
Wellness Oriented Model of Behavioral Health Services

(Wagner Chronic Care Model)

Background
In Allegheny County (including Health Choices and base funding)
· $33,822,727 has been spent in 2008 on inpatient services for 4,413 adults.
· $18,950,548 has been paid for 47,596 individuals receiving med checks and Outpatient MH services.
· $14,425,463 has been spent serving 5,491 individual with service coordination. 
· In total $239,769,987 has been spent in Allegheny County to provide mental health services to children and adults for all services in FY 08 
· Innovative services have been created to serve those coming home from the state hospital such as CTT ; mobile medication; Enhanced Clinical Case Management.
According to the Allegheny County Health Choices report in 2005:
· Each year, between 24% and 28% of consumers are new consumers, meaning they have not used behavioral health services under HealthChoices previously. This is in addition to the already burgeoning caseloads seen in the community mental health provider sector.
· The largest number of adults had diagnoses of major depression (27%), schizophrenia (23%), bipolar disorder (15%), and depressive disorders (15%) among adult consumers. The percentages of consumers who receive each of these diagnoses have remained consistent from year to year.
· According to their diagnostic histories, about 40% of adult consumers have received both a mental health diagnosis and a substance use diagnosis during their coverage under
· About 51% of adult consumers have mental health diagnostic histories only, and  6% have substance abuse/dependence diagnostic histories only
· In addition to behavioral health issues, individuals with serious mental illness suffer from a high prevalence of modifiable risk factors such as obesity and tobacco and alcohol use as well as the unintended consequences of living in group homes and shelters increasing exposure to infectious diseases. 60% of premature deaths in individuals with schizophrenia are due to medical conditions such as cardiovascular disease, pulmonary and infectious diseases. On average individuals with serious mental illness die 25 years younger than the general population.
Many services such as psychiatric rehab and social rehab, mobile outpatient, crisis, respite already exist to bolster traditional outpatient services. Acute case management services have been created to serve those difficult to engage. The services, while effective, are serving relatively small groups of individuals and are not always well coordinated for a variety of reasons including physical location; regulations; poor communication and lack of follow-up. In many instances there is simply a case of overload for the individuals providing service and out of sight out of mind.
The cost of care continues to rise significantly and each year we realize a decrease in funding either through direct cuts or flat budgets that do not keep pace with inflation.
To illustrate the point: Over the past 15 years MH/MR received a COLA  in only 10, and most often, even when there was an increase, it was a modest 2%; not nearly enough to keep up with inflation. Using The Home Health Market Basket Index as a marker (this index most often used by the health care industry to define inflationary increases every year), in this same 15 year period, with adjustment for the modest increases, we have sustained a net loss of over 30%.  This year is no different with a 2% reduction in MH base funding for FY 09/10. We will continue to see a steady increase in demand for services with limited or reduced resources available. The current economic crisis offers an opportunity to re-evaluate the service delivery models currently in place and test new service delivery models that show promise in coordination of care, use of evidence based practice and maximization of the use of limited resources and inclusion of the individual being served.
Proposal:

The Conference of Allegheny Providers (CAP) is proposing a demonstration of the Chronic Care Model in the behavioral health arena in Allegheny County. The Chronic Care Model (CCM) was designed to improve care for individuals with chronic conditions such as diabetes; coronary heart disease and depression. 

The Chronic Care Model was developed by Edward H. Wagner, MD,MPH, of the MacColl Institute for Healthcare Innovation. It is based on the premise that organized, planned and productive interactions can improve outcomes, more fully engage the individual in self care activities and lead to better health outcomes. Those with serious mental illnesses share the same characteristics of chronic physical conditions such as dealing with symptoms; disability; emotional impact; family issues; complex medication regimens and at times difficult lifestyle adjustments and obtaining helpful medical care.
The six components of the Chronic Care Model are:
· Self-Management Support – individuals are supported in achieving goals and fully engaged in care.

· Delivery System Design – transform practice form reactive to planned and proactive.

· Decision Support - care is based on evidence based guidelines and uses systems to inform and prompt providers and individuals about care needs.
· Clinical Information Systems – use of registries to provide patient specific and population based support to teams, reminders, data and provider feedback. With the correct tools providers can analyze all of their consumer needs, access recent lab work, prescriptions filled, and visits.

· Community – Utilize resources in the community. This is a natural strength for the CMHC with integration existing as part of the community supports.

· Health System – Creation of a quality oriented system through leadership and continuous quality improvement.
Many of the aspects of the Chronic Care Model already exist in the community mental health system but not fully used because of fragmentation.  The Conference of Allegheny Providers is proposing a demonstration project at 3 provider sites to implement the chronic care model with the general population served through the community mental health system with the following aims:

· Demonstrate improved coordination care for BH and PH through the use of teams and co-location of teams.
· Members of the team include (but not limited to):

· Psychiatrist
· Primary Care Practitioner 
· Nurse

· Clinician

· Service coordinator

· Psychiatric Rehabilitation/Social Rehabilitation
· Peer specialist

· Vocational specialist

· Supportive Housing staff

· Determine composition of teams that allow for the biggest impact of service delivery.

· Consideration of generalist teams or specialist teams : co-occuring; transition age; PH/BH

· Improve individual goal achievement through increased self management, coaching, participation in care through productive interactions demonstrated by:

· Reported satisfaction with services

· MCAS (or relevant tool) scores

· Ability to participate in meaningful activity or work.

· Improvement of access to care; engagement and satisfaction with care.
· Access to care immediate or within 48 hours

· Use of phone or email technology for engagement and communication

· Improve communication relative to service.

· Creation of a registry of information that allows for quick monitoring of  pertinent data with out going into the entire Electronic Medical Record

· Consider reimbursement models that support a new model of care.
· Identification to funding “issues” and potential barriers

· Rates established that allow for flexibility in services rendered based on consumer need.

· Decrease use of inpatient hospital days for behavioral health and physical health needs as appropriate. .
· Physical health needs are met proactively.

· Decrease use of hospital emergency room services for care that can be managed proactively by a primary care team
· Use of resources such as Resolve for crisis management and respite services.
· (The above may be a longer term outcome)
· Decrease administrative costs
· Evaluation of regulatory/monitoring requirements that exist in traditional care, reduced redundancy in licensing/monitoring activities that are program based.

· Requesting waivers or creating an alternate services that allows more freedom to do what needs done for an individual vs. what can be captured under a revenue source  that consequently limit activities

· Single service plan for all “types” of services/interventions offered by the team vs. licensed program

· Registry of information allowing for easier single point management.

· Learn what does and does not work

The next steps:

· The conference of Allegheny Providers is interested in pulling together a group of individuals to help create the initial project plan for the Chronic Care demonstration project.

· Determine funding sources for:

· Ongoing consultation

· Space redesign/construction

· Software development/modification

· Purchase of registry/interface development with electronic health records
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