PAGE  
1

Behavioral Health Partnership
Oversight Council

Provider Advisory Subcommittee
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

Meeting Summary: June 18, 2008
Chair:  Susan Walkama

Next meeting: July 16, 2008 at 2:30 PM in LOB Room 2600
Present:  Susan Walkama (Chair – Wheeler Clinic), Mark Schaefer (DSS), Lois Berkowitz (DCF), Dr. Steven Kant (ValueOptions),John Levba (United Community & Family Services ), Jody Rowell (Clifford Beers), Cara Johnson (The Village), Gary Steck (Wellpath), Jill Benson (CHR), Sweets S. Wilson (Catholic Charities), Regina Moller (The Village). M. McCourt (Council staff).  Phone conference:  Dr. Andrew Lustbetter, Stewart Greenbaum (Mid-Fairfield), Dr. Cay White, Phil Guzzman (Bridgeport), Dr. Peter Joost Van Watum, Alice Foster (Clifford Beers).
Meeting Focus:  Discussion of ECC standard of psychiatric evaluation within 14 days of intake
The standard in the current Enhanced Care Clinic (ECC) contract is a timely psychiatric evaluation for children/adults within 14 days after clinic intake regardless of the nature of the visit (routine, urgent or emergency).  The purpose of this meeting is a discussion with CTBHP and ECC providers about reasonable expectations related to this standard.  DSS stated that:

· Hospital ECCs (4) were required to establish timely access to psychiatric evaluation/medication and were reimbursed at rates higher than free-standing ECCs. Approximately $1M was added in the new round of ECC contracts to free-standing ECCs with the understanding that these ECCs (40) would have timely access to psychiatric evaluation/prescribing similar to hospital ECCs.
· Timely access to psychiatric evaluation/ medication, which is applied on to new ECC patients, may reduce ED utilization for BH visits.   

Discussion points:

· ECC, out of necessity, triage clients at the initial intake. BHP was asked What clinical situations classify as “urgent”?  Dr. Kant (VO) stated a patient immediately out-of-control, generally at risk for suffering or impairment without immediate attention. 

· From a provider perspective, the ‘outside” also views lapses in medication scripts as an “emergency” case.  Some patients may not fully participate in therapy, but do take meds. The clinics see therapy in conjunction with meds as the most beneficial to the patient/family.
· Providers stressed that it is critical to have a ‘bridge’ with the previous prescribing practitioner, including the hospital that discharges the patient, who knows the patient and their medical history.  This original prescribing practitioner is in the best position to renew a patient’s medication while the patient is getting ‘connected’ to a new treatment site.   Re-ordering meds without knowing the patient is medically problematic and creates quality of care and safety issues.
· Emergent cases:

· Why are ECCs taking emergent cases when Emergency Mobile Psychiatric Services (EMPS) was developed to respond to emergencies?  DSS noted that not all ECCs have associated EMPS services for children; adult ECCs do not have EMPS.  
· The ECC needs to be sure the case is appropriate for the ECC or should be referred to a higher level of care.  If such a level of care is not readily available, the ECC would meet the patient’s urgent needs.

· ECCs do triage cases and ensure the urgent case sees a prescribing practitioner.  This often necessitates moving a less-urgent/maintenance case lower on the list for psych evaluation; this could result in a developing clinical crisis for this patient.  
· ECCs have successfully improved ‘timely access’ to services as wait lists have disappeared.  The challenge now is to meet the 14 day psych evaluation regardless of clinical acuity at time when work force capacity issues make it difficult to meet the demand.

· Work force issues were identified:

· The Child/Adolescent Psychiatric Association made it clear to BHP that their membership would be available for consultation, but most private practices were not open to accepting Medicaid clients.  

· BHP is working with psychiatric Advanced Practice Nurses (APRNs) to encourage their role with ECCs.

· In looking to develop an efficient use of prescribing practitioners availability: 

· DSS Psych evaluation/prescribing rates were increased.

· DCF waived full evaluation reports for Psych MD consultation.
· ECC MOU with PCP may allow some PCPs to do ‘maintenance’ treatment.
· Overall emphasis on appropriately growing community-based capacity at the ECC level, efficient use of professional workforce to enhance/maintain capacity (including gradual addition of PC to maintenance services) while not impairing quality of care during the capacity building process at a difficult budgetary time in the State.
· Data needed to further inform the discussion (SC queries of database) and compile a compendium of clinic practices in managing psych evaluation/medication for higher acuity cases and identify to what degree psych evaluation/medication services are critical to BH access.
· ECC “operational implementation work group” will take the lead on defining ‘best practices’ for this ECC policy.
· The Provider Advisory Group (PAG) SC will look to develop consensus on timely access and benchmark data parameters in September. 
