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                               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

This subcommittee will review and make recommendations regarding draft Level of Care and Utilization Management guidelines developed by the Clinical Management Committee (co-chaired by DSS and DCF).

Meeting Summary: May 26, 2009
Co-chairs:  Susan Walkama   Hal Gibber

Next meeting:  Wednesday June 17, 2009 2:30 – 4 PM at ValueOptions, Rocky Hill
Attendees:  Susan Walkama (Chair), Melissa Sienna, Peter Panzarilla, Lois Berkowitz & Bert Plant (DCF), Mark Schaefer (DSS),Ann Phelan, Laurie Vander Heide, Jim Garland (CTBHP/VO), Julianne Diaz (DMHAS), Jill Benson & Heather Gates (CHR), Janine Holstein (Harbor Health), Tyler VR Booth (Inter Community), Kathleen Mc? (Rushford), Sherry Perlstein (CGC of Southern CT), Connie Catrone (CMHA), Terri DiPietro (Middlesex Hosp), Terry Edelstein (CCPA), Michael Patota (United Services), David Lawrence-Hawley (Klingberg Family Centers), Marilyn Cormack (Birmingham Grp. Health Services {M. McCourt, legislative staff).
Co-Occurring Disorder (COD) Requirements for ECCs (Click icons below)
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This topic was reviewed at the Feb. 2009 Provider Advisory meeting.  Questions related to the draft ECC policy provisions and implementation necessitated further clarification from DCF & DSS before the policies could be approved by the Subcommittee and referred to BHP OC for action (click 1st icon to view Q&A adult COD). 

Revised (since Feb) Adult COD Requirements: key issues discussed included:
· Policy requires new Memorandum of Understanding (MOU/MOA) that are costly to an ECC and are required when an ECC already has other MOUs with an entity. (I.e. EMPS has 70 MOUs).  Susan Walkama suggested that specific language could be added to a general MOU as needed.  It was noted collaborative practice already exists with internal procedures (I.e. local systems of care already in place have a collaborative process). 
· (Pg 3 of adult policy) Qualify at least one staff for COD (mental health/substance abuse) in a clinic by certification as alcohol/drug counselor or “2 years experience providing primary addiction treatment services”.  Suggest adding DPH requirement of 50 hours of training in lieu of 2 years experience in addiction treatment services.
· Some ECCs have secondary sites (pg 1, adult policy) that may refer a client back to the primary site for specialized services and should be exempted from certain standards such as this. 
· (Pg 2) medical intervention refers to medication intervention. 
· DPH multi-specialty license is in effect but it was thought that DPH was moving toward licensure by type of services that may complicate the ECC policy process.
· The crux of the discussion centered on existing HUSKY ECC rate increases and contractual expectations of the ECCs beyond the two added requirements of timely access to care and ECC/primary care MOUs.  Added expectations beyond ECC service integration create unintended burdens on the ECC shifting their mission and incurring costs beyond the ECC rate increase. Originally the enhanced rates were not intended to open new services (I.e. add treatment of SA in a clinic. If the service is expanded/added for one payer, the change would apply to all payers. 
· DSS noted that adult fee-for-service (FFS) ECC rate is 70% higher (~Medicare rate) than one year ago.  The intent of the enhancement is development of best practices rather than redesign of provider services. While timely access is supportable in all ECCs, the COD policy in both free standing and hospital clinics applies to adults only at this time.
· DMHAS stated the COD policy is not intended to expand service populations by requiring treatment of SA-only conditions.  
· Ms. Perlstein noted, in the discussion of adolescent services, that parent/caregiver assessment of SA or mental health disorders as part of the client’s family assessment.
Subcommittee recommendation: include screening and assessment of COD in an ECC with an option to refer client to outside SA provider initially or when it become clear that a worsening clinical situation requires ‘specialty’ treatment referral. 
Revised Adolescent COD Requirements (Click 2nd icon above) Issues discussed included:
· Questions about the GAINS assessment tool included:
· Since parents sign the teen treatment plan, the clinic may not initially identify SA issues in the plan until they work further with the teen client.
· GAINS assessment tool is used for clients aged 12 years and above; however some clinics may use another standard tool.  

· DCF offered to work with DSS on provider training for standard assessments.

· DCF currently does not have the infrastructure to systematically use the GAINS. 
· There is limited capacity for adolescent substance abuse treatment, with geographic service gaps that leads to under diagnosing of teen SA disorders.  Meeting the service gap involves provider training, treatment model building and supervision, all of which add non-reimbursed cost to clinic operations.  The issue of developing competent SA practitioners in a clinic versus improving integrated service coordination for referrals was raised for adolescent services. Dr. Schaefer said the ‘gold standard’ would be to offer evidenced-based services at one site; however it is possible to set the stage for reasonably competent care involving assessment (teen and family), integrated coordination of referrals or treatment by the clinic.
· Susan Walkama stated it is important to:
· Support training for brief teen SA treatment and equally important to identify who benefits from brief treatment interventions versus more intensive services.
· Separate the use of appropriate standard assessment process from treatment in the policy. 
Dr. Berkowitz (DCF) summarized the key issues related to the ECCs’ COD requirements raised at this meeting:

· Screening, assessment, brief treatment VS specialty/intensive treatment

· Overlapping clinics that serve specific cohorts (I.e. children only) and life span clinics

· Look at how to best move forward in shaping ‘best practices’ for COD for adults and adolescents.

Dr. Schaefer suggested, in consideration of the discussion, a phase-in of the COD requirements:

· Phase 1:  screening & assessment 

· Phase II:  integrated care, (for those with SA license it is reasonable expectation to treat client within the clinic). 

Susan Walkama outlined issues for June 17th meeting related to COD requirements:
· Teens, use of standard assessment tool that may be other than GAINS tool

· Those clinics that do not have SA specialty license would not be expected to screen/assess AND treat.

· ECC Phase in process for COD 

· Address primary VS secondary site requirements.

· Staffing section is very prescriptive: review. 

Agenda items sent out by Chair for June 17th meeting:
1. Role of DMHAS in BHP/FFS 
2. ECC Co-occurring Guidelines Adults and Adolescents 

3. Intensive Home Based: LOC Guideline Revision and changes to authorization process 
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TO:               General Hospitals and Freestanding Behavioral Health Clinics


SUBJECT:   Integrated Care Requirements for Adolescents with Co-Occurring Mental Health and Substance Use Disorders in the Enhanced Care Clinics under the Connecticut Behavioral Health Partnership, Medicaid Fee-For-Service, and Charter Oak Health Plans


The purpose of this bulletin is to notify Enhanced Care Clinics of new requirements for continued designation as an Enhanced Care Clinic (ECC).  These requirements pertain to integrated care for adolescents with co-occurring mental health and substance use disorders.  ECCs must be able to demonstrate compliance with the requirements outlined in this transmittal no later than ____.  As used in this transmittal, the term ECC includes the primary site and associated secondary sites.  


Each ECC is required to provide integrated screening and, in some cases, brief intervention of adolescents (ages 12 to 17) for co-occurring disorders, and to have in place the infrastructure (i.e., clinical supervision, staffing, quality assurance activities, and policies and procedures) to support the provision of integrated screening and brief intervention services. 

Specific Requirements


1) Protocol for standardized mental health and substance use screening tools:


· The program uses the GAIN Short Screen, a standardized mental health and substance use screening instrument with established psychometric properties, for routine screening for psychiatric and substance use symptoms upon all admissions. (Note: The co-occurring screening requirement was implemented for all DMHAS operated and funded programs on 7/1/07.) 

· Training on the GAIN can be made available to any ECC that requires it.

2) Protocol for screening and brief assessment:


· If the client achieves a score on the GAIN in the low range than no further assessment or treatment for substance abuse is necessary.


· If the client achieves a score on the GAIN in the moderate range than the clinic must provide brief intervention that includes basic engagement skills such as basic motivational interviewing that are developmentally appropriate.  Training for staff may be provided by the Department of Children and Families, if requested.

· Engagement of family members or guardians as clinically indicated

· The program documents both psychiatric and substance use diagnoses.

3) Protocol for linkage to appropriate services

· If the client achieves a GAIN score in the high range, the clinic is responsible for   achieving linkages to appropriate substance abuse or mental health services if they cannot be provided within the clinic.  Referral and linkages to a higher level of care such as in-home clinical substance abuse and mental health should be considered for clients scoring in the high range on the GAIN SS until there is reduction in behavioral symptoms to be managed and benefit can be achieved from outpatient treatment.         

· For clinics with DCF OPCC license and DPH outpatient substance abuse license evidence of how screening, assessment and treatment plans and services are integrated under both licenses.   


· For clinics with DCF OPCC licenses - evidence of linkage to the appropriate level of care for substance abuse treatment through either MOU or in Policies and Procedures

· For clinics with DPH outpatient substance abuse license - evidence of linkage to the appropriate level of care for mental health services

· Policies and Procedures that describe process for identification of co-occurring disorders and linkage to appropriate providers


· Policies and Procedures that indicate process for ongoing communication between substance abuse and mental health providers.


4) Optional


· For clinics with DCF OPCC licenses - obtain DPH outpatient substance abuse license


· For clinics with DPH Substance Abuse licenses - obtain DCF OPCC license
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TO:                 General Hospitals and Freestanding Behavioral Health Clinics


SUBJECT:   
Integrated Care Requirements for Adults with Co-Occurring Mental Health and Substance Use Disorders in the Enhanced Care Clinics under the Connecticut Behavioral Health Partnership, Medicaid Fee-For-Service, and Charter Oak Health Plans


The purpose of this bulletin is to notify Enhanced Care Clinics of new requirements for continued designation as an Enhanced Care Clinic (ECC).  These requirements pertain to integrated care for adults with co-occurring mental health and substance use disorders.  ECCs must be able to demonstrate compliance with the requirements outlined in this transmittal no later than ____.  As used in this transmittal, the term ECC includes the primary site and associated secondary sites.  


Each ECC is required to provide integrated screening, assessment, and treatment for individuals with co-occurring disorders, and to have in place the infrastructure (i.e., licensing, clinical supervision, staffing, quality assurance activities, and policies and procedures) to support the provision of integrated services.


Specific Requirements


1) Protocol for standardized mental health and substance use screening tools:


· The program uses standardized mental health and substance use screening instruments with established psychometric properties for routine screening for psychiatric and substance use symptoms upon all admissions. (Note: This requirement was implemented for all DMHAS operated and funded programs on 7/1/07.) 

· Program has existing capacities and appropriate services in place to admit all individuals with co-occurring disorders, including individuals with high symptom acuity and/or high severity of disability, provided outpatient services is the appropriate level of care.

2) Protocol for integrated assessment:


· The program performs a formal, integrated, and comprehensive assessment. Psychiatric, substance use and trauma histories are reflected in the medical record, including longitudinal information about the interaction between an individual’s mental health symptoms and substance use. 


· The individual’s stage of change (e.g., pre-contemplation, contemplation, preparation, action, maintenance) for each disorder/problem is documented and incorporated into treatment planning.

· The program documents both psychiatric and substance use diagnoses.

3) Protocol for integrated services:


· Treatments for mental illnesses and substance use disorders, including medications, are provided concurrently.


· Through multiple modalities (e.g., individual, group) the program includes:


i. motivational interventions;


ii. education about the symptoms, course and treatments for specific mental health and substance use disorders, and the interactive nature of co-occurring conditions;


iii. skill-building components to reduce substance use and better manage mental health symptoms (e.g., cognitive behavioral therapy);


iv. trauma-informed and trauma-specific services; and


v. relapse prevention planning.


· Program displays, distributes, and utilizes client/family educational materials addressing both mental health and substance use disorders, and co-occurring disorders.


· Psychopharmacologic and addiction pharmacotherapy interventions are provided on-site, except for methadone and bupernorphine, which require specific federal approvals (unless provider is approved for these); 


· Peer supports for people with co-occurring disorders are available on-site or through collaboration (e.g., assertive linkage to 12-step groups that are accepting of people with co-occurring disorders, alumni groups).


· Family members or other significant support persons are incorporated in the treatment process through family psychoeducation groups, multi-family groups, and/or family therapy, all of which include a focus on co-occurring disorders.


4) Staffing:


· Agency human resource (HR) policies incorporate a focus on competencies for providing services to people with co-occurring disorders in the hiring, clinical supervision and evaluation of staff.


· At least one direct care staff member in the program has mental health licensure (i.e., LCSW, LPC, LMFT, licensed psychologist) and at least one direct care staff member in the program has addiction treatment licensure (i.e., LADC).


· Clinical supervisors must be licensed in the addiction or mental health fields.


· On-site, documented clinical supervision sessions, including a focus on co-occurring disorders, are provided, including a minimum of two hours of face-to-face clinical supervision for every four weeks for staff without a professional license. One of these hours can be in a group supervision format. Licensed direct care staff receives at least one hour for every four weeks worked in either a group or individual format.


5) Education and Training:

· Program conducts at least two training events per year for staff to assist them in maintaining and enhancing their competencies to provide integrated services for people with co-occurring disorders.


6) Quality Assurance:

· Program has procedures for identifying the percentage of clients with co-occurring disorders and their outcomes on at least two indicators relative to individuals they serve that do not have co-occurring disorders (e.g., number of critical incidents, level of functioning at admission and discharge, treatment completion rates).


7) Licensing:


· Program is licensed to provide both mental health and addiction treatment services.

Posting Instructions:  Provider bulletins can be downloaded from the Web site at www.ctdssmap.com

Distribution:  This policy transmittal is being distributed to holders of the Connecticut Medical Assistance Program Provider Manual by Electronic Data Systems.  


Responsible Unit:  DSS, Medical Care Administration, Medical Policy Section, Neelam Joseph, Health Program Assistant I, CCT at 860.424.5671


Date Issued:  ______
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Questions/Answers Re: The DRAFT Adult Co-Occurring Disorders Policies for ECCs


Prepared 2/18/09in response to questions raised at the February BHP Provider Council Meeting

Adult Co-Occurring Disorders (COD) Policy


1. Is this policy stating that each clinic/site at an agency is required to have both mental health and addiction program licenses from DPH? Does the DPH multi-service license meet this requirement?


The policy does require both mental health and addiction treatment program licenses from DPH for each site at an agency that is an ECC. DMHAS has been advised by DPH that providers should obtain both of these licenses rather than the multi-service license. 


2. How will Certificate of Need (CON) issues be handled if programs are required to get additional DPH licenses?


The CON request, waiver, or exemption processes begin by contacting Donna Stimpson at DMHAS. You can reach her at 860-418-6837 or donna.stimpson@po.state.ct.us.

3. In the Staffing section of the policy it states that at least one direct care staff member in each ECC program is required to have a LADC; this will be very difficult for our agency to meet and it seems inconsistent with DPH’s mental health program license that does not require LADCs to provide addiction treatment (i.e., LCSWs can provide addiction treatment services). Is this COD policy raising that bar? Can this LADC requirement be changed?


A key component of evidence-based practices/models for individuals with co-occurring disorders is a multidisciplinary team. It is important that multidisciplinary teams include at least one staff member that has education, training, and experience focused on addiction treatment. In response to the discussion at the BHP Provider Council meeting, the “substance abuse specialist” requirement has been expanded to include:

· Individuals who are Certified Alcohol and Drug Counselors (CADC) or


· Someone that has two years of experience providing primary addiction treatment services.

4. Is it true that if we obtain a SA program license from DPH, we have to serve the “straight SA population” in addition to the COD population? If so, would we then have to meet the ECC access standards for that SA-only population as well?


No; a program that has an addiction treatment license is not required to serve individuals with only a substance use disorder – they can serve just individuals with co-occurring disorders.


5. Can an ECC program assess for co-occurring SA (or MH) issues and refer, rather than treat the co-occurring disorders, and still meet this policy?


No; the intent of this policy is for each ECC to provide outpatient integrated services for individuals with COD. Individuals with COD that need a higher level of care (e.g., IOP, residential) should be referred to those levels of care.


6. What “tips the scale” in terms of when to refer an individual with co-occurring disorders to an addiction treatment program for their co-occurring substance use problem?


It is the intent of this policy that individuals with needs consistent with the outpatient level of care not be referred for parallel or sequential services, but they be provided integrated services at each ECC.


7. What COD training is available to ECCs to help meet this policy?


There are several opportunities for free COD training and consultation:


· DMHAS offers free workshops/trainings through its Division of Education and Training in the training catalog that is released three times per year; the “Co-Occurring Academy” is part of this catalog. 

· A third round of the Co-Occurring Practice Improvement Collaborative, which includes free training and consultation, will be offered later this summer.

· Providers can access training/consultation time from DMHAS contracted trainers that are expert in co-occurring disorders and integrated treatment.

· There are also many “integrated treatment tools” available for download on the DMHAS website: http://www.ct.gov/DMHAS/cwp/view.asp?a=2901&q=392800

· The DMHAS Co-Occurring Program Manager in the Commissioner’s Office is available to provide training, consultation and implementation support, and can be reached at 860-418-6946 or julienne.giard@po.state.ct.us


8. Are toxicology screens required as part of this policy? Should tox screens be part of the assessment process for people with COD?


Toxicology screens are an important recommended component of assessment and treatment of substance use disorders, including for people with co-occurring disorders, but are not part of this COD policy requirement.


9. As an ECC with this COD policy, if we get a call from a MH inpatient setting that wants to discharge a client to us that has primarily SA problems, but also some MH/suicidal issues (some of which may have be exaggerated in order to be admitted to the MH inpatient setting), do we have to accept them?


For ECCs in general there is a “no reject/eject” expectation. MH inpatient programs should be conducting comprehensive assessments and diagnoses and based on that information making appropriate discharge referrals.

10. It seems that many discharges for noncompliance involve individuals with COD; what constitutes an involuntary discharge?


Please clarify this question and how it relates to the proposed adult co-occurring policy.

11. Will the Medicaid Adult Disabled Population be added to the ECC population? If so, will increased rates be included for services for that population as well?


OPM recently gave the green light for DSS to move forward with expanding the ECCs to cover the adult fee-for-service population. The same increased ECC rates will apply to this population as well.

12. Can a phase-in approach be considered with this policy?


ECCs will need to be in compliance with this COD policy within six months of it being implemented. We will work to coordinate training efforts, such as the Co-Occurring Collaborative, with the implementation of this policy.
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