doing behavioral health shared care in multiple settings

· Evaluate payment policies of BH and Public Health, and medical personnel regardless of setting where services are performed
9. Shared Care Expansion and Model/Integrated Care

· Each share care system is unique.  Need to expand and agree on what is “shared care/integrated care

· The focus is on the interface between primary care and psychiatry

· Shared care” is consultative to primary care M.D.s  (Broader than just M.D.s) (timely, evidence based outcomes)Canada, England, Australia

· Integrated medical and psych  team rather than isolated providers

· Co-location as much as available 

· Other health care practioners can effectively deliver BH services

·  Assess fiscal realities of integrated model 

10. Alternatives

· Videoconferencing(ITV)

· Clarify and educate what is reimbursable and what is not

· Consider how to promote telemedicine in BH.

· Current payers that cover services

· Medicaid

· BCBSM

· UBH

· Online consultation – access to psychiatrists for consultation

· No billing “codes” for psychiatrist to MD consultations

· Consultative role of psychiatry needs to be defined and expanded

Establish MD to BH provider code

Shared Care Expansion and Model/Integrated Care:  Need to expand and agree on what is “shared care/integrated care.
Recommendations:

· Offer an integrated medical and psychiatric team rather than isolated providers.

· Co-locate these team members as much as possible.

· Assess fiscal realities of integrated model.

Workforce Commitments

Minnesota Association of Community Mental Health Programs will develop a means for electronic scheduling of appointments throughout the MACMHP membership for referrals and placements from health plans and/or other facilities.  Ideally, this would be a component of developing a system for "electronic health records" that would support clinical collaboration, shared care, and tele-health.

State Advisory Council on Mental Health and Subcommittee on Children’s Mental Health will support MMHAG’s commitments to promote shared care models and other methods to improve mental health services delivered by primary care providers.  We will support MMHAG’s commitments to work with colleges and universities to increase the supply of appropriately trained and culturally competent mental health professionals.
Minnesota Department of Health commits to identification and promotion of effective shared care models, particularly in rural communities.

Minnesota Council of Health Plans will participate in the development of integrated care models to expand access through primary care settings.  We will support legislative/regulatory changes to expand the scope of practice authority for physician’s extenders (e.g. nurse practitioners) and expand training opportunities in additional mental health settings (e.g. paid internships).

Allina actively supports training of physicians, nurses, and related professionals in the area of mental health.  In addition, we support the collaboration between primary care providers and mental health professionals to improve care and treatment options.  We support efforts to improve efficiency and reduce redundancy in practices related to credentialing and licensing.  We will participate in the standardization of these processes.

Mental Health Association of Minnesota will lend support, as needed, to do what is necessary to assure passage of legislation and plans that develop and promote the use of shared care models between psychiatrists and primary care providers.  We will lend support, as needed, to do what is necessary to address licensing, credentialing and scope of practice barriers through changes to state laws and administrative rules.  We will lend support, as needed, to do what is necessary to increase the supply of appropriately trained and culturally competent mental health professionals.

Behavioral Healthcare Providers will assure that providers inform primary care practitioners of the behavioral work they are doing with their patients.  In addition, during the next few months we will place the scheduler in primary care clinics so they will have the availability of referring their patients on line to psychiatrists and psychologists in their geographic area.  BHP commits to integration between behavioral providers and primary care.  BHP is committed to solving the problem of provider shortages.  We will use and develop systems to more efficiently use provider resources. 

National Alliance for the Mentally Ill of Minnesota will support shared practice models.  We will support the proposal of legislation to expand scope of practice and Rx prescribers.  We will conduct outreach to the African American community and advocate for culturally competent services.

Minnesota Psychiatric Society will work with Minnesota clinics, hospitals, payers and providers to support integrated care programs that coordinate mental health care with general medical care to improve outcomes for patients with medical and psychiatric disorders.  Our Integrated Care Task Force will support the programs with education and collaborative relationships with payers and regulatory agencies.  Minnesota Psychiatric Society will develop a mental health screening, diagnosis and treatment training project for primary care physicians in rural Minnesota.  We will provide regional training to include professional relationship-building and ongoing web support.  We have partnered with the Minnesota Academy of Family Practice and are working with local medical societies and metropolitan area training programs.  We will encourage depression management in primary care on a model similar to chronic disease management.  Psychiatrists will host regional educational dinner meetings and invite local family practice colleagues.  Family practice physicians will be invited to bring others from their offices to the meetings.  The face-to-face contact between family practice physicians, nurses and clinic staff with psychiatrists and other mental health providers will be enhanced with a website source for updated information, tools and feedback through its bulletin board.  These regional dinner meetings will feature an educational program of interest to all attendees by providing professional education credit for family practice, psychiatry, nursing, social work and psychology.  The same program will be presented in each region by a small group of well-prepared speakers.  We will be discussing a variety of psychiatric topics, including new research findings and evidence-based best practices in clinical implementation.

Minnesota Department of Human Services:
· State staff will be available to mental health initiative regions for regional workforce needs and DHS will explore strategies to make these resources more flexible.

· will implement and provide training for Children’s Therapeutic Services and Supports.

· will, through secured state and federal approval, cover adult mental health services provided by psychiatric nurse practitioners.

Minnesota Department of Health commits to partnerships to address the mental health professional workforce shortages.

Allina supports efforts to improve cultural competency at every level of clinical care.

Association of Minnesota Counties/Minnesota Association of County Social Services Administrators encourages the state and professional organizations, in trying to recruit qualified professionals, to recognize competence outside degreed credentials (e.g., cultural sensitivity).

Minnesota Department of Human Services:  DHS’ children’s mental health division will offer cultural competency training to mental health providers.

University of Minnesota Children, Youth & Family Consortium/Center of Excellence in Children’s Mental Health will focus on the need for a more diverse and culturally competent workforce to provide mental health services and information appropriate for our increasingly diverse Minnesota population.  We will explore with others creative, long-term strategies to address this need.  We will play an active role in developing both short-term and long-term strategies for increasing the workforce without compromising quality of service.  CYFC/CECMH will identify and engage in key decision-makers from the various University departments that prepare mental health professionals.

Minnesota Disability Law Center will support efforts to increase the supply of appropriately trained, culturally competent mental health providers.
Fairview Behavioral Services will support the teaching mission of the University of Minnesota through the provision of clinical environments and programs which enhance the education of the future work force.  Additionally, through our clinical services, we will support their cutting edge research in the effort to improve the body of knowledge related to mental illness, and practice protocols for such devastating mental illnesses as schizophrenia.

Minnesota Association of Community Mental Health Programs will provide clinical supervision and training for mental health professionals completing their professional training and internships.
Association of Minnesota Counties/Minnesota Association of County Social Services Administrators:  Counties commit to working with educational institutions to develop training programs and provide work experiences (e.g., internships) at the county level to promote work in community mental health setting.

Washburn Child Guidance Center will maintain a strong training component within the agency to assure newly trained professionals have quality training experiences.

Children’s Hospitals and Clinics will train primary care pediatric providers via grand rounds, offering formal two-day continuing education courses for pediatric providers, and providing booklets regarding common pediatric mental health problems, including diagnosis and treatment, to pediatricians and their offices.

Human Services, Inc. will commit to training in mental health through our APA training program, psychiatry resident training, an additional training for social workers and marriage and family therapists.
SECTION V

PRIORITY:
EARLIER IDENTIFICATION AND INTERVENTION
OUTCOME:
Children and adults who are at risk or have mental health problems are identified and treated earlier, creating a better chance for recovery and an improved quality of life.
Rationale:  Significant social stigma exists in our society, resulting in lack of understanding of mental illness and lack of awareness of effective treatments. Consequently, children and adults do not receive services early when their conditions are easier to treat.  The goal of the earlier intervention strategies is to increase the public’s awareness of mental health care and provide education and support for screening and earlier intervention.
Minnesota Mental Health Action Group

Action Team 5:

Earlier Intervention and Secondary Prevention
Final Report
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Chairperson:

Darcy Miner

Deputy Commissioner

Minnesota Department of Health

Action Team 5:  Earlier Intervention and Secondary Prevention

Recommendations to the MN Mental Health Action Group Steering Committee

January 21, 2004

Visionary Goal

A stigma-free Minnesota, where mental health is regarded no differently 

than any other health issue and people have hope and are willing to seek 

and able to access help when they need it.  

Action Team 5 Members

Atashi Acharya, State Mental Health Advisory Council, Volunteers of America of MN; Andrea Ayres, Family & Children’s Service; Louise Bouta, Well Mind Association of MN; Louise Brown, MN Children’s Mental Health Partnership; Sam Burch, Moose Lake  School; Tim Carpenter; Gary Cox, MN Dept. of Human Services; Amy Dolin, MN Children’s Mental Health Partnership; Glenace Edwall, MN Dept. of Human Services; Gayle Geber, Hennepin Co. Community Health; Diane Hanlon, Dakota Co. Older Adult Program; Scott Harman, St. David’s School for Child Development; Maila Hedin, Scott Co. Human Services, MN County Social Services Association; Kristin Hella-Jarvis, Moose Lake Schools; Kathy Jefferson, MN Dept. of Human Services; Candy Kragthorpe, MN Dept. of Health; Karen Lloyd, HealthPartners; Jim Mara, Hennepin Co. Community Health; David McCollum, Health Care Coalition on Violence; Donna McDonald, Children’s Mental Health Subcommittee of the State Mental Health Advisory Council; Darcy Miner, MN Dept. of Health; Juile Myhre, Carlton, Cook, Lake, St. Louis Community Health Board, Local Public Health Association; Jennifer Mosey; Nancy Kay Petrie, Parent Advocate, Hennepin Co. Children’s Mental Health Local Advisory Council; Pam Sabey, Spectrum Community Mental Health; Deborah Saxhaug, MN Association for Children’s Mental Health; 

Cindy Shevlin-Woodcock, MN Dept. of Education; Frank Schiefelbein, State Mental Health Advisory Council, MN Mental Health Association; Sandy Simar, MN Head Start; Read Sulik, CentraCare, St. Cloud; Diana-Christine Teodorescue, private practice-Somnio Quam; Sue Wenberg, MN Board on Aging; Antonia Wilcoxon, Hennepin Co. Children’s Mental Health Local Advisory Council; Barb Yates, MN Dept. of Human Services; Cary Zahrbock, United Behavioral Health

Action Team 5 Summary

The work of Action Team 5 was completed in eight meetings and through an exchange of email from October 9, 2003 through January 16, 2004.  These recommendations represent contributions from consumers, advocates, public and private payers and providers, and community-based, county and state agencies.  Recommendations were prioritized according to: 

1) those identified as more likely to be implemented in the short term, and 

2) those requiring more time, planning, resources, etc. (listed in the Appendix).  

Resources, cited in the Appendix, informed these recommendations and should also serve to guide further consideration and implementation.

Recommendations from Team 5 are focused on advancing the following action:

Promote earlier intervention and secondary prevention activities that are culture- and 

age-specific, community-based and implemented across the lifespan that facilitate:

1. screening and referral for mental disorders and mental health problems;

2. aggressive identification and/or self-identification of mental health problems early in the course of their development;

3. timely access to treatment and/or mental health resources in a community setting; and

4. timely access to targeted interventions in a community setting on a selected scale for those at enhanced risk for mental disorders and mental health problems.

Introduction

As this group worked to meet short timelines for developing some “do-able” recommendations, we agreed that a “short term” recommendation would mean one which could be started within 6 months, even if it would then be ongoing or take a long time to “complete.”

At our first two meetings we reviewed recommendations from other reports that addressed earlier intervention and prevention.  From there we identified six categories into which most of our brainstorming ideas fit (and we later added a seventh to ensure that issues of aging Minnesotans were adequately addressed).  We arranged them not in priority order, but from the more general to the more specific, much like an inverted funnel:

· Increase public awareness of children’s and adults’ mental health needs to reduce stigma, promote hope and increase self-help behavior;

·  Educate and support families, community-based providers and natural helpers (e.g. faith communities, nonprofessional community contacts) to be early interveners in mental health problems and effective mental health consumers;

· Educate health care providers, policy makers, education professionals and other service providers, as appropriate, about screening, assessment and diagnosis at various life stages;

· Create/expand targeted venues for mental health screening;

· Improve and expand school-based mental health programs and strengthen linkages with community-based mental health services and resources;

· Dedicate resources to secondary prevention and earlier intervention services and infrastructure to reduce costs of more intensive treatment and crisis intervention, including systemic incentives; 

· Introduce and strengthen a mental health component integrated within the aging services system.

As we “debated” the relative priorities and tried to identify short or longer-term activities, we found it was easier to group the issues into only four categories.  These would be general enough to allow us to talk about them with others and keep them engaged.  They still go from a more general to a more specific approach—beginning with a public health approach of population-based education; moving to targeted education and training for primary care providers, school personnel, and others; broader opportunities for screening in settings which are already familiar to individuals; and actual services for those who need them prior to their problems become of crisis proportions.

Our recommendations reflect a consensus of the group.  There were additional views, some of which are not reflected in our recommendations.  We have included some representative references as part of the appendix.

The four categories of recommendations, reflecting this continuum of care, are:

I. Population-based Health Education;

II. Targeted Education/Training;

III. Screening; and

IV. Earlier Intervention Services.

Short Term Recommendations

I.  Population-based Health Education

1.  All stakeholders in the delivery of health services statewide will participate in a broad-based public education effort that is:

· multi-phased and multi-component;

· coordinated statewide;

· focused on children’s mental health from birth (including prenatal) to age 21; and

· focused on increasing self-help behaviors among all ages.

Lead Responsibility: 
Minnesota Department of Health

Partners:
Minnesota Council of Health Plans, Minnesota Departments of Human Services, Education and other state and county-based agencies (e.g., local public health), aging agencies, health plans, private sector (e.g., corporate partners), the Business Partnership, the Chamber of Commerce, consumers, survivors, parents, youth, medical professional associations, community-based and advocacy organizations, the Council of Churches and other faith-based communities.

Components (implemented in phases, order to be determined by action team members):

1. Target parents with information regarding healthy development of all ages of children, symptoms of children’s mental health issues and where to go for help.


2. Target professionals with information regarding healthy development of all ages of children, symptoms of children’s mental health issues and where families can go for help.


3. Target adults and adolescents long-term with anti-stigma messages regarding children’s and adolescents’ mental health.


4. Target school-based professionals with information on symptoms of children’s mental health issues and how to respond appropriately.


5. Target the public with information on the interrelatedness of physical and mental health.


6. Secure high profile spokesperson to promote children’s mental health.


7. Target the public with information on what a healthy community and healthy child look like.


8. Social marketing activities that promote children’s and adolescents’ strengths.


9.  Target the public with information on the mental health impact of risk factors, including life stressors such as transitions, loss, maltreatment, violence, etc.

Activities:
1.  Identify existing efforts, products and gaps statewide.

2.  Develop and implement comprehensive and coordinated statewide plan.  Consult the website www.adscenter.org for related resources on stigma and discrimination.    

2.  All agencies, health plans and health providers will address and promote 

children’s mental health with parity comparable to physical health in health 

education policies and practices.
Lead Responsibility:
Health Plans

II.  Targeted Education/Training

3.  The delivery of childcare services in Minnesota will include provider training and 

supportive services to effectively identify and meet the mental health needs of 

children.
Lead Responsibility: 
Minnesota Department of Human Services

Partners: 
Childcare providers, including employers, related organizations and others with expertise.

Education Components:


1. The range of behaviors and symptoms, including family violence, from pre-birth on.


2. Address barriers regarding, “If I identify a problem, then I’m responsible.  What am I supposed to do?”


3. Risks and benefits of medication.


4. Information on children’s rights and how to include and support children in childcare and family settings.


5. Mental health consultation and support resources and how providers and families can access them. 


6. Risks of substance use.


7. Effective and sensitive provider approaches to child maltreatment issues, vs. punitive approaches, with parents.

Activities:
1.  Identify provider groups and their needs.

2.  Identify resources, services and how to access them.

3.  Identify and/or develop training components, informational

     materials and parent and provider consultation resources.

4.  Develop and implement training

5. Develop and implement parent and provider consultation plan.

6. Utilize community education and parks and recreation programs, faith communities, employers and school-linked programs to reach families and providers, including support groups.

4.  Train community “gatekeepers” relevant to the adult and aging community, including generic and support service providers, volunteers, and family members, to identify signs and symptoms of mental health problems and refer for help.  

Lead Responsibility:
State and local boards on aging.

5.  Licensing boards will require and health plans will co-sponsor continuing 

education that includes professional cross-training on protocols (see below #7) for 

children’s mental health screening, accessing consultation, referral and 

follow up (prenatal to 21, including maternal-infant dyad and parents with mental 

illness and their children) and related issues. 

Lead Responsibility:
Minnesota Department of Human Services

Partners:
Health plans, licensing boards, Minnesota Department of Health

6.  Health providers should be educated on the use of standardized, evidence-based pre-screening and screening tools.

Lead Responsibility:
A health plan (possibly HealthPartners)

Partners:

Health plans, the Minnesota Medical Association, and professional 

associations of nurses, psychologists and social workers.

Activities:

1.  A wide variety of health professionals should be exposed to 

educational opportunities: primary care providers, specialty mental 

health providers, nursing home staff, student health service 

professionals in post-secondary institutions, employee assistance 

providers, staff at health fairs, and wellness staff in health clubs.

2.  Professionals should receive training on:

· Benefits and use of existing standardized, evidence-based pre-screening and screening tools.

· Normal development, behavior and expression of feelings.

· Patient rights related to screening.

· Serious and persistent mental illnesses as well as other conditions such as anxiety disorders, phobias and cognitive disorders.
· The existence and use of anonymous Web-based mental health assessments.

· Ways to successfully address barriers to care such as liability issues, reimbursement, and community referral resources.

3.  Cross-train health and social services providers for seniors in the dual specialties of aging and mental health.

4.  Expand the mental health curricula of medicine, nursing, psychology and social work schools and other health-related educational settings to include screening and early intervention.

5.  Expand the curricula of mental health conferences to focus on mental health issues in primary care, including screening and early intervention.

6.  Encourage continuing education courses on mental health in 

primary care settings, including screening and early intervention.

7. Design and support development of geriatric curricula and 

credentialing for mental health service providers serving the aging population.   


III.  Screening

7.  A consistent benefit set required of all insurers operating in Minnesota that includes protocols for use in multiple venues for screening, assessing, accessing consultation, referral and follow up (prenatal to 21, including maternal-infant dyad and parents with mental illness and their children).  Protocols should be culturally appropriate and systematically implemented at key developmental stages.  

Lead Responsibility:
Minnesota Department of Human Services

Partners:
Health plans, Minnesota Departments of Health and Commerce, licensing boards and post-secondary education institutions.

Activities:
1.  Develop unique protocols for use in primary care clinics, public health home visiting, schools, Early Childhood Special Education (ECSE), Early Childhood Family Education (ECFE), day care and Head Start.

2.  Identify short list of screening tools, including those that screen earlier indicators and maternal-infant dyad.




3.  Build on and enhance existing models and best practices.




4.  Identify and address implementation barriers.

5.  In partnership with school districts and other community-based providers (e.g., Head Start, community education, preschool programs, etc.), develop and enhance community-based mental health resources and services for children and families, 

8.  Enhance universal preschool screening to include children’s mental health issues 

(e.g., earlier indicators).

Lead Responsibility:
Minnesota Department of Education

Partners:

Minnesota Departments of Health and Human Services

9.  Co-locate mental health providers in primary care and education settings.

Lead Responsibility:
Health Plans

Partners:

Pediatric and family practice clinics; Minnesota Departments of 

Human Services and Health.

10.  Consistently screen persons who have physical illnesses with high incidence of co-morbidity with mental illness (e.g., diabetes, heart disease, etc.).

Lead Responsibility:
Health Plans

Partners:

Minnesota Department of Health

11.  Create procedures and fund models which facilitate easy access to mental health services for children identified in educational settings, including procedures that facilitate co-location and/or access to mental health consultation and school, family and community based service integration.  Establish procedures for public/private reimbursement.  Address the continuum of mental health needs including:

· earlier identification and intensive intervention for students with diagnosable mental health disorders; and

· earlier identification and intervention for students at risk for mental health disorders.

Lead Responsibility:
Minnesota Departments of Human Services and Education

Partners:

Minnesota Department of Health, community-based providers
Components:

1.  Minnesota Department of Human Services will direct local

collaboratives to implement this recommendation.

2.  Continuation of student and family services and supports during out-of-school hours (e.g., summer months, after school).

3.  Resources and staff training to ensure all school environments promote mental health (e.g., evidence-based anti-bullying programs) and effective engagement of students and parents to address mental health issues.

4.  Ensure these system changes occur for students served outside of special education.

5.  Screen students with special health needs and provide appropriate services, as identified.

6.  Additional screens (e.g., chemical dependency, mental health, learning disabilities) for all students receiving any type of assessment (MNSIC-Minnesota System of Interagency Coordination would be responsible for this component).

7.  Students with mental health needs receive in-school adaptations/supports provided outside of special education.

8.  School personnel access to mental health consultants.

9.  Periodic mental health screens offered to all students (with parental opt out) by existing staff (e.g., counselors, nurses, social workers).  Based on screens and any subsequent assessments, student behavioral and mental health plans are offered (again with parent opt out) that include addressing the school environment.

10.  School counselors in all schools (K-12) to work directly with students and freed from non-counseling tasks.

11.  Mental health services provided in school-based health clinics.

IV.  Earlier Intervention Services

12.  Establish as a recognized mental health benefit set mental health consultation 

addressing all ages to health care providers, daycare providers and family members. 
Lead Responsibility:
Health Plans

Partners:
Minnesota Departments of Human Services, Health and Commerce

Components:
1.  Use Diagnostic Criteria for ages 0 to 3 in place of DSM-IV.



2.  Insurance coverage for earlier intervention and secondary prevention 

     services.

3.  Reimbursement for parent health education that includes identification 

     of mental health services and how to access them.

13.  Broaden the scope of State and local Boards on Aging to include mental health issues.

Lead Responsibility:
Minnesota Department of Human Services and State Advisory Council on Mental Health

APPENDIX

Longer Term Recommendations

References

Longer Term Recommendations

I.  Population-based Health Education

1LT.  Implement ongoing longer-term targeted activities to the broad-based public 

education effort described above (Recommendation 1).

Lead Responsibility: 
Minnesota Department of Health

Partners:
Minnesota Department of Health, with corporate partners, aging agencies at the state and local level (e.g., Center on aging/MAGEC – currently developing a campaign targeting primary care physicians), NAMI, Mental Health Association, other advocacy organizations, media, consumers, survivors, the Business Partnership, the Chamber of Commerce, Minnesota Council of Health Plans, health plans, MMA /AMA, other professional organizations, Council of Churches and other faith-based communities.
Components:

1. Help people to help people.




2.  “How do I act as a good neighbor?”




3.  “What do I do when she isn’t acting like herself?”




4.  Support families to get the help their family member needs.

5. “How do I help?”

6. Simplify access.

7. Reduce isolation.

8. Develop trust.

9. Give permission to talk about mental health needs and issues

Activities:

1.  Identify and develop materials.

2.  Promote system changes so people access mental health care through primary care.

3.  Advertise and promote help lines.

4.  Identify and monitor measurable outcomes.

5.  Develop a larger cohort of people with training regarding how to respond.

5. Support.

6. What action to take.

8.  Single place to call – beefed up “211”

9.  Have them speak to their doctor.  

10.  Provide education about what to do.

11. Advertise (e.g., hats).

12.  Multiple venues:  housing complexes, library, community/ senior centers, beauty salons and barbershops, grocery/retail, health clubs, unions, post secondary schools/universities/vo-tech, criminal justice system, workplace, recreational settings, where people gather with common interests associations (e.g., Kiwanis, Rotary).

II.  Targeted Education/Training
2LT.  The local collaboratives will broaden and enhance their community 

partnerships to address children’s mental health by providing training, education 

and support to and with community-based stakeholders.

Lead Responsibility:
Minnesota Department of Human Services

Partners:
Minnesota Department of Health, the local collaboratives, Local Advisory Councils, community education and parks and recreation programs, faith communities, employers and school-linked programs and other involved organizations.

Education Components:

1. The range of behaviors and symptoms from early indicators to diagnosable disorders.


2. Address barriers regarding, “If I identify a problem, then I’m responsible.  What am I supposed to do?”


3. Risks and benefits of medication.


4. Information on children’s rights and how to include and support children in community and family settings.


5. Mental health consultation and support resources and how providers and families can access them.


6. Risks of substance use.

Activities:
1.  Identify existing, model mentor programs and identify their            

     training needs.

2.  Identify resources, services and how to access them.

3. Identify and/or develop training components, informational    

      materials and mentor consultation resources.

4. Develop and implement statewide training and mentor 

      consultation plan.

5.  Broaden local collaboratives’ partnerships to include 

      employers, community education and parks and recreation   

      programs, faith communities, employers and school-linked 

      programs to reach, support and provide mentors with guidance 

      and support from mental health professionals. 

6.  Involve, train and supervise older youth as peer mentors to

     younger children regarding mental health issues.

3LT.  Educate law enforcement to respond appropriately to mental health issues.

4LT.  Enhance post-secondary curricula for health and education professionals on 

protocols for mental health screening, accessing consultation, referral and follow up 

(prenatal to 21, including maternal-infant dyad and parents with mental illness and 

their children) and related issues.  

5LT.  Policymakers should receive focused education on a wide variety of mental health issues.

Who’s Responsible:
A lead mental health association

Partners:

National Alliance for the Mentally Ill Minnesota, MACMH, the 

Minnesota Department of Human Services, the Minnesota 

Department of Health, and the Minnesota Public Health 

Association, Wellmind, advocacy organizations.

Activities:

1.  Policymakers should be educated on:

· The prevalence of mental health problems.

· The need for de-stigmatization.

· The biological and social origins of mental health.

· The cost effectiveness of mental health treatment, the costs of non-treatment, and the financial benefits of prevention.

· The likelihood and hope for improved quality of life with effective treatment.

· The benefits and impact of self-care.

· The special mental health needs of seniors.

2.  Policymakers should be an audience of the public education campaign outlined in area #1.  Include:

· The relationship between physical health and mental, social and spiritual health. 

· The role of stress in mental health problems.

· Watchful waiting (i.e., promotion of healthy behaviors such as eating well, physical fitness, appropriate use of vitamins and decreased ingestion of heavy metals.

· The continuum of mental health.

3.  Expand definition of serious and persistent mental illness (SPMI) in the Comprehensive Mental Health Act to include anxiety disorders, phobias, and cognitive disorders categories that are most prevalent among seniors. Training of health care providers, policy-makers, and education specialists need to be based on this expanded definition.

4.  Consumers and other people should have ample opportunities to present their ideas to legislators.

III.  Screening

6LT.  Develop and utilize geriatric specific techniques, tools and modalities.
7LT.  Require mental health screening for persons getting prescriptions of pain medications beyond the acute phase.

8LT.  Ensure students in post-secondary education facilities (e.g. clinics, student housing, student unions) have access to mental health screens, assessments and services.
IV.  Earlier Intervention Services

9LT.  Legislative action to establish a separate benefit/payment schedule to implement children’s mental health screening protocols and services for earlier identification and intensive intervention for diagnosable children’s mental health disorders and early indicators for children at risk for mental health disorders in health and education settings (not commercial plans).
Who’s Responsible:
Health Plans

Partners:

Minnesota Departments of Human Services, Health and Commerce

Components:

1.  Use Diagnostic Criteria for ages 0 to 3 in place of DSM-IV.

2. Insurance coverage for earlier intervention and secondary 

prevention services.

3.  Reimbursement for parent health education that includes identification of mental health services and how to access them.

10LT.  Investigate efficiency of funding streams for early childhood services.

11LT.  Address geographic disparities in children’s mental health services. 

12LT.  Fund mental health friendly environments for children and families in all 

settings.

13LT.  Expand the Comprehensive Mental Health Act to include secondary 

prevention and earlier intervention services including patient and family education, 

screening/assessment and diagnosis treatment, accessible to all adults at the least 

restrictive setting. 

Lead Responsibility:
Minnesota Department of Human Services

14LT.  Require all health care providers (private health plans and publicly funded mental health programs) to provide secondary prevention and earlier intervention, including patient and family education.  

Lead Responsibility:
Minnesota Department of Health

Partners:

Minnesota Department of Human Services

Activities:
1.  Mental health services also need to be mandated and funded to avoid cost shifting among health care providers and other disincentives for mental health treatment.

2. The Mental Health Parity Law in Minnesota needs to be strengthened to include early intervention services.  

15LT.  Expand reimbursement options to support family caregivers, including early 

intervention services so that care can be provided in the least restrictive setting.  

Examples include increasing consumer directed options, expanding waiver 

programs, such as CADI, Elderly Waiver and others. 

Lead Responsibility:
Minnesota Department of Human Services

Activities:
1.  Identify other family supports that could be added:  Sister caring for sister?  Expanding the definition of in-home services?  

2.  Identify how to address persons who are not eligible for waivered services?  

16LT.  All insurance plans must include the full array of services mandated through the Comprehensive MHA, including ongoing treatment.

Activities:
1.  Have insurance plans follow “best practices” treatment protocol.  

2. LT treatment in natural settings.  

3. Promote autonomous self-management and maintenance.

4. Support stabilization. 

17LT.  Develop mechanisms to prevent cost shifting between private and public sectors.

18LT.  Evaluate payment schedules and reimbursement rates for screening and assessment, and improve reimbursement rates for comprehensive services.  

19LT.  Reimburse primary care providers for mental health screenings.

20LT.  Utilize and fund telemedicine technology to establish statewide consultation network.

21LT.  Reconstitute the Mental Health and Aging Network (presently on inactive status) as a State Advisory Council under joint auspices of the MN Board on Aging and the Mental Health Division (DHS).

Lead Responsibility:  MN Legislature

Partners:

MN Board on Aging, Mental Health Division

Activities:

1.  Design mechanisms to introduce mental health component in

Aging Services, and a geriatric component in Adult Mental Health 

system. 

2. Recommend specific policy, statute, and systems change to fill 

gaps and remove barriers.
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Early Intervention/Public Education
Public Education Work Group

Final Report and Recommendations

Co-Chairs:
Deborah Saxhaug, Executive Director, MN Association for Children’s Mental Health 
Carol Woolverton, Assistant Commissioner, Minnesota Department of Health

The focus of MMHAG is to use a broad based approach to build collaborations and partnerships to address the complex issues surrounding mental health.  No one entity can do this alone.  That being said, we also recognize that to be successful, we need a strong structure for these collaborations and partnerships to come together and build upon. The Minnesota Association For Children’s Mental Health has received $30,000 from Blue Cross and Blue Shield to pilot a Public Education/Awareness campaign in one community in Minnesota.  These monies are to be utilized within a 1 year time frame.  To make the most of these start-up dollars, and to utilize the organizational expertise of MACMH, the Public Education Work Group has made the following recommendations for an Earlier Intervention Public Education and Awareness Campaign.  

#####

PLAN: 

Pilot three month CMH Public Education/Awareness campaign in one community in partnership with community organizations.

GOALS/OBJECTIVES:  

1) To increase awareness and detection of early warning signs of childhood mental health disorders.  

2)  Reduce stigma associated with mental health disorders and treatment.  

3)  Build awareness of community resources that can help families address their children’s mental health problems.

TARGET AUDIENCE: 

Parents, family members and caregivers of early elementary aged children.

STRATEGIES:  

To implement a multi-component statewide public education campaign beginning with a pilot campaign in one community in partnership with community organizations and utilizing the following approaches:

1. Presentations and messages at natural gathering places (schools, churches, workplaces, community events)

2. Promotion of messages through existing networks or efforts.  (collaboratives, local advisory councils, etc.)

3. High visibility events

4. Unpaid media

5. Paid media

STRUCTURE: 

The campaign would reside at MACMH.  The MMHAG Public Education Work Group involvement will continue in an advisory capacity to the campaign.

Campaign objectives fall in line with MMHAG recommendations for a statewide, broad-based public education effort to achieve the set goals and objectives.

The campaign will seek and develop partners in local communities where the project is based (i.e. hospitals, collaboratives, community mental health centers, mental health organizations, families, etc.)

Contributions, grants, in-kind and other resources or support will be sought to build and continue the project.  

The pilot campaign will be evaluated and a replicable model, based on pilot results, will be developed.

Important to the success of this campaign, as well as to future endeavors, is the diversity of the expertise of the workgroup members who together can provide knowledgeable input and assistance with building those partnerships and collaborations necessary to provide support to build and continue the project going forward.  All workgroup members interested, will serve in an advisory capacity to this project.

#####

After reviewing minutes and notes of the challenging and sometimes difficult discussions of the meetings of this workgroup, it is felt the above is reflective of the outcomes of those discussions and will serve to begin to address the issues around which this group was formed.  The members of this work group are also seen as integral in an advisory capacity for this project and for laying a network of partners dedicated to addressing this important issue.  

For all work group members who would like to continue on to be a member of the Children’s Mental Health Public Education/Awareness Campaign Advisory Group, please notify Deborah Saxhaug, Executive Director, Minnesota Association for Children’s Mental Health (MACMH) at dsaxhaug@macmh.org   Deb will then notify those individuals of meeting dates and times for the Advisory Group to come together on this project. 

Preschool Screening

PRESCHOOL SCREENING WORKGROUP

FINAL REPORT

Glenace E. Edwall, Department of Human Services

Gayle L. Kelly, Minnesota Head Start Association, Co-Chairs

Purpose
The Minnesota Mental Health Action Group (MMHAG) Preschool Screening Workgroup was charged with the development of a plan to implement the recommendations of the first generation of MMHAG workgroups which studied prevention and early intervention issues.  The preschool screening workgroup consisted of representatives from the early childhood community, state agencies, health providers and health care insurers (Appendix A: Workgroup Roster).  The workgroup met twice a month from August 2004 - January 2005, to develop a plan toward achieving the following objectives:

· Enhance early childhood screening to include children's mental health issues;

· Increase mental health screening conducted in health care settings;

· Explore ways to incorporate mental health screening in the delivery of child care;

· Create a model for easy access to assessment and intervention services for children identified through screening.

Guiding Vision

To guide its work, the MMHAG Preschool Screening Workgroup developed a Vision Statement for Preschool Mental Health Screening in Minnesota.  Crafting this vision helped build consensus within the group about what constitutes preschool mental health screening and provided a framework for addressing the workgroup objectives.  The vision statement follows:

Vision Statement For Preschool Mental Health Screening

(Adopted October 13, 2004)

We envision socioemotional/mental health screening as a distinct and unique process in the preschool period that:

· Is developed and carried out in partnership with families;

· Begins in the perinatal period and extends to school entrance;

· Is universally offered;

· Is included in all comprehensive screening services, and is periodically repeated;

· Uses scientifically sound tools that can specifically identify children who are at risk for emotional and behavioral disorders
 or delays;

· Participates in the development and standardization of screening tools that are developmentally, culturally and linguistically appropriate for all populations served;

· Leads to assessment, with assessment results determining subsequent interventions;

· Occurs in multiple settings, administered by multiple disciplines;

· Is understood to be distinct from general developmental screening;

· Promotes understanding and acceptance of mental health services and supports within families and communities.

Review of Current Systems

To familiarize the workgroup with current systems and approaches for delivering screening services to the preschool population, the group heard special presentations on the following:

· Models for Mental Health Screening and Assessment in Health Care Settings, Dr. Read Sulik, CentraCare, St. Cloud; 

· Minnesota Early Childhood Comprehensive Screening Systems, Nancy Blume, MDH; 

· Hennepin County Partnerships around Mental Health Screening and Referral, Carol Miller,Early Childhood Services, Hennepin County;

· Opportunities within Child Care for Mental Health Screening.  Dru Osterud, DHS.

Each work group member also brought their diverse experience and expertise to the table related to addressing the health and/or mental health needs of families with young children.

Recommendations to MMHAG Steering Committee

1. Incorporate socioemotional/mental health screening into Minnesota’s Early Childhood Screening program.

The workgroup recommends specific changes to education statutes governing Early Childhood Screening to:

· Lower the age at which pre-kindergarten screens are performed to age three

· Include a mental health screening as a mandated component, and

· Require the use of approved tools for mental health screening.

The workgroup also recommends increasing the Early Childhood Screening reimbursement rate allowed by state statute to accommodate these changes.  The increase suggested by the workgroup would change the rate from $40 to $45 per child screened.

2. Develop public awareness of the benefits of preschool mental health screening

The workgroup expressed strong concerns about inaccurate information about screening which is being promulgated by EdWatch and related groups, and recommended a proactive public awareness campaign, directed primarily toward parents, regarding the importance and positive outcomes of mental health screening.  Particular targets would include the critical role of families in authorizing screening and providing their perspectives on a child’s development; the availability of well-researched, valid screening tools; and a clear definition of screening which differentiates it from diagnostic assessment.

3. Develop training for early care and education providers

The workgroup noted the important role of these providers in observing young children’s development and structuring one of these children’s daily environments to support their mental health development.  Core competencies in the socioemotional development of birth to three year old children should be created, and a professional development curriculum should reinforce the topic in core competency training for care of three to five year old children.  Early care and education providers were not chosen by the workgroup as potential providers of screening, but rather as key personnel who can talk with parents about their observations and perspectives on their children.

4. Reimburse mental health screening in health care

The workgroup recommended legislation to incorporate a separately-reimbursable code for mental health screening in Minnesota Health Care Programs (Medicaid).  Health care insurers should also be encouraged to adopt this practice.  Payment should be limited to valid, developmentally appropriate tools.  This recommendation is fully consistent with the inclusion of pre-diagnostic screening in the MMHAG common benefit set.

5. Develop outreach to support preschool screening

The workgroup recommends the creative development of new forms of outreach activities.  These activities should identify interagency and collaborative mechanisms to improve outreach, should be applicable to all setting where children are seen, and should be particularly sensitive to the specific needs of diverse communities and isolated families.  Examples generated by the workgroup included a new, multilingual EPSDT brochure; a Family, Friends and Neighbors Resource Guide; materials for Child Care Resource and Referral networks; and outreach to local Interagency Early Intervention Committees (IEICs).

6. Incorporate mental health screening into the Minnesota Early Childhood Comprehensive Screening System (MECCSS)

MECCSS is a federally-funded grant project to coordinate and integrate early childhood screening systems to assure that all children ages birth to five are screened early and continuously for the presence of health, socioemotional or developmental needs.  Children and their families should then be linked to necessary community services and supports, including health insurance and medical homes, mental health services, early care and education, parenting education and family support, so that all eligible children are able to develop the capacities that allow them to interact successfully with their biological, physical and social environments and enter school ready to learn.

7. Document screening effectiveness

The workgroup recommends that local and state agencies serving preschool children – health, human services and education – develop systems to collect data demonstrating the incidence of mental health screening, referrals made on the basis of screening, and outcome data for children and families.  These systems must protect private health information according to Minnesota Data Practices, HIPAA, and other relevant state and federal standards.  They must also allow ease of data entry and have the ability to tailor aggregate reports to local and state agency needs.

8. Expand professional development to support early childhood mental health

The workgroup noted that professional associations for those who serve preschool children and their families present numerous opportunities to add early childhood mental health “tracks” to existing conferences and meetings, thereby publicizing screening, assessment and intervention methods appropriate to the preschool population. The workgroup took this opportunity to recognize the Minnesota Association for Children’s Mental Health (MACMH) for its pioneering work in adding early childhood topics to its annual conference.  The workgroup particularly recommended that these venues be used for “train the trainer” sessions to expand the early childhood mental health knowledge base across the state.

9. Expand Continuing Medical Education (CME) opportunities for physicians

The workgroup identified the critical role of the Minnesota chapter of the American Academy of Pediatricians (AAP) in leading physician education activities around mental health screening, developmental screening and anticipatory guidance.  The workgroup noted that Children’s Hospitals and Clinics and CentraCare, St. Cloud, have created offerings which could be used as models for expanded physician education.  Technology-supported physician information, e.g., online training and pre-programmed PDAs, should also be expanded for mental health information.

10. Coordinate screening efforts with electronic medical records (EMR) developments

The workgroup noted that screening will only be well accepted in busy office and clinic settings when it can be done efficiently and cost effectively.  The workgroup was informed of technologies that allow screening to be completed on hand-held devices which dock directly into a clinic’s EMR. The workgroup noted that EMR systems are undergoing rapid development at this time, and efforts must be directed to making those systems hospitable to incorporating screening information.

11. Expand Quality Indicators for Early Childhood to include mental health

The Quality Indicators are interagency guidelines for the development of early childhood screening programs.  If the sponsoring agencies determine that the Indicators will be revised, the workgroup recommended that the core assumptions of the project should be revisited to determine appropriate inclusion of mental health screening.
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Co-Morbidities

Co-Morbidities Work Group Recommendations
History and Task of the Co-morbidities Work Group:

The Co-morbidities Work Group began working together in summer of 2004 as a work group of the Earlier Intervention Work Group, Minnesota Mental Health Action Group (MMHAG).  The Co-morbidities Work Group task was to develop recommendations for “consistently screening persons who have physical illnesses with high incidence of co-morbidity with mental illness (e.g. diabetes, heart disease, cancer, etc).“   This task was included in the Earlier Intervention Work Group’s January 28, 2004 Final Report of Action Team 5: Earlier Intervention and Secondary Prevention, listed on page 9, #10 of the report.  

Recommendations:  
· Integrated (behavioral and medical integration) models of care are needed in order to best identify and treat people with co-occurring medical and behavioral disorders.  Persons with co-occurring medical/behavioral disorders have better outcomes when their health care is coordinated.

· In support of integrated treatment, mental health screening tools incorporated into Primary Care and Specialty clinic settings provide an opportunity to identify patients in need of mental health care.  (eg.  Whooley, PHQ-9).

· Mental health screening needs to include timely follow up and referral for patients identified with mental health needs.  Clinic level procedures are needed to ensure this occurs.

· Changes in the health care system will be developed most effectively when teams of public and private professionals who are leaders and act as representatives of all sectors (health plans, government, and private nonprofits) are established to participate in the development of these changes.  These leaders can help to craft a system that is sensitive to patient rights and the special needs of populations.

· Payment mechanisms need to change to support coordination between medical and behavioral health providers.  This includes development of payment mechanisms to support consultative and integrated models of care. 

· Electronic medical records are an effective tool to enable sharing of patient information within the integrated care model setting (e.g. hospital, clinics, etc.)  

· Development of a statewide anonymous registry of people with co-occurring disorders (incorporating mechanisms making it impossible to tie specific information to a specific patient) would assist outcome research, quality improvement studies, and other public health research that would benefit the rest of the state’s population 

· Public funding of MinnesotaCare, Minnesota’s Medical Assistance program, GAMC or other publicly funded programs supporting people with chronic illnesses, such as diabetes, heart disease, cancer, and mental illness, need to be maintained and/or improved in order to prevent deterioration of the health status of these populations, which, when reduced accelerates current and future costs in both public and private health care delivery. 

Description of work group membership:

The Work Group met six times (August 27, 2004, September 10, 2004, October 7, 2004, November 15, 2004, December 2, 2004, and January 20, 2005) before issuing this report.  The work group consisted of the following members.  

Macaran A. Baird, MD, is with the University of Minnesota, Department of Family Practice and Community Health.  He is interested in screening for primary care patients. Dr. Baird has worked with two nationally prominent groups - the Macarthur Foundation and the Robert Wood Johnson Foundation on issues related to co-existing mental health and physical health disorders and how to provide earlier assessment and appropriate treatment. 

Shirley Conn, RN, MSN, is a staff member from the Minnesota Department of Health, from the Center for Health Promotion-Diabetes Unit.  Shirley is especially well informed regarding the needs of primary care patients who have a diagnosis of diabetes and the potential association with diagnosed or undiagnosed depression.  These patients’ mental health needs are often not recognized or are neglected because there are no established systematic screening procedures. 

Karen Lloyd, PhD, is Senior Partner, Behavioral Health Strategies at HealthPartners. She has worked with other groups looking at co-existing mental health and physical health issues and how to improve screening, assessment and treatment in clinical settings.  

Shelley Wagner, RN, C, is the Manager of Carved-Out-Entities at Ucare Minnesota.  She has worked in many different mental health settings.  

Cary Zahrbock, MSW, LICSW, is Director of Quality Improvement, Minnesota Care Management Center, United Behavioral Health.  She has a particular interest in co-occurring medical and behavioral disorders.  

Sandra Meicher, PhD, the Chair of the Work Group, is Executive Director of the Mental Health Association of Minnesota, and current chair of the Mental Health Legislative Network. 
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Mental Health Screening for Older Adults

Early Intervention and Secondary Prevention Seniors’ Issues Workgroup Recommendations

1-21-05

The Seniors Issues workgroup has prioritized the activities specified in the group’s work plan, and is forwarding following recommendations for further action by the MMHAG Steering committee and other workgroups. The recommendations include specific actions or projects, needed resources and funding support, potential legislative action, suggested partnerships, and linkage with MMHAG priorities, strategies, and commitments as they appear in the discussion draft of MMHAG Roadmap. 

Recommendation 1: 

Train “community gatekeepers” relevant to the aging community including primary care physicians, generic and support service providers, volunteers, and family members in how to identify seniors who may be at high risk and /or in need of mental health services, facilitate referrals, and provide support and ongoing follow-up.  

The dual stigma of aging and mental illness and absence of effective early identification and screening process often get in the way of seniors accessing much needed mental health care that can save lives, improve the quality and duration of successful community living, and prevent or postpone placement in nursing homes for many in the senior community. Seniors are not likely to access mental health services on their own, and do not often trust mental health professionals who are “strangers” to them.  Community gatekeepers such as staff and volunteers of senior housing complexes, senior dining sites and community centers, home delivered meals and home health programs, waivered services case managers, local clergy, family members and others who routinely interact with the seniors are in ideal places to bridge the gap. Success of best practices and evidence-based models in suicide prevention such as the US Air Force program, Yellow Ribbon, and QPR Institute have demonstrated the value of community gatekeeper training. The same approach is being recommended in identifying and linking seniors in need with mental health services. The training content, format, methodology, and handouts need to be structured and standardized to ensure uniform quality, but with flexible use of modules to accommodate regional and cultural diversity. It is possible that in the future this may emerge as a best practices model where very little or none exist at this time.

Resources needed: Funding support for two-year project:

· First year to develop structured gatekeepers training content with multiple modules, pilot-test in targeted Metro, North and South Area Agencies on Aging (AAA) regions, and develop a trainers’ manual. 

· Second year to train the trainers, and develop and implement a statewide training plan.  

Reference to MMHAG Priorities:  Increased public education and awareness to reduce stigma, strategy 1D: Broaden mental health screening for the aged. 1E. Cross training on mental health screening and use of evidence based screening tools -----.

Recommended partnerships: DHS-MN Board on Aging (MBA) and Area Agencies on aging (AAA), Mental Health Division, and private funding sources such as health plans and foundations.

Recommendation 2: 

Expand the definition of SPMI (Serious and Persistent Mental Illness) in the Comprehensive Mental Health Act to include Anxiety disorders, Mood disorders not presently within the definition, and Cognitive disorders.

According to American Association for Geriatric Psychiatry Fact Sheet, the most common mental disorders among the age 65 + population in order of prevalence are anxiety (11.4%), depression and other mood disorders (6% of those at age 65 and above, and up to 37% of those in primary care settings), mild/ moderate/ severe cognitive impairment (10 to 50 % - severity appears to increase with age). Schizophrenia is prevalent in 6% of adults age 65 and older compared to 1.3 % in younger adults. The economic burden however, of late onset schizophrenia is high. The SPMI categorization used for case management and systems development purposes that guide and fund service delivery excludes many elderly who have anxiety or cognitive disorders, or mood disorders not included in the definition. As a result, seniors are not usually included in the community based adult mental health service system. Note:  A. Medicare now considers psychotherapy as effective treatment (money worth spent) for mild to moderate dementia such as Alzheimer’s disease. B. The goals and data generated by DHS Mental Health Division related to the Federal Mental Health Grant are based on SPMI population and therefore do not include bulk of consumers aged 65 and above. 

Resources needed: Assistance or ownership from appropriate state agencies and others who are experienced and have the capacity for crafting and shepherding the statutory change.

Reference to MMHAG Priorities: Access problems, Financing barriers. Does not appear to be presently assigned to any work group.
Recommended partnerships: DHS- as appropriate.

Recommendation 3: 

Reconstitute the Mental Health and Aging Network (presently on inactive status) in DHS with mandated authority and responsibility to provide input to the state agencies, providers, health plans, and the State Mental Health Advisory Council to ensure availability and delivery of comprehensive mental health services for older adults. 

Mental illness is not a part of normal aging, and can be successfully treated if the process and providers are sensitive to the special issues critical to this population. However, currently the mental health and aging service systems are entirely separate and funded separately. As described earlier, the adult mental health system is not responsive to the senior population and the aging services system does not include a mental health component, although there is increasing interest in both systems to bridge the gap. The Mental Health and Aging Network was a product of this shared interest, and contributed significantly to the Project 2030 of DHS, and to the initiation of the MBA’s Black Clouds Sunny Days Campaign. The group became gradually inactive thereafter, largely due to lack of ongoing mandate and staffing support.  

Resources needed: Dedicated funding within DHS for ongoing and adequate staff support and operating expenses 

Reference to MMHAG priorities:  This is an overarching systems problem that may apply to almost all of the ten priorities as it has implications for access problems, service gaps, funding dysfunctions, personnel shortage, and lack of accountability.
Recommendation 4:

Expand the definition of Mental Health Practitioners in the Comprehensive Mental Health Act to include opportunity for aging services providers who have the required academic qualifications, to gain the required years of mental health experience while working on the job as MH Practitioner under the supervision of mental health professionals.  (Note: Similar process was used to revise the statute to increase the availability of culturally specific providers for mental health services.)

Staffing at the level of Mental Health Practitioner is currently used to provide direct mental health care under supervision of Mental Health Professionals within many components of the community-based service system. However, dually trained personnel with gero-psych competence are hard to find, as the aging services providers do not have the prerequisite of supervised mental health experience, and the mental health personnel lack aging expertise. Ironically, some of the aging service providers have many seniors with mental illness in their caseload, but cannot cite that to meet the supervised experience criteria required for the Mental Health Practitioner level, as their positions are not in the mental health system and their supervisors seldom meet the MH Professional qualifications. To add to the complexity, some aging services providers have educational background in areas such as gerontology that are very appropriate for the population they serve, but those areas are not considered behavioral sciences and may not meet the educational criteria required under the Comprehensive Mental Health Act or the most recent ARMHS services to provide even the lowest level of services as Mental Health Worker. Yet, these providers are already in place and trusted by the seniors, and have much practical knowledge and comfort level related to this population. The recommendation offers a solution without compromising the education, experience or license deemed to be essential in providing mental health services to the older adults. Moreover, the precedence cited above would provide excellent guidance in accomplishing the task.

Resources needed: Persons and/or agencies with experience and authority to carry the statutory change forward through the legislative process.

Reference to the MMHAG priorities: Provider shortages, Strategy 4B, Address licensing and credentialing barriers to expand scope of practice.

Recommendation 5.

Include Intensive Outpatient Treatment under ARMHS Services in the Model Benefit Set to provide senior specific adult day treatment.
Most of the “Adult Rehabilitative Services” as they exist currently, do not meet the needs of the elderly. Older persons living in the community have excellent daily living skills as result of raising families and cutting corners to make ends meet within very limited fixed income. Their capacities are more likely to limited by physical conditions or cognitive disabilities requiring assistance outside the scope of mental health rehabilitation.  At the same time, many need active mental health treatment well beyond the scope of adult day care. At this time, DHS is moving rapidly to refocus adult day treatment services towards employability issues. While vocational rehabilitation is a laudable goal for younger adults, it is not appropriate for seniors who need to focus on symptom stabilization, relapse prevention, and prevention of nursing home placements for behavioral reasons. These older adults have a variety of chronic or late onset major mental illnesses including those identified in the Model Benefit Set under Adult Rehabilitative Mental Health Services (ARMHS). For many of them, mental health services have been limited to psychotropic prescribed by their primary physicians, and on rare instances, by psychiatrists. Many are not being treated at all. They are likely to be isolative, fearful of losing their independence and means of living in the community. Very few have case management services that can facilitate access to the mental health service system. Frequently, they think of their treatable MI symptoms to part of “normal” aging. Active cognitive behavioral and solution focused treatment in intensive group psychotherapy mode provide in community settings where seniors normally congregate or are willing to and able to go, is an excellent choice for many of them. This choice will be lost without a senior specific alternative to the vocationally focused adult day treatment.  Intensive Outpatient Treatment is a modality covered under JCAHO standards, and already in use by some health plans to credential adult day treatment programs that meet those rigorous quality standards. Since “best practices” models are rare for treatment of seniors, this ensures viability and quality concerns. The proposal also avoids creation of a distinct service category by inserting it as a variation of an existing service under ARMHS to meet a population specific need. Most of the descriptive content of Adult Rehabilitative Services would apply with a few age appropriate modifications.  
Resources needed, Reference to MMHAG Priorities: The above rationale supporting the recommendation has already been forwarded to the Co-Chairs of the Workgroup developing the Model Benefit Set and Fiscal Team chair and members. 

Reference to MMHAG Priorities: Access Problems, Cost shifting. Strategies: Develop Model Benefit set.

Recommendation 6.

Require the All health plans sold in Minnesota including the Medigap or Medicare Supplemental Plan to abide by the state Parity Act in covering mental health  services on par with other illnesses.

Lack of parity in Medicare coverage for mental health services is well known. The co-pay is higher and reimbursement rates are well below those related to other chronic diseases. Psychotherapy sessions are limited to a few sessions “per episode”. Health plans including HMOs that offer supplemental policies usually limit their coverage to picking up the 50% co-pay for the same Medicare covered services only. Medicare parity is the best solution and strongly advocated by the state Mental Health advisory Council. But that is a long ways away, and outside the parameters of the MMHAG Initiative. However, the state Parity Act is already in existence in Minnesota, and only requires to be strengthened and enforced to extend mental health coverage for the elderly and disabled.  

Resources needed: State agencies such as DHS and MDH and other organizations with expertise and authority to rule writing and enforcement.

Reference to MMHAG Priorities: Financial Barriers. Strategy 8A.Change the most significant dysfunctions in the funding system----

Partnerships: government agencies and third party payers, Advocacy groups such as Mental Health Association, Senior Federation.

Early Identification and Intervention Commitments

Minnesota Department of Health will provide Executive Office and program staff time dedicated to the MMHAG Steering Committee and the earlier intervention work groups and their work plans to facilitate joint planning, coordinating of resources, and multi-partner collaboration to increase public awareness, improve screening, and better provide training and support to families, providers and natural helpers.  This includes ongoing staff support to related state and community advisory and planning bodies and task forces.
Minnesota Department of Health commits to:

· an enhanced perinatal and early childhood early identification and intervention system.  MDH will prioritize staff work plans and resources to better support and improve consumer and provider access to related local public health programs and activities with a focus on public-private partnerships, outreach, and community-based cross-disciplinary training.  These include the Follow Along Program (early childhood identification and intervention), Part C (early childhood intervention for infants and toddlers with disabilities, ages birth to three, and their families), Family Home Visiting, Child & Teen Check Ups training, N-CAST (Nursing Child Assessment Satellite Training), Minnesota Children with Special Health Needs behavioral clinics, newborn screening and others that provide opportunities to reach families and link information systems to improve programs and monitor population health.

· improved state and community collaborative partnerships to improve and strengthen referral networks among early identification and intervention programs and primary care, pediatricians, mental health professionals, social services, schools and other providers.  The Minnesota Early Childhood Comprehensive Screening System Plan for Early Identification and Screening and the Maternal & Child Health Advisory Task Force provide opportunities for broad stakeholder engagement to address perinatal and early childhood screening and referral barriers.

· the development of a multi-stakeholder plan for an information and data sharing system to promote and monitor perinatal, infant, and early childhood mental health status.

· Statewide leadership in promoting early identification and help seeking through implementation of the state suicide prevention plan.

Allina will provide screening for mental illness and appropriate intervention at all levels.  As community-wide tools are developed, we will support integrating them with existing tools.

Minnesota Council of Health Plans will collaborate with each other and with MMHAG to improve early identification of mental health problems across the age span.  We will use member communication tools (e.g. newsletters, mailings, websites, etc.) to raise awareness and educate about mental illness, assist members to make it easier to seek care, and help members self identify (e.g. web based programs).  We will work with providers to improve the quality of mental health screening.
Mental Health Association of Minnesota will support health plans, mental health professionals, providers and government agencies in jointly planning, coordinating resources, and working together to increase public awareness, improve screening, and better provide training and support to families, providers, and natural helpers.

Association of Minnesota Counties/Minnesota Association of County Social Services Administrators commit to working with statewide or local groups toward earlier identification and screening.  This may include addressing stigma by working with community groups such as local mental health collaboratives, schools, public health nursing home visiting and health education to increase community awareness and acceptance of mental illness as a treatable condition. 

Minnesota Department of Human Services will:
· through our children’s mental health division, implement 2003 legislation to screen all children in child welfare and juvenile justice systems.

· through Commonwealth Fund grant, develop screening/referral/treatment pilots in pediatrics clinics.

· pilot a screening tool in child welfare and health care clinics and working with others to validate it for culturally diverse populations.

· work to integrate children’s mental health screenings into MFIP case reviews.

Minnesota Department of Human Services:  

· DHS’ children’s mental health division will support MACMH’s recently-developed preschool mental health awareness curriculum.  (newsletter article forthcoming)

· DHS’ children’s mental health division will provide .5 FTE toward increased screening and referral of children ages 0-3 to Part C.

· DHS will provide training for the crosswalk to utilize DC:0-3 in Minnesota Health Care Programs.
Minnesota Department of Human Services will support a short-term public education effort highlighting the mental health issues commonly experienced by older adults.
Minnesota Department of Human Services:  DHS’ children’s mental health division will provide speakers and curriculum advice for continuing medical education programs on mental health screening.
National Alliance for the Mentally Ill of Minnesota will support legislation that expands screening activities.  We will:
· increase public awareness through its billboard, newspaper and radio PSA campaigns.  We will coordinate these activities with the recommendations of the MMHAG steering committee.

· educate consumers and family members about mental illness through our classes (Family-to-Family, Visions for Tomorrow, Hope for Recovery and consumer education) and by providing fact sheets and booklets on mental illness, and will provide information to providers on how to work with families.

Community Education Liaison will support continued educational awareness efforts targeted at reducing the stigma associated with the identification and treatment of mental health problems for all citizens in Minnesota.

Minnesota Disability Law Center will:

· increase awareness of mental health services to which members of the public may be entitled through our training, education, and advocacy efforts.

· improve our clients’ knowledge of mental health screening, early intervention and prevention services which may be of assistance to them.

State Advisory Council on Mental Health and Subcommittee on Children’s Mental Health will support MMHAG’s commitments to:

· increase public education and awareness to reduce stigma relating to accessing mental health services.

· improve screening, earlier intervention and prevention services and standardized assessment tools.

Children’s Mental Health Partnership will promote earlier identification and intervention by working with schools, family practice physicians, child caring agencies and other provider groups to promote earlier identification and intervention across all child-serving systems of children with mental health needs.  We will promote earlier identification and intervention by actively working to improve timely access to services for children with mental health needs.

Children’s Mental Health Partnership will also promote earlier identification and intervention by working with the Early Childhood Mental Health group in Ramsey County, RAP Head Start and the Minnesota Head Start Association to promote systematic changes that facilitate early identification and help for preschool children with mental health needs and that support effective service delivery.
University of Minnesota Children, Youth & Family Consortium/Center of Excellence in Children’s Mental Health:  Through already-existing websites, newsletters, media work and other communication strategies, CYFC/CECMH will provide information on children’s mental health for multiple audiences.  We will:
· convene University researchers and other experts in screening and early intervention, particularly in the area of children’s mental health, to review and/or assist with the development of evidence-based approaches and best practices in screening and early intervention.

· offer workshops, symposia, consultation, and courses (including some on-line offerings) to a variety of audiences, building on training activities already well-established or currently being developed at the University.

Minnesota Association of Community Mental Health Programs will provide training workshops on evidence-based practice, promising practices, planned in conjunction with health plans, DHS, and other stakeholders.

Fairview Behavioral Services will provide dedicated support for smaller, underserved populations as we have done for patients with hearing impairment and those with gambling addiction.  We will grow and improve care for patients with a dual diagnosis of mental illness and addiction.  We recognize the unique treatment needs of this complex group and will strive to improve outcomes and efficiently manage resources for their care.
SECTION VI

PRIORITY:
MENTAL HEALTH IN SCHOOLS
OUTCOME:
Children and their families experience increased achievement and success in school.
Rationale: Schools and mental health providers encounter multiple barriers to working together. Student learning and well being is compromised. MMHAG’s goal is to expand opportunities for partnerships between education systems and mental health providers to increase consultation and earlier interventions addressing the continuum of mental health needs for students and their families
School Screening 

Mental Health Screening in Schools Workgroup Report

Purpose:

The mental health screening in the schools workgroup was charged with creating a strategic action plan to increase opportunities for earlier identification and intervention of possible impaired mental health functioning in children and adolescents (K through age 21) in the educational setting.

Membership:

The mental health screening in the schools workgroup had representatives from public policy and advocacy organizations; student services professional organizations (school nurses, psychologists, counselors, social workers and chemical health specialists); county children’s mental health; Minnesota Department of Education specialists from general and special education and the Minnesota Department of Human Services children’s mental health division.  Institutes of higher education and clinical psychology were also represented. 

Strategies:

1) Develop a vision and definition for mental health screening in the educational setting, identify efficient and effective screening tools and instruments and outline the qualifications needed to administer a mental health screening.

2) Develop and promote a model/framework for implementing a mental health screening process in the educational setting based on best practices.  The screening processes and procedures developed should align with current educational policy such as: No Child Left Behind (NCLB) and Individuals with Disabilities Education Improvement Act (IDEIA) and state statutes.

3) Using the mental health screening system with its elements and process as a framework, local school and community-based mental health providers and families will work together to develop strategies for implementing the process and clarify financial responsibility.

Vision:

We envision social/emotional/mental health screening as a distinct and unique process in the educational setting:

1) Developed and carried out in partnership with families, communities and schools for early and accurate identification of risk indicators for impaired mental health functioning in children and youth ages K though high school graduation.

2) Promotes understanding and acceptance of mental health services and supports within families, communities and schools.

3) Uses scientifically sound screening tools and procedures that: 

· Are distinct from general developmental screening.  

· Identify children who are at risk for impaired mental health functioning.

· Are age, developmentally, culturally and linguistically appropriate for all populations served

· Administered by student support services personnel (school social workers, school psychologists, school nurses, school counselors and school chemical awareness staff) or by community practitioners such as community mental health providers, primary health care providers or public health nurses that work with children and adolescents.

Definition of Mental Health Screening:

Mental health screening is a brief, culturally sensitive process designed to identify children and adolescents who may be at risk of having impaired mental health functioning warranting immediate attention, intervention or referral for diagnostic assessment. The primary purpose for screening is to identify, using a valid, reliable screening instruments, the need for further assessment.

Deliverables: 
Mental Health Screening System Framework

Training Plan

Screening Fact Sheet

Matrix of screening tools and instruments (Draft)

Data practices issues in the educational setting (Draft)

Recommendation for Action Steps and Follow-up:

· That the MMHAG Steering Committee endorse mental health screening in the educational setting and incorporate the Mental Health Screening System Elements and Process into its work to reduce barriers to and improve partnerships among school and community mental health providers.

· That local school and community based mental health providers adopt the system for mental health screening in the educational setting as identified and develop strategies and a timeline for implementation of the Screening System Elements and Process into the local system of coordinated interagency services.

· That the Minnesota Departments of Education, Human Services, and Health, counties and other public payers adopt the Screening System Elements and Process and commit to develop strategies for local implementation.

Legislative Recommendations:

1) Initiate legislation to promote regular mental health screening, with parental/guardian consent, in the educational setting.

2) Develop legislation that prohibits mental health screening results from being included in the student’s cumulative folder.

Non-Legislative Recommendations and Action Steps:

1) The MMHAG Fiscal Team should involve representatives from health plans, state and local governments and schools to clarify financial responsibility for mental health screening and the referral for diagnostic assessment and follow-up services.  They should also clarify liability issues and propose strategies for reducing duplication and service gaps.

2) The Minnesota Department of Education shall work with the Minnesota Student Services Coalition for Effective Education to support schools’ implementation of the mental health screening system. 

3) Assure all new mental health screening initiatives are adequately and appropriately funded.

Mental Health Screening in the Schools Work plan

	Task
	Outcome
	Completion

Date
	Person(s) Responsible

	Develop a vision statement
	Vision statement
	December 13, 2004
	Mental Health Screening in the Schools Workgroup

	Define mental health screening in the educational setting.
	Definition has been developed.
	October 25, 2004


	Mental Health Screening in the Schools Workgroup

	Develop a matrix of mental health screening tools and instruments that includes the qualifications needed to conduct a mental health screening.
	Draft matrix has been developed and is being revised.  


	March, 2005


	Daria Courtney/

Cindy Shevlin-Woodcock

	Develop a framework that outlines the Screening System Components and Process, define each component and provide options for implementation at the local level.
	Framework has been developed.
	January, 2005
	Mental Health Screening in the School Workgroup

	Develop a strategy for training on the Mental Health Screening System Element and Process
	Training Plan has been developed.
	January, 2005
	Mental Health Screening the Schools Work group

	Develop a short document that provides facts and background information on the need for mental health screening in schools.
	Screening Fact Sheet has been developed. 
	January, 2005
	Children’s Mental Health Partnership

Louise Brown

	Develop a document that provides guidance regarding confidentiality and data practices issues specific to educational records and mental health information.
	Law and policy is being reviewed.  Draft document is being developed.
	March, 2005
	Marikay Canaga Litzau, Cathy Griffin, Cindy Shevlin-Woodcock, Ruth Ellen Luehr


Roster

Mental Health Screening in Schools Workgroup

	Shereen Anderson, Mental Health Triage

St Could Area School ISD #742

320.251.4963 x 5573

shereen.Anderson@ISD742.org
	Ed Frickson, Clinical Psychologist

Ramsey County Children’s Mental Health

St Paul, MN 55101

651.266.4042

ed.frickson@co.ramsey.mn.us

	Andrea Ayres, Public Policy Advocate

Family and Children’s Service

612.341.1647

andrea.ayres@fcsmn.org
	Cathy Gibney, EBD Consultant

MN Dept of Education

651.582.8645

cathy.gibney@state.mn.us

	Dawn Berg, School Social Worker

Albert Lea School District #241

Sibley Elementary 

dberg@albertlea.k12.mn.us
507.379.5115
	Terry Green, Counselor/ Family Support Worker
Pilot Knob Elementary school

651.405.2790

tgreen@communityactioncouncil.org


	Michael Borowiak, Coordinator

Reduce the Use

Hopkins Public Schools

952.988.4323

Michael_Borowiak@hopkins.k12.mn.us
	Tammie Knick, School Social Worker

GFW Schools District # 2365

507426.7251 (w)

tknick@gfw.k12.mn.us

	Phyllis Brostrom-Starz

High School Counselor, WBL

651.653.2925

pjbros@wbl.whitebear.k12.mn.us

	Ruth Ellen Luehr

Safe and Healthy Learners

Minnesota Department of Education

651.582.8403
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Mental Health Screening System in the Schools Framework

Goal:  

Establish a systematic mental health screening process in educational settings to identify children and adolescents who may be at risk of impaired mental health functioning and in need of mental health services.

· Elements of the Screening Process:
A) Management:

Planning occurs to ensure that mental health screening is embedded into the culture of the school, has well trained and committed personnel and the resources to make it work.  Included in the plan are:  

· Authorization – purpose, commitment, structure and function; directive, authority 

· Personnel – people with commitment and expertise given the responsibility to manage the process.

· Communications with community providers, community partners and decision makers will occur in schools to establish pathways for providing information about mental health, the screening/ referral process, needs of children, family involvement and support from community resources and providers; 

· Resources – tools, training/staff development, data systems to track students’ access to assessment/services and to provide summative data for program evaluation  

B) Training:

· Training/staff development on screening tools, referral and brief interventions and follow-up is available. 

· Training includes responsibilities for confidential health care, data privacy of written/electronic records; cultural and gender differences. 

· Technical assistance is available when needed for teams to build/refine their systems and to problem-solve.   

C) Evaluation:

There is a data collection system established so that the efficacy of the screening/referral system can be evaluated and the extent of mental health problems in the population can be measured.  

· Elements of the Screening Process: 

A) Outreach:

Educators, administrators, parents and students are: 

· aware of early warning signs of mental health impairments in children and youth.

· aware of how mental health impairments affect a student’s learning, growth and development.

· believe that acting on their knowledge regarding early identification and intervention will make a difference. 

School district decision makers – school board members and administrators – 

· have enough information to make informed decisions regarding the approach to take that meets students’ needs.

· find that the approach is compatible with their school district and school goals/and educational strategies.

· confirm that the approach is acceptable to and supported by families/parents, providers, partners and the community at large through formal and informal evaluation.

· identify resources, personnel, school-community partnerships and communication strategies.

B)  Screening:  

Types of mental health screening activities:

Regular screening:  Conducted on a periodic schedule where research shows children/youth are more vulnerable to mental/behavioral problems such as times of transition (entering school, moving from elementary to middle school).

Selected screening:  Imbedded as part of events occurring at critical ages/stages (such as a high school classroom unit on social/emotional health).

Targeted screening:   Available, with parent permission, to students demonstrating concerns or who are at risk due to related factors (as specified by research).

C)  Referral and Follow-up
School referral steps:  

· There is a systematic agreed-upon process among the student services staff who work with parents to make referrals based on interpretation of the screening findings.

(Ex.  Findings are explained to parents/students and referral to community public/private providers is made.  Potential barriers are identified (culturally appropriate services, health care coverage or other financial issues, transportation privacy, etc.).  

· There are community-based resources available.  The community-based providers are aware of the school-based screening, agree that the screening tools used are valid and reliable, are ready for referrals.  

· Steps are recorded. 

Community services assessment/diagnosis steps:  

· private and public community-based providers have the resources to accept referrals in a timely manner, conduct diagnostic assessment and design a coordinated, cross-system treatment plan for the child/family.


***UNDER DISCUSSION; no consensus reached among workgroup members*** 

Data Records to determine the validity of screening:  Summary data, not individual data, reported:  

· Output:  number of  

Children referred within the school by educators for screening 

Children screened and potential problems identified (yield)

Parents reached and referrals made

Parents likely to take action on the referral

· Outcome:  the results of referral for assessment/diagnoses: 

Access to services:  

Services accessed in a timely manner 

Services not accessed by the parent/family:  

Reason:  Ex. no timely service available, lack of understanding/belief in mental health problems in children, cultural differences, cost, parent unable to carry through

Services accessed in a timely manner and assessment/diagnosis made:

1) A mental health disorder is confirmed and diagnosis made; with / without implications for the school

2) No mental health disorder is found; 

3) A mental health disorder not found but another physical or social problem is identified; with / without implications for the school
School follow-up steps to provide short and long-term support:  

Families are periodically contacted to note progress on accessing services.
School student services staff have strategies to 

· support a student/family while the assessment/treatment plan is in process (check-ins with the students and parents,   problem-solving and coping strategies, parenting suggestions)

· provide support for the student’s education program while the assessment/plan is in process and during treatment (ex., provide homework help, classroom adaptations.) 

When needed, the school has a plan in place for dealing with crises of the individual and the special needs of the student when needed in unique situations.

School Mental Health Screening Process Framework
	Screening Process Elements: 
	ALL Students, K-12


	Students with Disabilities 

(K – age 21)

	Outreach:

Determined by the type of screening:
	
	

	Regular screening:

Conducted on a periodic schedule where research shows children/youth are more vulnerable to mental/behavioral disorders.
	Based on the needs of the student population and resources in the community in place to meet those needs.

Example of critical age/stages:  

-- see the CTC/EPSDT model

-- transition periods

Parents are notified; notify the school that they ‘opt out’ their child/ren.
	- Child Find is 

regular screening 

(all grades/ages).

	Selected screening:

Imbedded as part of something already occurring at critical ages/states.
	Based on needs of the student population, the school opportunities, resources in the community in place to meet those needs. 

(Ex.) 9th grade health class -  provides a context for the students. 

(Ex.)  ‘Exit interview’ from middle school – review immunizations, growth, health knowledge, managing chronic health problems, health risk behavior vulnerabilities)

Parents are informed; notify the school that they ‘opt out’ their children.
	

	Targeted screening:

Available, with parent permission, to students demonstrating concerns or who are at risk due to related factors (as specified by research).
	The student has come to the attention of educator/parent/other/self and has a behavior of concern. 

Typical ways educators note problems:  

-  Lower grades

-  lower 25% of the class

-  absenteeism/truancy

-  chemical use 

-  observable behaviors of concern  (externalizing/internalizing)

-   repeated disciplinary behaviors, antisocial behavior or violence leading to dismissal  (Pupil Fair Dismissal Act)

-  school climate survey

-  family crisis (death, frequent moves, parent job loss) 

-  individual crisis (victim of violence, unwanted pregnancy)

Parents are aware of the system and are notified as soon as logistically feasible and prior to assessment/intervention.  
	- EBD Criteria

	Referral
	Student services staff communicate with parents and student  together when age-appropriate.  

Student services staff communicate with the student only if age appropriate and requested by the student (right to confidential health care).  

Options for referral: 

· Primary care doctor

· School support services staff for brief interventions

· Community mental health provider 

· Local CMH Collaborative 

· County CMH services 
	- Coordinated Interagency Services

	Follow-up
	Possible school resources:  

   504 plan

   Support groups 

   Youth development/youth leadership 

   After school programs (21st Century) 

   Other
	- IEP/IIIP

- Related Services

- Service Coordination


Mental Health Screening in the Schools Workgroup

Training Plan 

In order for a school mental health screening system to be established, educators, administrators, parents and students and community members need to:

· Understand that mental health problems in children, youth and adults do exist, can be treated when accurate diagnoses are made, and, if left unattended, can get worse and affect individuals and their families.

· Understand that some children, even very young children, do have mental health impairments that affect their learning, growth and development.

· Know the early warning signs of mental health impairments in children and youth.

· Believe that acting on their knowledge will make a difference.

Therefore, four levels of training are proposed to prepare educators, families and community members to develop and implement school mental health screening. 

A) Overview Session   

An overview session builds awareness within all audiences involved with children and youth.  

Audience:
Parents, Students, Decision Makers, Educators, Screeners, and Community Providers 

OVERVIEW SESSION TOPICS:


· Mental health needs of children and youth

· Impact of mental health problems on student learning 

· Family/parent influence and how the school can work with families

· Partnership with community resources (including community providers of mental health services)

· Value and benefit of early identification and intervention

B) Tool Kit for School Decision Makers 
School district decision makers need enough information to make informed decisions regarding the approach to take that: 

· Meets the needs of the students in their district,  

· Is compatible with the school district/school’s goals, and 

· Is acceptable to and supported by families/parents, providers, partners and the community at large.

Audience:
School board members and school district administrators

TOPICS:


· OVERVIEW SESSION above

· Current requirements of schools for mental health screening 

· Efficacy and benefits of different models of screening:  regular, targeted, selected 

· Liability concerns addressed 

· Family/parent communication: notice of screening, consent for screening, family decisions regarding further assessment and treatment.  

· Confidentiality/privacy of records

C) Tool Kit for Educators 
Educators need to know the logistics of what to do when they note early warning signs of mental health problems. 

Audience:
Educators in every setting.

TOPICS:


· OVERVIEW SESSION above 

· OVERVIEW of SCHOOL MENTAL HEALTH SYSTEM 

1)  Elements of a Supportive System:  Management, Training, and Evaluation

2)  Elements of Screening:
A)  OUTREACH 

When mental health screening must be offered - requirements

School Board approved screening plan:  screening as an OPTION for all students

Early Warning Signs of children’s mental health problems

The specific protocol for how to refer students to screeners (will vary by school, district and community)

B)  SCREENING:
Who provides, with what instrument/tool/process

Cultural sensitivity

Confidentiality/privacy of mental health information and student records

C)  REFERRAL and FOLLOW-UP

3)  EVALUATION

Specific benefits for student learning, growth and development 

D) Tool Kit for School/Community Mental Health Screeners

School and/or community screeners need to be prepared for instituting school mental health screening that could be available widely when schools implement regular, selected or targeted mental health screening.  

Learner Objectives:  The participant will be able to:

· Define mental health screening and understand the purpose. 

· State the components of a mental health screening system and the elements of a screening process and procedure 

· Name valid tools and instruments and explain the protocol for training and using the tools.

· Understand confidentiality and privacy policies and practices.

Audience/Trainers: 

· Student Support Services personnel that are trained in children’s mental health issues. 

· Interagency/community-based partners that work with children and adolescents.

· Parents, advocacy organization and representatives of culturally specific groups that have been trained and are knowledgeable about mental illness and treatment options.

Steps in Training:
1) Awareness building

2) Capacity building

Requires personal commitment/buy in

Requires that there are resources to support screeners’ their questions, concerns

System capacity 

3) Skill building 

Train on the specifics:  research and protocols of evidence-based screening tools

Role model/demonstration, return demonstration 

Provide technical assistance as a follow-up to training 

4) Evaluate the knowledge and skills acquired by participants

5) Modify and adjust the training

TOPICS - Suggested Training Content Outline:


· OVERVIEW SESSION above as an introduction

· MENTAL HEALTH PROBLESM IN CHILDREN AND YOUTH

What is the continuum of mental health and mental illnesses for children and adolescents?

Education professional’s role and responsibility for early identification

Causes and etiology of mental health disorders

Normal development as a context for understanding mental health issues 

Key early warning signs and symptoms: 
Depressed mood

Excessive fears and anxieties, irritability etc…

Changes in behavior and performance (frequency, duration and intensity)

Failure to develop peer relationships

Impaired concentration and thinking
Suicidal gestures

The potential connection to substance use 

Educational implications

· DETAIL of SCHOOL MENTAL HEALTH SYSTEM:

1)  Elements of a Supportive System:  


Management overview:  

Role of manager to coordinate the district system, select tools, provide training for all educators and for training staff, set up the evaluation system, find funding and coordinate with community mental health services at local level


Training:  Plan for Overview, Parents, Decision Makers, Educators, Trainers


Evaluation: Plan 

2)  Elements of Screening:  

A)  OUTREACH:  Population to be screened 

When mental health screening must be offered – requirements

School Board approved screening plan:  screening as an OPTION for all students

Specific benefits for student learning, growth and development 

Specific early warning signs of impaired mental health functioning in children and adolescents

Knowledge of next steps - options and examples of the processes and procedures at local level

B)  SCREENING:  Including but not limited to 

Specific screening tools/protocols/research

Partnering with parents/guardians

Understanding the home/school connection 

Parent consent 

Communicating with parents 

Cultural issues:  

Cultural variables that relate to mental illness symptoms

Cultural sensitivity in screening and referral

Communication with providers  

Confidentiality/privacy of mental health information and student records

C)  REFERRAL and FOLLOW-UP 

Sample forms for Consent, Referral, Consent for release of information to and from mental health providers

Strategies and resources for follow-up, providing support to parents to access services for assessment/diagnosis and treatment

Support a student/family during the assessment and treatment planning

Support for the student’s education program while the assessment/ and treatment planning is in process (ex., provide homework help, classroom adaptations) 

School plan for dealing with crises of the individual and the special needs of the student when needed

3) EVALUATION: Summary of Process and Outcomes  

How well does the system of identification and referral work? 

Are children identified and assessed/diagnosed and treated, if known?

Is there a change in individual students’ learning?

Numerous training materials and resources are available on the MDE website:

http://education.state.mn.us/html/intro_speced_mental_hlth.htm
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The work group thanks others who contributed via phone/e-mail.
The work of MMHAG and its committees comprises an overall look and attempt at developing a roadmap for methods and strategies to improve our fractured mental health system of care. There is great crossover between the issues and barriers that each committee is working on and this committee is just one small section of the overall strategy for success. Many of the issues and recommendations described in this document are clearly dependent on the work of these other committees.

Objective of Integrated Pathways for Mental Health and the Schools Subcommittee: To develop and implement strategies, initiatives and processes that improve school climate, mental health screening, and access to mental health diagnosis and treatment for students in need of mental health services, whether in special education or regular education.

I.
Overview

The Surgeon General’s 1999 report states that 21% of children and adolescents age 9-17 experience the signs and symptoms of a DSM-IV disorder during the course of a year. Eleven percent of all children experience significant impairment, and about 5 % experience “extreme functional impairment.” Of the 5% of children and adolescents who suffer from extreme impairment, estimates suggest that 13% have anxiety disorders, 10% have disruptive disorders, 6% have mood disorders, and 2% have substance abuse disorders. Some children and adolescents have multiple diagnoses. 

Research shows that positive mental health contributes to positive achievement and vice-versa. Therefore, mental health services should be made available and easily accessible, either within school systems when appropriate, or within the community. Services should be: accessible; timely; available during school and after-school hours; appropriate to the identified issue or diagnosis; appropriate to the level of care necessary; and evidence-based. In addition, service providers involved in the development and delivery of mental health services for schools need to understand the school’s focus for student achievement goals. Integration of mental health services may occur at different levels within the school based on the student’s and parent’s choice.  However, when special education is involved, integrated mental health service in this context means that treatment is coordinated with the student, family, providers, appropriate school personnel and is delivered in a culturally appropriate manner respectful of the privacy of the student and family.
Throughout Minnesota, students, families, and school districts are facing increasing challenges in accessing appropriate services for students with mental health needs. This committee attempted to address these issues by focusing on three distinct but overlapping components of mental health and the schools:

· Positive School Climate

· Early Identification and Intervention

· Diagnosis and Treatment

The following review and recommendations are made with the ultimate goal of having positive mental health and positive academic achievement for students in Minnesota.

Many barriers were identified during the development of the committee’s recommendations. These barriers are listed in Appendix A. Because these barriers cross over into other work groups in addition to mental health and the schools, they will also be addressed by work groups focusing on such areas as finance and work force shortages.

II.
Recommendations


A.
Positive School Climate

Research shows that students in schools with positive school climate are more attached and engaged to those schools, and that when students are more engaged with schools, they perform better academically. Schools can improve climate and boost student achievement through programming that reduces barriers to learning, reduces stigma, and creates a school infrastructure that is positive, predictable, and consistent. We encourage all schools and school districts to proactively and regularly address school climate as a critical tool to ensure that all students have the opportunity to achieve their full potential. 

· Support the Minnesota Department of Education’s Minnesota Positive Behavioral Interventions and Supports (PBIS) Initiative. Schools should assess themselves with a standardized tool or process. The Minnesota Department of Education should support schools in making the changes that the schools propose.   

· In addition to the PBIS Initiative, school districts and schools should develop a school-wide positive climate program that addresses:

· Cultural and economic equity issues

· Promoting mental and emotional wellness

· Parent-community involvement

· Adult school staff behavior and culture (impact of adult
  
     interactions on climate for students and families)

· School districts and schools should make strong connections and develop ongoing relationships with community mental health providers in their area and involve them in PBIS and additional climate training and implementation meetings.

· The Minnesota Department of Education along with partners in the community (i.e. U of M Center for Excellence in Children’s Mental Health) should develop a comprehensive clearinghouse of positive school climate resources, such as PBIS, as well as other resources. These resources should include: 

· Models and/or frameworks for positive school climate programs

· Data on effectiveness to be used to facilitate acquisition of funding

· A list of “experts” and programs in Minnesota that have successfully implemented positive school climate programs that can serve as consultants and models

· A list of possible assessment and evaluation tools with 
  
      recommendations for those that support best practices and results

· Legislation requiring school administrators to complete training in child and adolescent mental health and positive school climate should be drafted and passed.

· School board members should also get training in child and adolescent mental health and positive school climate.

The following key elements are necessary in order for the above recommendations to be successful: 

· Safe and healthy environments

· Early parent, family, and community involvement

· Promotion of positive mental health from all stakeholders

· Coordinated social/emotional learning supports including alcohol, tobacco, and other drug prevention, social skills curriculum and anti-bullying/violence prevention

· Positive, predictable, consistent building-wide behavior/discipline systems

· Organized building system with coordination of resources and structures, including open and transparent communication

· Welcoming to all stakeholders 

· Attention to cultural competence, race, and equity

· Use of data-driven decision making

· Valuing professional and leadership development

· Linking climate issues to School Improvement Plan

· Mandating differentiated curriculum and instruction


B.
Early Identification and Intervention

While one in five children in the U.S. has a diagnosable mental, emotional or behavioral disorder, studies have found that approximately 80% of students who need mental health problems are not identified. In many of these cases, the child’s mental disorder interferes with his/her ability to succeed in school. The key to improving these children’s educational chances is to identify mental health problems early and provide appropriate help.
· Seek legislation that expands and supports screening for mental health in the schools. Add language to existing law that clarifies that referrals for mental health diagnostic assessments and/or treatment do not establish financial responsibility for the school. Use vision and hearing screens as examples of how this could work. Schools should not have to carry the burden of paying for medical services if they identify a child with a mental health disorder.   

· Develop strategies that support screening and referrals at all levels, both in school and in after-school programs, using accepted, standardized screening tools.  Screenings do not necessarily have to be done by school staff—schools decide who completes the process.   

· The Department of Education should provide schools with a toolkit of informational materials to use to facilitate screening and referral. It should describe the screening process, provide information on screening tools appropriate for a school setting, present models based on what some Minnesota schools are already doing, describe the importance of involving families, include a Frequently Asked Questions answer sheet, and provide relevant info on data practices, sample release of information forms, benefits to schools and students of mental health screening, etc

· The Department of Education should offer regular trainings for school social workers and other relevant parties on mental health screening and referral by school districts. Continue to add training expectations for staff at all levels on recognizing signs and symptoms (teacher training bill etc.).

· Develop a clear structure and linkage to assessment and services after screening, including referral to the student’s health plan for provider recommendations. Each district needs to develop a process for coordinated referral and follow up. Each school/district should have clear guidelines which define: whether a child is acute or not; who in the district is responsible for facilitating the process with the family; what community providers are available; and the appropriate mechanisms to follow up with to determine if families were able to access services. 

· Support and enhance current student services staff in order to facilitate coordination, referral, follow-up, etc.

· Provide linkage to assessment and services after screening.

· If a child is noticed by a student assistance team as having difficulty (the first step toward evaluation for special ed), notify the family immediately and work with them to determine what is happening and what resources and supports the family has and needs. Currently, the child is observed and a determination about the need for assessment is made before the family is involved.

· Work with health plans to develop programs and funding that support early intervention and prevention practices in order to address mental health needs before treatment is necessary. This can become a financial incentive for schools, counties and health plans if evidence-based practice services are employed to reduce further needed treatment and associated cost.

· Provide issue-specific therapy/support groups (anger management, grief, children of alcoholics, psycho education on ADHD to parents etc.)

· Schools should be able to access 3rd party funding for MH screening and coordinating referrals.  


C.
Diagnosis and Treatment

At the point that a student has a diagnosis and identified treatment needs, integrating their mental health services with their educational experience becomes a matter of choice for the student and parent and may also be based on the relationship that the school has with providers.  If, however, the student is in special education, it is important that treatment is coordinated with the student, family, providers, and appropriate school personnel.  In either situation, services need to be delivered in a culturally appropriate manner respectful of the privacy of the student and family.

· Building a system of care that recognizes mental health needs for students that are both in regular education as well as special education. Counties, community providers, Collaboratives, and school districts need to work together to make appropriate services available and accessible in a timely manner. In order to accomplish this recommendation the following action steps are required:

1. Because children with barriers to learning need holistic and comprehensive evaluations which tie services to the individual defined needs, it is recommended that the present EBD language be eliminated for the following reasons that are well stated by the Iowa Department of Education Eligibility Standards:

· The use of labels does not identify an individual’s unique needs;

· Labeling encourages the perception that all individuals in a category have the same characteristics;

· A label, in and of itself, does not provide educators with information regarding the individual’s instructional needs;

· Educators’ expectations based on labels may influence the performance of students;

· Labeling, in  most cases, is negatively loaded terminology and may be permanently stigmatizing; 

· Labeling puts the burden of failure on the student; and

· The use of labels may become the basis for assigning an individual to more restrictive services than required. 

In addition, “EBD” stereotypes mental health disorders as behavioral problems and ignores biological aspects of mental health.

Finally, it is recommended that Minnesota develop language that replaces EBD and is more aligned with “individual eligible for services.”  This will ensure that a student’s placement is not simply related to their eligibility category and that achieving educational objectives is moved to the forefront.

2. The IIIP is the instrument designed to bring these issues together under one plan for children and families. However, there has been reluctance to use the IIIP because there is a fear of payment responsibility for any ongoing services if insurance or other payment is exhausted and coordination of resources across systems is a major challenge.  Resolving fiscal, system and privacy issues would increase the utilization of the IIIP.

· Co-locate mental health professionals/agencies or develop contractual relationships with community providers to be available to schools and accessible for services when needed and appropriate. Providers can be agencies, individuals, Collaboratives, etc. However, it is important to make sure providers are credentialed (CTSS, MA, health plans) or enrolled with health plans to maximize coverage and payment. Use providers to do a wide range of things from consultation with classroom teachers, administrators, and others, to providing direct services and training. Services need to be available both during and after- school hours.
The following actions steps are recommended:

· Advance legislation to create a task force to promote co-location and integrated services, identify barriers to collaboration, develop model contract, and identify examples of where collaboration is successful.

· Provide Rule 79 case management services when possible within the school system. Create mandatory training so that all Rule 79 case managers are informed and trained on special education law. Case managers often work closely with families and should understand the school system providing a strong coordination and access role for mental health. 

· The Minnesota Department of Education should create boilerplate contracts and contractual arrangements that provide a clear delineation of roles and responsibilities when mental health professionals provide mental health services in the schools (i.e., what roles do school professionals play and what roles do contracted mental health professionals play, and with whom does liability rest, and for what?) to share among districts.

· Separate mental health data for students from school data including screening results. Data collected under any treatment, mental health screening or assessment whether on school premises or not should be protected under mental health data privacy rules and HIPAA.

· Work with health plans to support treatment services such as day treatment or family community support services. Health plans often reject coverage believing these programs are purely educational or about social control. Educate health plans and schools that mental health issues and learning are intertwined in the student, and that programs that work with the whole student have greater success. Treatment for these students can not be accomplished in just two or three months.

· School-based treatments should be built on evaluation of such areas as achievement and graduation rates, as well as student and family satisfaction with achievement. Achievement can also be defined by measures outside of grades such as attendance and social interaction.

Key elements necessary to facilitate these recommendations:

· When Special Education is involved or when accommodation is sought under 504, common and consistent treatment and support plans are shared and agreed upon by the service team. (i.e. student, family, providers, school personnel as appropriate)

· Feedback loops of communication among family, providers and key school staff that protect student and family confidentiality are in place.

· Ability to attend to key transition points for the student whether in special education or regular education and understand the mental health implications during these transitions. This is also an important area for mental health professionals to understand regarding educational transitions. Transitions may include; treatment centers back to school, special education to regular education, etc.

· Ability to make classroom or building accommodations as part of the treatment planning process for special education

· Both schools and providers need to share the responsibility for the system as well as the care and education of the student

For more information, contact Mark Kuppe, work group chair, 

at mkuppe@hsicares.org or 651-251-5040

Appendix A

Identified Barriers

System Infrastructure

· Workforce shortage issues mean that there may not be referral options for children who screen positive, or that it will take too long to access services.  Workforce shortage is a critical issue state-wide and is one of the single most difficult areas to address.
· School districts, although they may desire to implement best practices for mental health, lack staff to carry out many of these ideas.
· "Turf issues" are created for school counselors, school social workers, school nurses and school psychologists who can be threatened by having a mental health person doing part of what they see as their job. 
· Considerable confusion remains when different language is used to describe criteria for services, such as EBD vs. SED or screening vs. assessment and diagnosis. Mental health issues are forced into the EBD paradigm and vice-versa.

Funding

· Financing remains a constant issue that raises concern about the sustainability of new programs. Mental health services are currently funded through many different streams, such as school district funds, state and federal special education funds, health plans, grants, and donations.  No single entity assumes responsibility for funding the mental health care of students.

· There is a lack of funding in general for mental health services, including training, as well as staffing, and funding mechanisms do not support reimbursement for school climate activities, including materials. Many different school climate models and interventions exist, however, becoming trained in these models and interventions requires funding. Further, many times ongoing funding is needed for implementation and materials to sustain the program.

· There are still school districts concerned that they might have to pay for services such as diagnostic assessments even though there is no requirement in state law that says that schools have to pay for medical care. 
· Limited funding forces limited choices for providers affecting the schools ability to use other providers in the community. (ex: counties’ limited funds force them to use only one day treatment provider, while a school may want to use a different provider). 
· Diminishing school financial resources have forced schools to cut student support services (school psychologists, social workers, nurses, and counselors) who may already be providing mental health supports in schools.

· Credentialing and 3rd party billing at present are critical to the financing of services. There is a need for credentialed providers, which may prevent school personnel from providing some services and receiving 3rd party payment, especially where there may be a shortage of community providers.


Data privacy

· Students receiving services on school campuses may have concerns about keeping their identities private because of the continued stigma around mental health and being EBD.
· Families wishing to keep certain mental health issues private have serious concerns about their privacy and refusal to share information with schools although it protects their rights sometimes hinders coordinated treatment and care for the student.
· Schools and mental health providers often operate under different data privacy protection rules. These differences can make coordination of care and collaboration and co-location of services difficult at times. Maintaining student and family privacy and safeguarding student records are extremely important and appropriate ways to share information must be clarified.  


Liability issues

· A number of issues arise regarding liability both from the standpoint of payment as well as practice. Both schools and providers feel tremendous liability and responsibility for the student in their settings. Who is in charge of the student’s mental health care when provided in schools especially if the mental health issues are inextricably intertwined with the students’ education?

· Co-location of services may create confusion regarding authority and responsibility. Who has the authority to make decisions especially in co-located services?  


Climate and cultural issues
· Culture barriers of all sorts, including but not limited to, race, religion, poverty, and sexual orientation, exist within school districts, buildings and community providers as well.

· Mental health stigma remains a barrier preventing some school staff from recognizing the potential role schools play in mental health support and preventing some students and families from accessing needed services.

· The importance of all schools having a positive school climate is not currently a shared priority of education and the mental health community.

· Many schools see social, emotional learning and development as separate and unrelated to academic learning, therefore, they do not invest financial or human resources in these activities. Research, however, clearly ties positive academic growth with positive mental health.

· Many schools are not proactive, but rather, reactive when approaching climate and safety issues. This approach often leads to interventions which are created quickly and then are fragmented from other services and interventions within a school or school district. School system change is time-intensive and often needs several years of effort for the work to be sustainable.

· Few community mental health professionals have training, understanding, and awareness of positive school climate. This creates a gap in resources for accessing support outside of school personnel.

· No centralized clearing house of data, research, and strategies for implementing and maintaining positive school climate initiatives exists.

Schools and Mental Health Commitments

Community Education Liaison will:
· provide quality participation on the MMHAG Steering Committee in order to insure identification of issues, policies and proposals which may impact the delivery of mental health and related services to children and youth within our communities and, in particular, our public schools. 

· support collaboration among multiple agencies including Public Schools, County Social Services, Children’s Mental Health Collaboratives in the provision of school-based mental health services.

· support the development and implementation of early identification, screening and intervention services for mental health needs among children in early childhood as well as school-age in our public schools.

· communicate as a member of the Education Community (Minnesota Administrators for Special Education or MASE) with key stakeholders within the broader Public Education community i.e. MSBA, MASA, MASE, EM and MESSPA.

· advocate for the involvement of appropriate Public Education representation in the development or expansion and/or improvement of school-based mental health service initiatives for children, youth and their families.
Children’s Mental Health Partnership will actively work with educators to identify and operationalize strategies that jointly improve both educational and mental health outcomes for children.

Human Services, Inc. commits to:

· participation with the Children’s Mental Health Partnership.

· collaborative partnerships with 6 school districts in developing innovative programs and maintaining existing service systems.  Sharing with others our experience and lessons learned.

University of Minnesota Children, Youth & Family Consortium/Center of Excellence in Children’s Mental Health will:
· identify and promote models and best practices, as well as offering trainings in this area.  Through a close partnership with MMHAG, we can shape our offerings to address the needs identified by the MMHAG workgroups.

· contribute significantly to developing and refining strategies for “mental health in the schools,” as defined on the MMHAG Road Map.  As the MMHAG work plan is developed, CYFC/CECMH will work to see that the University’s resources on models and best practices are brought to bear on this important set of issues and that appropriate experts from School Psychology and other relevant programs are engaged in the process.

Mental Health Association of Minnesota supports the expansion of opportunities for partnerships, and we would like to review any proposed legislation on this priority in order to offer our support.

Minnesota Council of Health Plans will support development and dissemination of best practices in the educational system and across practicing communities; we support the principle of providing incentives for best practices to the extent that they are covered benefits within the benefit set.  We will collaborate with school systems to improve referral mechanisms to health plan providers for identified students.

Minnesota Association of Community Mental Health Programs will:

· contract with schools for co-located and/or integrated services (MH services at the school site and/or at the mental health facility for those with more chronic/intensive services).

· develop a “model contract“ or working agreement for members to use to describe the relationship between community mental health services, schools and others.

Association of Minnesota Counties/Minnesota Association of County Social Services Administrators:  Counties support and encourage schools to enhance their mental health efforts.  We commit to working with the IEICs, collaboratives, and state agencies to improve collaborative practice.

Minnesota Department of Human Services will:

· work through MnSIC (Minnesota System of Interagency Coordination) to coordinate care between the educational special education system and mental health service delivery system.

· serve on Minnesota Early Childhood Comprehensive Services System to plan for coordinated education, health and social services for preschool children.

· support the leadership of Ramsey Action Programs Head Start in developing an integrated continuum of services for preschool children in all Ramsey County early childhood programs and will evaluate the potential of this initiative for statewide replication.

National Alliance for the Mentally Ill of Minnesota will:
· distribute Parents and Teachers as Allies booklet and provide training in the schools for both teachers and parents.

· advocate for a mental health component in the health curriculum for students.

· publicize best practices in the schools.

Washburn Child Guidance Center will work closely with the education system to address the mental health issues of children in order to enable better educational outcomes for all children.

Fairview Behavioral Services will partner with school districts to provide adolescent chemical dependency services within the schools.  We are committed to this model as a means of providing truly community based care and to identify early young people who are at risk for addiction, suicide and mental illness.

Behavioral Healthcare Providers will provide our web-based scheduler and diagnostic evaluation services to the Minneapolis Public School System.  We will perform assessments in the school and use the scheduler and the exchange of information, allowed, via the web with the diagnostic evaluation center.  We will perform real time assessments, referrals to appropriate level of care and exchange of information with the sites and individuals referred to.  BHP is committed to implementing and improving this system in other school districts.
Minnesota Disability Law Center will support effective partnerships among the education system, the social service system and the health care system.

State Advisory Council on Mental Health and Subcommittee on Children’s Mental Health will support MMHAG’s commitments to develop mental health partnerships between educational systems and the mental health system.
SECTION VII

PRIORITY:
EASE OF ACCESS TO SERVICES
OUTCOME:
Consumers and families find the mental health system easy to navigate and can access services appropriate to the level of care needed.

Rationale:  The current system is complex and fragmented.  It is not accessible, efficient, accountable or responsive to consumers.  MMHAG’s goal is to simplify the mental health system, make it easy to navigate, and coordinate care and services in the public and private mental health systems.

Working Agreements, Practice Protocols, & Systems Coordination 

The analysis and recommendations by the Action Team dedicated to Working Agreements, Practice Protocols, and Systems Coordination necessarily must follow the work that has been accomplished to date and reflected in this Road Map.  MMHAG remains committed to developing model working agreements that facilitate communication among providers, systems coordination, and practice protocols that make the mental health system easier for consumers and family members to use.  Stakeholder commitments to these key areas have already been obtained.

Working Agreements, Practice Protocols, & Systems Coordination Commitments

Minnesota Association of Community Mental Health Programs will 

· develop a “model contract" or working agreement for members to use to describe the relationship between community mental health services and primary care clinics/community health centers.

· provide leadership to develop improved coordination of care between levels of care (hospital and community/outpatient, residential and outpatient/community-based care, "return to school" (accommodations and support services), release from corrections, etc.). 

· contract with primary care clinics and community health centers for co-located and/or integrated services at the patient’s health care home (MH services at the PCP site and/or PCP services at the mental health center facility for those with more chronic/intensive services).

· convene groups of special program directors for child mental health and adult mental health to discuss quality, service integration, implementation of evidence-based practices, etc.

· link our services with others to help improve continuity and transition.

· streamline discharge planning and aftercare transitions through contracts, protocols/procedures, and clinical practice changes.  For example, these could include contracts for shared transition planning, coordinated care management, and open “direct access” to service within “x” days following discharge. 

· develop transition services from corrections to community, and develop a model contract or agreement to support the initiative.

· annually convene a leadership forum on MH system improvement, new services, new developments, skill transfer, etc.

· dedicate fund balances and development efforts toward capacity building, innovation, social entrepreneurship, testing new ideas, developing new services or expanding capacity of existing programs.

· develop affordable housing, housing support services and assisted-living arrangement by working collaboratively with developers, financiers, investors, MHFA, HRA, and others. 

Allina:  While protecting privacy, we embrace the practice of coordinating between different levels of care (i.e. in-patient and outpatient care).  We will establish an electronic medical record to substantially improve the ability to coordinate care.

Mental Health Association of Minnesota strongly supports proposing legislation related to the priority of coordinated care.

Minnesota Department of Human Services will:
· make mental health coordination a regular part of its relationships with the health plans.

· work with the East and West metro efforts to develop seamless services that improve crisis response services, encourage subacute psychiatric care and reduce unnecessary hospitalization across the private and public systems.

· support other public-private cooperative efforts such as St. Louis County’s intensive treatment teams and St. Cloud Hospital’s early intervention strategies for children and adolescents.

National Alliance for the Mentally Ill of Minnesota will support legislation to coordinate care and services in the public and private mental health systems.

Fairview Behavioral Services:  In collaboration with our partners in county and state government, payers and Behavioral Healthcare Providers, we will develop a new crisis intervention model for adolescents requiring subacute levels of intervention along with community planning, support, and ongoing care.  This strategy will allow more acutely ill patients access to needed, sometimes scarce, inpatient care and decrease the frequency of placing patients a long way from their home.

Children’s Hospitals and Clinics will work with our public partners, local and state governments, on being a part of a system wide approach to caring for the mental health needs of children and youth.  Although we do not have inpatient psychiatric beds, our two emergency departments are the site of initial evaluation for many pediatric patients with acute behavioral and mental health needs. We are committed to being partners with those health care providers who do provide acute and sub-acute inpatient services.  Our psychologists will serve on public private collaborative efforts (East Metro Mobile Crisis Unit) regarding referrals, crisis intervention, step down planning, etc.
Behavioral Healthcare Providers will support consistent and effective access that assures a seamless continuum of care. BHP is committed to developing its Diagnostic Evaluation Center.  The purpose of this model is to identify patients prior to or at crisis, determine their best level of care needs and make sure through use of the scheduler and the integrated behavioral data system, which assures, through the web, exchange of assessment and other critical clinical data between the patient being assessed and the provider taking the referral.  BHP is committed to implementing this system in other counties.
SECTION VIII
COMMITMENT STATEMENTS
BY ORGANIZATION



OVERVIEW: 





School Mental Health Screening Framework  





The framework includes:





Elements of a Supportive System:   





Management includes a structure that provides authority, staffing, resources and communication channels to ensure necessary and credible services are provided.


Training ensures educators are prepared to carry out a district’s plan.


Evaluation plans for data to be collected to judge whether there is a positive impact for children, families and schools.





Elements of the Screening Process 





Outreach is the process by which children become known to the system.  


Screening is the actual event of screening.


Referral and Follow-up is the process of informing parents and facilitating a referral to a community-based provider for diagnostic assessment and supporting families to ensure that an assessment has been completed.








School Mental Health Screening Goal:  





Identify children and adolescents who may be at risk of having impaired mental health functioning warranting immediate attention, intervention or referral for diagnostic assessment.
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