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PAC Business

The meeting was called to order by Chair Evelyn Sullivan at 10:00 am.  The October 21, 2011 minutes were approved.  

DAS Announcements

Raquel Mazon Jeffers announced the following:

· The Division leaders have finalized a new organizational chart, which they view as an important tool for ensuring a strong, consistent focus on integration within their administrative structure that would, in turn, foster the same concentration throughout the treatment community.  Deputy Director Jeffers and Special Assistant Vicki Fresolone described the functions of the staff. Raquel noted the creation of a new Office of Care Management, which is led by Mollie Greene, Assistant Division Director. Mollie Greene, as well as Roger Borichewski, Assistant Division Director, Office of Prevention, Early Intervention and Community Services, and Valerie Larosiliere, Assistant Division Director, Office of Treatment and Recovery Support, are now reporting directly to Deputy Director Jeffers, as well as the Office of Research, Planning and Evaluation. Roger Borichewski oversees the traditional mental health contract program analysts and the addiction treatment program monitors. 

· DMHAS and other leaders in the Division of Medical Assistance and Health Services (Medicaid) will soon submit responses to the Centers for Medicare and Medicaid Services' (CMS') questions regarding the waiver application. At this time, it is not known if these responses will be made publicly available or when CMS' decision to approve the waiver will be received. It was noted that the implementation date will be adjusted based on when the waiver is approved, and that the final waiver will be public.

· The State is receiving a variety of technical assistance in its ongoing plans for implementing the waiver. For example, John O'Brien, MA, Senior Advisor to the Administrator on Healthcare Reform, Substance Abuse and Mental Health Services Administration (SAMHSA), and the Center for Healthcare Strategies Leadership Institute are providing guidance for the RFP process and outreach and communications for stakeholder input. Discussions with stakeholder groups through waiver subcommittees, which will include one focusing on development of the ASO/Managed Behavioral Healthcare Organization (MBHO), will begin in January.  DMHAS is also contracting with an actuarial firm for rate development.
· DMHAS staff also reported that a Request for Proposals (RFP) for the ASO will be developed.

· Clinician Roster Information System (CRIS) will be implemented to keep records of credentials for only substance abuse staff in order to comply with the licensing standards and regulations pertaining to the following: (1) Staff have the necessary qualifications/ credentials for their position; (2) Staff obtained the proper supervision credentials for those providing clinical supervision; and (3) every facility shall ensure that the ratios of substance abuse counseling staff are maintained so that 50 percent of the staff are LCADC or CADC or other licensed health professional doing work of an alcohol or drug counseling nature within their scope of practice by June 1, 2012, and at all times thereafter.  DMHAS will begin to notify providers if they are out of compliance due to staff related issues and any provider out of compliance will need to comply by the deadline set forth by the governing authority.

· The Division is currently focused on 5 working plans: (1) Merger; (2) Develop innovative delivery systems: ASO/ MBHO; (3) Clinical Model for Clients with Addiction Issues and Integrated Care SA/MH and BH/PH; (4) Hagedorn Psychiatric Hospital Closing and Discharging from State Psychiatric Hospitals; and (5) Workforce development

· Upcoming UMDNJ- Certified Tobacco Treatment Specialist Training (5-Day CTTS Training) on January 23-27, 2012 and April 23-27, 2012 at New Brunswick, NJ  08901 from 9:00am to 5:00pm – Complete Course Fee: $975.00

Discussions –

Quadrant 1 and Integrated Care

There was an overview of the Four Quadrant Model with a specific focus on Quadrant 1 and Integrated Care.  The quadrant model was developed to organize the heterogeneous group of persons with co-occurring psychiatric and substance use disorders and to anticipate differential use of systems of care.  A discussion ensued regarding these topics with particular emphasis on the following:  Uniform screening and assessment; ASO/MBHO clinical role, behavioral health homes, feasibility of applying the model to classify persons with co-occurring disorders, examine the reliability of quadrant prevalence and distribution, and to test the validity of differential services use by quadrant.

The National Council for Community Behavioral Healthcare (NCCBH) proposed a Behavioral Health (BH)/ Primary Care (PC) integration model that assumes a competency-based Mental Health (MH) and Substance Abuse (SA) integration concept within the behavioral health (BH) services offered and builds on the MH/SA integration model to describe the subsets of the population that Behavioral Health/ Primary Care integration must address.  The Four Quadrant Model builds on the 1998 consensus document for mental health (MH) and substance abuse/addition (SA) service integration, as initially conceived by state mental health and substance abuse directors (NASHMHPD/ NASADAD) and further articulated by Dr. Kenneth Minkoff and his colleagues.  This model of MH and SA integration and clinician competencies based on the Four Quadrant model considers both MH and SA risk/complexity on the vertical Behavioral Health (BH) axis, and clinical competency in MH and SA knowledge and skills within the services provided in any quadrant.   Each quadrant considers and suggests the major system elements that would be utilized to meet the needs of the individual within that subset of the population.  This Four Quadrant Clinical Integration model is not diagnostic specific but looks at the degree of clinical complexity and risk/level of functioning.  Further, the evidence-base is at different levels of development in each of the Quadrants.  This Four Quadrant model is intended to provide a conceptual construct for how to integrate services.  Diagnostic specific guidelines should be used to provide detailed guidance for the scope of the primary care provider, the primary care based BH provider, and the specialty BH provider.  Therefore, the Four Quadrant model is not intended to be prescriptive about what happens in each quadrant, but to serve as a conceptual framework for collaborative planning in each local system to decide who will do what and how coordination for each client will be assured.  

The State used the meeting time for discussion and feedback on what service model is needed to adequately support the Quadrant I client.  Persons in Quadrant I (low severity of psychiatric and substance use disorders) are hypothesized to use services primarily in the health care system. Persons in Quadrant 1 are further characterized as the following: Low BH and low physical health complexity/risk, served in primary care (PC) with BH staff on site; very low/ low individuals served by the PCP, with the BH staff serving those with slightly elevated health or BH risk.  Although the Quadrant model has received a lot of criticism, the intent of the model is really to help think through the service needs of different populations.  

While there is a growing awareness of the need for improved collaboration and integration, the barriers to achieving them are substantial.  Chief among these challenges are the following:

· Behavioral and physical health providers have long operated in their separate silos

· Communication: Sharing of information rarely occurs; Confidentiality laws pertaining to substance abuse (Federal and State) and mental health (State) are generally more restrictive than those pertaining to physical health.  

· Consumer involvement to ensure ease of access

· IT infrastructure

· Moving from non-risk to risk over time

· Managing eligibility and enrollment

· Coordination between MBHO and HMO

· Defining outcome measures to gauge performance

· Payment and parity issues are prevalent

Just last September, the State submitted a Medicaid global waiver that is asking the federal government to move all behavioral health services, for both mental health and addictions, into a managed behavioral healthcare organization (MBHO).  If the waiver is approved, this would be a full blending of Medicaid and block grant funds for substance abuse and mental health.  SAMHSA still requires separate accounting of the SAPT block grant and the MH block grant. 

Financing mechanisms are still a challenge, even for organizations reimbursed through global payment methods.  Issues that may arise:

· Is BH consultation in a PC setting a medical or MH service? (Proponents embedded BH consultants in PC setting believe this should be defined as a medical service.)

· How do PCP’s get reimbursed for visits when a DSM diagnosis is detected and coded?

· Why is there a prohibition on same day services from a PCP and a BH provider? (Some state Medicaid programs will not process a claim for BH service provided on the same day as primary care service within the same provider organization, which undermines the concept of a “warm hand-off” from the PCP to the BH provider.)

· How will the system resolve issues of BH program licensure, documentation and data submission, clinician licensure, credentialing and supervision for BH services provided in primary care settings?

· Which entity (Health Plan or BH Plan) bears financial responsibility when BH is carved out?

So it’s important at this point to set clear clinical and provider criteria that justify payment.  

DMHAS is welcoming feedback regarding the following: What are the opportunities for improved clinical outcomes through a Quadrant Model and Integrated care? What things should DMHAS do in their structure; policies, and decision making going forward that would support integrated services?  What should DMHAS do to support the system in preparation for healthcare reform?

Allan Oberman proposed for the Division to consider establishing a Steering Committee as a forum to further open dialogue.

Next meeting February 17, 2012 (changed to 2/24)
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