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Behavioral Health Partnership Oversight Council
DCF Advisory Committee
Legislative Office Building Room 3000, Hartford CT 06106

(860) 240-0321     Info Line (860) 240-8329     FAX (860) 240-5306

www.cga.ct.gov/ph/BHPOC

Co-Chairs:  Sherry Perlstein & Kathy Currier
Meeting Summary: Sept. 7, 2010
Next meeting:  Tuesday Oct. 5, 2010 @ 9:30 AM at CCPA, Rocky HIl

Attendees: Sherry Perlstein (Co-Chair), Dr. Karen Andersson, Dr. Bert Plant & Lois Berkowitz (DCF), Kathleen Balestracci, Irvin Jennings, MD, Sarah Lockery, Patricia Marsden-Kish, Ann Phelan, Laurie VanderHeid, Heather Brown (ValueOptions), Elizabeth Murdoch, Teresa Fazio-Winter, H. Teed, C. Westerholm, Dr. Jeffrey Vanderploeg (CHDI, CT Center for Effective Practice),(M. McCourt, Legislative staff). 
A report analyzing CT’s Outpatient Mental Health System for Children, funded by DCF with additional funding and support by the Children’s Fund of CT and the Connecticut Health Foundation, was done by the CT Center for Effective Practice of the Child Health & Development Institute of CT (CHDI).  Input into the study came from diverse groups such as the CT Community Providers Association (CCPA), parents and family members, FAVOR, DCF Area Offices and Resource groups, Child Guidance Clinics and ValueOptions, the Administrative Service Organization for the CT Behavioral Health Partnership Program (a ‘carve-out’ of behavioral health services for children and families in HUSKY under the management of DSS & DCF).  The study method included online surveys, interviews and focus groups. The report included an analysis of the strengths as well as needs of routine outpatient services. The report described routine outpatient mental health (MH) services as a fundamental program within the behavioral health system that provides services to more children than any other MH level of care service.  The full report can be found at: http://chdi.org/publications.php 
Jeffery Vanderploeg, PhD (CHDI) and Bert Plant, PhD (DCF) reviewed the highlights of the report with the Committee and answered questions (click icon below to view the power point presentation, study details).  Dr. Vanderploeg emphasized that this analysis can be used to generate other questions, identify priority issues and associated interventions and Dr. Plant (DCF) spoke to the need to provide quality services and optimize resources. 
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Committee questions/comments by study areas:

(Slide 9) Clinic & child/family characteristics, outpatient (OP) capacity 

· Average case load per clinician in the OP setting is ~29 clients/clinician.  The average length of stay (ALOS) that impacts service access can vary from 16 months to 4 months).  Sherry Perlstein said the ALOS should take into account the variety of the type of services provided during different treatment phases (i.e. medication management/maintenance only versus weekly psycho therapy sessions early in the treatment process).  Future analysis of the OP system needs to consider this and the type of clinician providing treatment, not just the type of treatment.
· Dr. Jennings commented that in his clinic, early discharge of current stable patients is not an option when capacity is stretched; a clinician would be added to accept new clients. Some clinics, however, may not have the physical space to expand clinicians to meet demand.

· Optimal LOS for OP services was discussed:
· Literature identifies the beneficial optimal peak duration for OP treatment associated with focused goal setting, beyond which there are diminishing returns. 

· Parents and providers suggest that client “needs” may be defined differently as each family is unique.  Dr. Plant said resource management needs to be considered.  For example OP treatment cannot be an all - inclusive intervention; families may benefit from community wrap around services as well as OP MH therapy.  Including MH and non-MH services within the treatment LOS impacts duration of treatment and client access. 
(Slides 10-11)Case complexity/family engagement impact treatment outcomes and access to OP MH services: 

· More intensive, higher acuity cases are being seen in the OP setting.  Clinics are asked to accept a case until a higher level of care is available. 
· Adult caregivers may have treatment needs that cannot be addressed in family/child therapy; however referring the adult to an adult clinic (if this clinic is child-only) can result in the loss of both the pediatric client and the family. From a family perspective, fear may interfere with the adult seeking MH services; peer support can be invaluable in helping the parent connect to their treatment. 
· Considerable discussion on family engagement included the following challenges in this area:
· The family’s cultural perspective and/or ambivalence can lead to missed (‘no-show’) appointments. 

· Families may not be clear about a clinic policy on treatment discharge related to frequently missed appointments.  

· Family participation in OP therapy may be voluntary or involuntary (i.e. referral from DCF, Juvenile Justice, school).

· CHDI & a consultant worked with Extended Day Treatment (EDT) providers to identify evidenced-based strategies for family engagement, provide practitioner training and measurement tools for the impact on engagement interventions.  Sherry Pearlstein asked DCF to arrange a similar process for OP MH providers.  Dr. Plant said block grant dollars may be available; need to learn from the EDT initiative. 
· The expectation is that through effective family engagement treatment outcomes, access and administrative function would improve. 

(Slide 12) Screening/assessment is related to quality care.  The Committee discussed aspects of this including:

· Pediatric co-morbidities need to be identified and become part of the treatment plan. DCF noted that integrated care at one site has the best chance of positive outcomes. Providers noted the IICAPS program is a good model for community collaboration within an integrated system of care delivered at more than one site.  
· Screening for trauma, important for the child/adolescent, and substance use in pre- teen, teens may reveal other problems that necessitate a more integrated treatment approach with an opportunity for family/client success. 
(Slide 13) Service Delivery practices discussion was related to the feasibility/generalizability of applying evidenced based (research based) interventions in the clinical setting.  It can be applied; some clinics have adopted evidence-based trauma-focused cognitive behavioral therapy.  Best practices also can be implemented. Practice change and adoption of evidenced–based/best practices requires the financial resources to collect baseline data and ongoing data, staff training and ongoing supervision as well as sustainability of change after an external grant funded period has ended. 
(Slide 14) Staffing &Workforce Development continues to be a challenge for OP clinics both in hiring staff trained in best practices and retaining the well-trained clinician by reducing professional “burn-out” .   Other points included:
· Interns may reduce the staff/client ratio during their training period which is beneficial to the clients; however intern end-of-year reassignment to other staff is difficult for the family/client. 

· “Paper work” demands required for compliance with program, state agency & federal reporting requirements often lead to staff turnover.  Sherry Pearlstein said there is 1 hour of paper work for every hour of service.  Dr. Plant said a Data OP learning collaborative is looking at the burden of various reports required per case and considering how best to coordinate data measurement and federal & state licensing reports in a way that is useful for improving care.
· Within the next two years commercial insurers will require clinician specialty credentialing for reimbursement that may add to the workforce challenges. 
(Slide 15) Data Collection & Reporting comments were interspersed throughout the discussion (see above).  In addition the importance of clinic infrastructure development and technical support, collecting baseline (pre-intervention) data and identifying performance and outcome indicators that can be collected, analyzed and reported on a regular basis was emphasized.  Need to examine utilization patterns across multiple episodes of care, taking into consideration suggestions made early in the meeting related to the type of services used during different treatment phases (pg. 2).

(Slide 16)  System Level Issues were also noted throughout the discussion.  The power point summarized key aspects that include:
· Clearly defining the role of OP services and outcomes as an integral part of the BH system.

· DCF & ValueOptions along with providers/families and other stakeholders should evaluate data and outcomes to identify service gaps that occur for which subpopulations. Licensure creates a barrier for clinics to provide home therapeutic visits for the young child/family, further contributing to the challenge of effectively treating the young child within the system.

· Assess service utilization and identify acuity levels across levels of care and expand intermediate levels of services as deemed appropriate subsequent to the analysis. 

· Develop statewide learning collaboratives to identify critical issues and opportunities to improve the system and further integrate BH and the child welfare system. 

Sherry Perlstein thanked DCF and CHDI for discussing this report.  Dr. Andersson (DCF) and the Co-Chairs will address how best to engage family input into the various existing work groups that developed from this report. DCF will report back to the Committee on the collaboratives’ work. 
The agenda topics for the October 5 meeting include the following:

· Discuss the DCF “One-One” services and new (Aug. 2010) ValueOptions prior authorization process.

· Next steps for family input into the OP system report.
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Presentation Goals

Describe study background



Overview of results



Review and discuss recommendations



Discuss next steps
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Background

		The CCEP Advisory Board  prioritized an analysis of the strengths and needs of routine outpatient treatment for children

		DCF commissioned the study with additional funding and support from the Children’s Fund and the Connecticut Health Foundation

		Target audience: DCF, outpatient providers, children and families, family advocates, funders

		Draft Report Reviewers: Reviewed findings, suggested modifications

		CCPA and provider community: Phil Guzman, Irvin Jennings, Kim Nelson, Gary Steck 

		FAVOR: Hal Gibber, Llonia Gordon

		DCF: Bert Plant, Marilyn Cloud

		CHDI: Judith Meyers, Jennifer Schroeder

		CT BHP: Karen Andersson, Lois Berkowitz, Lori Szczygiel
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Surveys

		Parallel versions

		32 agencies responding (18 with mostly complete data)

		Survey drafts reviewed by CCPA





Key Stakeholder Focus Groups

		ValueOptions, DCF Area Office Directors, DCF Behavioral Health Directors, DCF Area Resource Group (ARG) staff, Parent members of CBHAC

		Responding outpatient agencies serve the top 10 most populated CT cities, as well as surrounding towns and communities





Site visits

		Nine participants selected based on size and geographic location





Literature Review

		Supplemental data from the research literature





Note: DSS outpatient claims data



		



Study Methods
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Areas of Inquiry

Characteristics of clinicians and agencies

Characteristics of children and families

Indicators of client and case complexity

Screening and assessment practices

Service delivery practices

Staffing and workforce development

Data collection, analysis, and application





Note: Limits of consistency of data infrastructure, access to internal and external data sources, data structure for survey items
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Overview of Results

Report Sections

		The Role of Outpatient Treatment in the System of Care for Children

		Characteristics of Clinicians, Administrators, Agencies, and Clients

		Treatment Capacity and Access

		Case Complexity, Case Management, and Family Engagement

		Screening, Assessment, and Service Delivery Practices

		Evidence-Based Practices and Treatments

		Staffing and Workforce Development

		Data Collection, Analysis, and Application

		Systems-Level Issues
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Recommendations









Enhance Collaboration

		 Regular outpatient meetings convened by DCF with managers from all contracted providers and a diverse group of stakeholders that includes youth and families



		 Consolidate goals from all outpatient initiatives, align goals with one another, and identify a common vision for program improvement



 

		  An annual work plan can be developed by the outpatient workgroup and subcommittees to identify priorities, establish a timeline with goals and objectives, and develop an implementation strategy for the outpatient treatment system. 



 

		 Workgroups and subgroups can be helpful for implementing strategies on specific aspects of outpatient funding and service delivery
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Treatment Capacity and Access



		



		 QA database to collect, analyze, and report case flow indicators.

		  Create benchmarks and develop data analysis procedures; report data back to sites monthly, quarterly, annually



		 Clinical decisions regarding length of stay and discharge informed by data on treatment response and outcomes



		 Closely monitor and reduce the amount of time from referral to the beginning of treatment, adapting ECC initiative strategies
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		 Explore funding options for enhancing case management (leveraging Medicaid dollars, seeking additional external funding opportunities)



		 Paraprofessionals, parents, and interns can be utilized as additional resources to assist in case management



		 Explore opportunities for outpatient clinics to receive training on Medicaid regulations and strategies to maximize reimbursement for case management



		 Increase monitoring and QA of case management activities



		 Incorporate treatment planning/ case management activities into the treatment session





Case Complexity and Case Management
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Bob will make the point that we’re enhancing practices that already are in place, not looking to re-invent or overhaul the program. 









		 Involve outpatient providers and family members in a statewide family engagement enhancement initiative (similar to the recent EDT initiative). 



		 Use of peer specialists, family members, and possibly interns for case management to reduce treatment barriers



		 Service planning and delivery that focuses on child and family needs 



		 Use lessons learned from the current MHT-SIG Wraparound Initiative, to disseminate the Wraparound approach and enhance family-driven treatment



		 Track and monitor family engagement as an indicator of treatment quality as a method to enhance family engagement practices



Family Engagement
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Bob will make the point that we’re enhancing practices that already are in place, not looking to re-invent or overhaul the program. 









		 Increase the use of standardized screening and assessment tools to facilitate consistent assessment of child and family functioning, ongoing treatment need, treatment response, and treatment decision-making



		 Enhanced assessment of child and family strengths and incorporating these into treatment and discharge planning



		 Facilitate sharing screening and assessment data within and between programs and agencies



		 Screening and assessment findings used to inform the identification and delivery of evidence-based and best-practice treatments



Screening, Assessment, and Service Delivery
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Bob will make the point that we’re enhancing practices that already are in place, not looking to re-invent or overhaul the program. 









		 All stakeholders identify and adopt one or more outpatient EBTs, appropriate for outpatient settings, to meet identified needs particularly in priority areas (e.g., autism, internalizing behavior disorders, young children, and children with oppositional behaviors whose parents require behavior management training).



		 Include QA, evaluation, and outcome data collection and analysis



		 When possible, use comprehensive and systematic approaches to implementation, such as the Learning Collaborative methodology, to disseminate EBTs



 

		 Comprehensive training and supervision of EBTs at multiple levels. Promote organizational change to support EBT sustainability

		Address financial barriers to EBT implementation such as time and money required for training and supervision   





		Integrate family engagement with an EBT demonstration



		 Address sustainability after grant funding ends. Explore special incentives or enhanced reimbursement rates for agencies that implement EBTs and achieve improved outcomes



Evidence-Based Treatments
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GUIDELINES: 6-week follow-up

MOBILITY: 80-90% mobility

CRISIS BEDS: Consistent with national models

CATCHMENT AREAS: Reduce contracted providers to 6 













		



Staffing and Workforce Development

		 Recruit/retain bilingual and bicultural staff, provide cultural competence training



		 Examine compensation for outpatient treatment providers, considering innovative strategies to promote performance and productivity



		 Training and professional development opportunities



		 Examine use of students/interns in outpatient care. Promote agency policies to ensure adequate supervision and match of client need to competency level 



		 Monitor results of the MHT-SIG workforce development project. Consider for statewide replication



		 Promote clinician credentialing for specialty treatment areas



		 Enhance use of Peer Specialists for case management, family engagement, and community outreach
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GUIDELINES: 6-week follow-up

MOBILITY: 80-90% mobility

CRISIS BEDS: Consistent with national models

CATCHMENT AREAS: Reduce contracted providers to 6 









Data Collection and Reporting

		 Infrastructure development and technical support (esp. given PSDCRS)



		 Develop a culture in which data is viewed as part of the service, not as a separate activity



		 Providers, DCF, CT BHP, and other stakeholders can work together to identify a set of performance and outcome indicators that can be collected, analyzed, and reported on a regular basis (at aggregate and provider-specific levels)



		 Examine utilization patterns across multiple episodes of outpatient care to better understand service need and long-term outcomes
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RELATIONSHIPS: Effective MOUs with hospital EDs, schools, law enforcement, group/foster homes

PARAPROFESSIONALS: Consistent with national models

 PHASED IMPLEMENTATION: Starting with areas of greatest need (ED utilization, complaints, etc.)









Systems-Level  Issues

		 Clearly define routine outpatient treatment within the system of care, including its services, roles, and expected outcomes



		 Develop a statewide learning community to identify salient issues, challenges, needs, and areas of opportunity



		 Recognize and promote the importance of behavioral health for children across DCF’s mandates, including child welfare.  Work to further integrate behavioral health and child welfare across the state



		 DCF, CT BHP, and provider organizations can work collaboratively to attend to treatment gaps for children with particular diagnoses or treatment needs (e.g., substance abuse, MR/DD, autism)



		 Continue to examine service utilization across levels of care. If appropriate, expand access to intermediate and intensive community-based programs



		 Access to natural, community-based, and non-traditional services and supports
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RELATIONSHIPS: Effective MOUs with hospital EDs, schools, law enforcement, group/foster homes

PARAPROFESSIONALS: Consistent with national models

 PHASED IMPLEMENTATION: Starting with areas of greatest need (ED utilization, complaints, etc.)









Further Research

		 Build upon these initial findings to systematically and regularly examine needs and outcomes



		 Promote a culture in which data (PSDCRS, CT BHP data, and other) is used to better understand needs. Enable providers to access and utilize their data



		 Promote and create mechanisms for ongoing continuous quality improvement across outpatient system



		 Collect and analyze follow-up data to determine how these findings apply to urban, suburban, and rural areas
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RELATIONSHIPS: Effective MOUs with hospital EDs, schools, law enforcement, group/foster homes

PARAPROFESSIONALS: Consistent with national models

 PHASED IMPLEMENTATION: Starting with areas of greatest need (ED utilization, complaints, etc.)









Next Steps

		 Continue to consider these findings within a broader context of DCF Behavioral Health Strategic Plan and other guiding frameworks



		 Continue to meet in outpatient learning community and subgroups

		 Continue to develop goals and objectives with appropriate and realistic timelines



		 Continue to utilize the broader stakeholder group to prioritize recommendations and action plans
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RELATIONSHIPS: Effective MOUs with hospital EDs, schools, law enforcement, group/foster homes

PARAPROFESSIONALS: Consistent with national models

 PHASED IMPLEMENTATION: Starting with areas of greatest need (ED utilization, complaints, etc.)









Comments and Questions
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