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Overview

In January of 2004, the Minnesota Psychiatric Society convened a group of medical and system decision makers
and thought leaders to discuss the idea of coming together to further integrated care. They reviewed then current
status of integrated care in Minnesota and across the nation, formalized a charge and developed a timeline and
goals.

Charge: To use existing knowledge about the interaction of general medical and behavioral health and models of
clinical care coordination to set up several prototype clinics and inpatient services to treat complex co-morbid
patients in metro and out-state Minnesota.

Task Force Executive Committee Members: Roger Kathol, Chair (Internist, Psychiatrist, Cartesian Solutions
Consulting, Twin Cities), Julie Gerndt (Psychiatrist, Mankato), Peter Dehnel (Pediatrician, Children’s Physician
Network, Twin Cities), Brad Montgomery (Minnesota Medical Group Management Association, Health Front, Twin
Cities), Mac Baird (Family Practice, Chairman, University of MN), John Scanlan (Psychiatry, Blue Cross Blue Shield of
MN), Read Sulik (Pediatrics, Child Psychiatry, St. Cloud), John Fredericks (Health Care Administration, Family
Practice, PreferredOne), Frank Schiefelbein (Cattle Rancher, Health Care Advocate), William Dikel (Child
Psychiatrist, President-Elect MPS, Twin Cities), Christina Rich (Lawyer, MN Medical Association), Ricka Stenerson
(Risk Management, MN State Health Plan), Sheryl Niebuhr (Compensation Resource Manager, Psychologist, 3M),
Karen Dickson (Psychiatrist, President MPS, Twin Cities)

MPS Integrated Care Network was constructed. The Minnesota Psychiatric Society (MPS) integration initiative is
an attempt to create and/or support models of care and a reimbursement system that supports them in which
patients with concurrent general medical and behavioral health illness in the medical setting can receive outcome
changing behavioral health services in coordination with the general medical care that they are receiving. To this
end, thirteen outpatient and one inpatient clinical programs sponsored by 7 care delivery organizations have been
identified to participate in the MPS Integrated Care Network. Participants were chosen because they are either
already providing or are willing to create clinical programs in which general medical and behavioral health
professionals work hand in hand in the medical setting to improve the care of patients with comorbid medical and
psychiatric illness.

Network Participants
Outpatient (includes general medical, pediatric, and oncologic; rural, suburban, and urban; culture sensitive; and
telemedicine examples with a focus on high utilizers in several of the programs)

e HealthPartners Hematology/Oncology Riverside Outpatient Clinic (principal--Peggy Trezona)—oncology
clinic to focus on psychosocial assessment and treatment of behavioral health issues oncology patients

o  Department of Family Medicine and Community Health, University of Minnesota (principals—Eli Coleman,
C.). Peek, Mac Baird)—three clinics (North Memorial Family Physicians, Bethesda Family Physicians,
Phalen Village Family Physicians [large Hmong population]) to focus on behavioral aspects in high service
utilizers, somaticizers, and those with chronic medical ilinesses (culture specific in Hmong population)

e  St. Mary’s Duluth Clinic Health System (principal—Faris Keeling)—three clinics (Ely Clinic [rural], Lakeside
Clinic [suburban], General Medicine Clinic [urban] to focus on coordinated medical and psychiatric
management of comorbid patients in the three settings

e  Mankato Clinic (principals—Susie McConville, Carol Tilney)—one pediatric behavioral health clinic
specializing and addressing the needs of diagnostically and therapeutically complex children and children
with general medical conditions with complicating behavioral factors

e Human Development Center/Gateway Family Practice Clinic at Moose Lake (principals—Peter Miller, Bill
Palmer, Glenn Anderson)—one clinic to focus on coordination of general medical and behavioral health
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responsibilities among staff with systematic follow-up procedures for those at risk for non-adherence. A
telemedicine component is being developed

e Bethesda Clinics (principal—Frank Indihar)—three clinics: Memory Clinic, Medical Behavioral Outpatient
Assessment and Treatment Center, and Brain Injury Assessment and Treatment Clinic

e Duluth Clinic International Falls (principals—Jeffrey Hardwig, Douglas Johnson, Sheila Hart)—one
multispecialty rural clinic in which psychiatry is a part of the specialty group practicing in the same
geographic location

Inpatient

e Bethesda Hospital (principal—Frank Indihar)—one inpatient integrated unit which includes services for
both general adults and geriatric patients

Linking Integrated Care Models with New Reimbursement Models

Each of the participating programs created their own version (model) of integrated care delivery. These clinical
models were designed to work in each organization’s system with specific clinician capabilities. All included core
components (see below) necessary for outcome change to occur in the patients treated and ultimately for total
healthcare cost reduction.” Based on the clinical models of network participants, it is possible to identify the
changes in the reimbursement environment necessary to support them (new reimbursement models). Since the
MPS initiative was set up as a collaborative effort among providers, care delivery organizations, government
agencies, health plans, and employers; it is anticipated that the reimbursement changes needed would be
possible.

Core Clinical Components
Both Outpatient and Inpatient

e Active involvement of general or specialty medical and behavioral health staff and providers

e Shared administrative staff, e.g. coding, billing, staff organization

e Shared clinical information and records system

e Active interaction between general medical and behavioral health providers with joint clinician and staff
accountability for patient health concerns, treatment, and outcomes

e Outcome measurement—domains include: general clinical and functional improvement, health care
use/cost, disability/productivity, satisfaction, provider reimbursement

e Intra-network communication

Outpatient

1) Co-participation by general medical and behavioral health specialists in a general medical health
service location

2) Timely mental health professional access (at least within 24 hours, but mostly within minutes to
hours)

3) Proactive high risk case finding, e.g. triggers may include history of psychiatric illness, current
psychiatric treatment, multiple medications, etc.

4) Cost saving training for general medical physicians, physician assistants, and clinical nurse specialists

Other core features encouraged included:
e the use of mental health teams in the medical setting
e  active psychiatrist involvement
e patient adherence documentation and assistance

Inpatient programs

1) Co-administration by general medicine and psychiatry in the general medical setting
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2) Focus on patients with comorbid, preferably high acuity, medical and psychiatric iliness
3) Staffing by nurses trained in providing both medical and psychiatric nursing care
4) Consolidated medical and psychiatric policies, procedures, and safety features

Other features encouraged included:

location in a tertiary care hospital

involvement in health care personnel training

acceptance of referrals from surrounding area physicians, hospitals, and health plan case and disease
management personnel

clinical and economic outcome measurement.

Kates N, Craven M. Shared mental health care. Update from the Collaborative Working Group of the
College of Family Physicians of Canada and the Canadian Psychiatric Association. Can Fam Physician.
2002;48:936.

Katon W, Von Korff M, Lin E, et al. Improving primary care treatment of depression among patients with
diabetes mellitus: the design of the pathways study. Gen Hosp Psychiatry. 2003;25(3):158-168.

Katon W, Russo J, Von Korff M, et al. Long-term effects of a collaborative care intervention in persistently
depressed primary care patients. J Gen Intern Med. 2002;17(10):741-748.

Oxman TE, Dietrich AJ, Williams JW, Jr., Kroenke K. A three-component model for reengineering systems
for the treatment of depression in primary care. Psychosomatics. 2002;43(6):441-450.

10-2005 SUMMARY OF MPS INTEGRATION NETWORK

(Number of MPS Integration Network Programs in various categories listed in red.)

TARGET POPULATIONS:

Health care systems (NorthPoint Health and Wellness Center, University of MN, Human Development Center,
Mankato Clinic, Duluth Clinic/SMDC, International Falls Clinic)

Outpatient

Inpatient

Urban

Rural

High risk general medical

High risk pediatric

Special population (e.g. Hmong, geriatric) Name(s) Hmong

Disease specific (e.g. depression, delirium) Name(s) Depression, Diabetes, Anxiety,
Unexplained somatic complaints, Pain

6

AR U N DO R

4

Primarily public program (e.g. medical assistance, Medicaid)

PROGRAM COMPONENTS:

All
All
All

All
All
9
7
All

General medical setting

Onsite behavioral health personnel

Active dialogue & interactive case management by general medical & behavioral personnel (e.g.
interdisciplinary risk management/treatment planning meetings, case coordination)

Joint medical and behavioral personnel clinic appointments (occasional)

Proactive complex case identification (e.g. high risk triggers)

Interdisciplinary initial and follow-up assessments (e.g. INTERMED or INTERMED-like)

Onsite clinical case manager

Willingness to work with health plan case and disease managers on complex patients identified
in health plan system

Other Name(s) Disease management for depression; On-site psychiatric consultation
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REQUESTS FROM HEALTH PLANS:

All Same day payment for general medical and BH clinicians

All Payment to BH spealists (direct billed, e.g. psychiatrists, or under supervision, e.g. social workers)
clinical encounters without BH diagnosis and for care coordination activities in the médietting (at
rates that do not require salary supplementatianindividually negotiated by programs)

All BH specialists included as medical network providers

All BH provider coding and billing part of general medical billing procedures

8 Reimbursement mechanism for psychiatric video/teleconsultation (and email)
1 OtherName(s) Training of primary care providers

5 Provider to provider consultation without patient present

OUTCOME MEASUREMENT (Willingness to Use):

6 Use of INTERMED

All Use of Network Designed INTERMED-like tool

All Health plan-based anonymously connected claims data (in collaboration with health plans)
SF-12 or SF-36

PHQ-9

Health & Productivity Questionnaire (in collaboration with employers)
Other Name(s)

1 Pediatric symptom checklist

1 GAF/disease specific measures

1 State of MN/MN IBHC evaluation tool

i © O
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Educational Outreach and Support

Educational Outreach: Psychiatric Community

May 22, 2004 MPS Spring CME Meetings

Roger Kathol, MD presented, Clinical & Economic Arguments for Integrated General Medical and Psychiatric Care.
Dr. Kathol’s presentation offered general MPS members and conference attendees information to gain the
following:

e List the prevalence of psychiatric illness and treatment by service location.

¢ Outline the impact of psychiatric service use on total cost of medical care.

* Define general medical and psychiatric service integration.

» Describe the core components of inpatient and outpatient integrated care models.

2007 Community Connections Series The Minnesota Psychiatric Society presented the Community Connections
Series featuring renowned experts and thought leaders presenting on new and successful partnerships and cutting
edge models for systems of care provision, technological tools and clinical treatments for the wide array of
psychiatric disorders. Doctors and other care providers, in their growing roles as patient and medical advocates,
will also benefit by sharing experiences and learning from colleagues.

Activity Description Psychiatric disorders are common and disabling. Our expert faculty translated complex data
into simple, clinically relevant take-home messages that are useful to every practicing clinician. Patients with
psychiatric illnesses are often diagnosed and treated in primary care settings. This series supports cooperative care
and encourages fuller integration with clinical and scientific updates, administrative tools and local, regional and
statewide networking.

Intended Audience Psychiatrists, psychologists, primary care physicians, nurse practitioners, physician assistants,
nurses, case managers, clinic managers and other professionals interested in mental health.

Series Objectives 1) Describe treatment options for patients with psychiatric symptoms in general medical and/or
mental health clinics. 2) Discuss clinical models for complex patients in various settings or via technology. 3)
Predict and plan for treatment barriers to address system barriers effectively for optimal treatment
implementation. 4) Present information to advocate for the profession and for psychiatric patients. 5) Describe
clinic-based treatment for addiction disordered and psychiatric patients in community settings.

At the Community Connections Series Spring Meeting, on May 11 MPS offered a presentation on the DIAMOND
Initiative presented by Michael Trangle, MD (HealthPartners, Regions Hospital) and Mark Williams, MD (Mayo
Clinic). By the end of the DIAMOND Project talk, participant were able to list: a) problems with current primary
care treatment of depression; b) propose best practice model; c) role of psychiatrists in proposed best practice
model. 6) Learn about the factors that impact on lack of medical insurance coverage in the United States. 7)
Recognize the factors that influence access to psychiatric care. 8) Understand the issues influencing parity of
psychiatric care. 9) Learn about the future trends of psychiatric care in the United States.

October 6, 2007 MPS Community Connections Fall Conference

MPS engaged the larger psychiatric community for an educational meeting including a presentation by integration
leader Wayne Katon, MD (University of Washington, Seattle, WA). Dr. Katon’s presentation, entitled, “The Case for
Integrated Care,” reviewed current research regarding treatment of general medical and psychiatric dual diagnosis.
MPS also hosted a dinner with Dr. Katon and integrated care leadership from the Network, ICSI and the DIAMOND
Initiative. That format offered participants ample opportunity to learn about, and get involved in, the future of
integrated care in Minnesota.
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Educational Outreach: Clinical, Administrative and Provider Teams

October 10-11, 2005

MPS Presented Integrating General Medical and Behavioral Health Care in the Medical Setting

The seminar was designed to assist clinical staff, health care administrators, and health care purchasers interested
in improving access for and effective treatment of patients with behavioral health disorders in the general medical
setting understand how to create integrated clinical programs that measurably improve health and decrease cost.
assists clinical staff, health care administrators, and health care purchasers interested in improving access for and

effective treatment of patients with behavioral health disorders in the general medical setting understand how to
create integrated clinical programs that measurably improve health and decrease cost.

Background

The health care industry is aggressively moving toward the integration of general medical and

behavioral health services and service support. This is a direct result of:

* Higher total cost of care, and especially increased medical and pharmacy service utilization, in those with
behavioral health disorders

¢ Failure of the current health care system to support effective treatment for even a small portion of those with
behavioral health disorders

¢ Reductions in productivity for employees who have behavioral health disorders

¢ Purchaser and government demand for real infrastructure change that decreases the escalating cost of health
care

Many general medical and pediatric service settings wish to improve quality for patients with concurrent physical
and behavioral illness by integrating their treatment with mental health and substance abuse treatment. The
October 2004 seminar was designed to assist administrators, clinicians, and purchasers understand operational
aspects of clinical programs which proactively identify complex, high cost patients; cross-train medical and
behavioral health staff to integrate care in the medical setting; and measure service-enhancing outcomes as a part
of the service delivery process.

Study Areas and Tools explored included:

INTERMED is a model of care provision based on a system of common communication tools and component
ratings that translate into action steps. It is a biopsychosocial screening instrument used to identify medical
patients at risk for poor outcomes by assessing case complexity. By predicting clinical outcomes, this tool offers
clinicians an opportunity to plan for additional support for patients identified. It is not used to exclude high-risk
patients.

Communimetrics—John Lyons, PhD, Professor, Northwestern University Departments of Psychiatry, Medicine &
Preventive Medicine, offered a presentation on Communimetrics, a measurement theory for service delivery
applications.

IMPACT—Cora Hartwell, RN, MSN, ANP-BS, Adult Nurse Practitioner (IMPACT Case Manager) with the Indiana
University Medical Group in Indianapolis presented cases demonstrating the effectiveness of IMPACT (Improving
Mood—Promoting Access to Collaborative Treatment). She presented IMPACT care management, tracking and
treatment adjustments using case studies.

The seminar also provided a forum for clinicians involved in integration to meet with the Minnesota Department of
Human Services Adult Mental Health Director Sharon Autio. At that meeting participants offered suggestions and
shared practical experience to help Ms. Autio write the Medicaid Plan Amendment to allow reimbursement for
psychiatrist to primary care physician consultation for Minnesota public pay programs. This historic meeting was
productive in terms of advocating for integration and for building report with state government and policy
development. Additional work was ongoing in terms of the integrated care model benefit set.
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Educational Outreach — Network participants

The purpose of the training component is to expose the Network programs to all components of integrated care
that lead to outcome change. Trainers are international experts and have been involved in the study of patients
who have been exposed to the integrated approaches and/or tools being discussed. Each trainer specializes in the
improvement of patient care in the primary care setting, emphasizing the involvement of both psychiatric and non-
psychiatric professionals in practice pattern change.

October 2005

Network Interaction and Brainstorming—MPS Task Force Co-chair Roger Kathol, MD coordinated the meeting and
provided Task Force and Network information. Network members discussed and brainstormed solutions to clinical
and economic barriers they experience in their work, offering insights and opportunities to Network participants
and observers. These sessions helped to define core components of models of integrated general medical and
behavioral health services and the implications of such programs for patients, providers, health plans, and
purchasers.

Network members, with others, met with the Minnesota Department of Human Services Adult Mental Health
Director Sharon Autio to offer suggestions and share practical experience to help Ms. Autio write the Medicaid
Plan Amendment to allow reimbursement for psychiatrist to primary care physician consultation for Minnesota
public pay programs. This historic meeting was productive in terms of advocating for integration and for building
raport with state government and policy development.

March 2006 — Reatribution Therapy Training — “Train the Trainer” led by Professor Linda Gask

Participants, including family physicians, an internist, a pediatrician, psychiatrists, psychologists and a Clinical Nurse
Practitioner, completed training in how to teach Reattribution as delivered to UK trainers in the present MUS
(Medically Unexplained Symptom:s) trial.

Participants learned to:
e  Be completely familiar with the Reattribution model
e Have acquired the skills to teach the model in small group settings
e Develop their skills in group videofeedback training
e Have an understanding of the current evidence base for the effectiveness of Reattribution training in
primary care for medically unexplained symptoms

At the Community Connections Series Spring Meeting, on May 11 MPS offered Network members and others a
presentation on the DIAMOND Initiative presented by Michael Trangle, MD (HealthPartners, Regions Hospital) and
Mark Williams, MD (Mayo Clinic). By the end of the DIAMOND Project talk, participant were able to list: a)
problems with current primary care treatment of depression; b) propose best practice model; c) role of
psychiatrists in proposed best practice model. 6) Learn about the factors that impact on lack of medical insurance
coverage in the United States. 7) Recognize the factors that influence access to psychiatric care. 8) Understand the
issues influencing parity of psychiatric care. 9) Learn about the future trends of psychiatric care in the United
States.

October 2007

Network participants met with Minnesota leadership, ICSI/DIAMOND leadership and Wayne Katon, MD to discuss
and plan the future of integrated care in Minnesota. Presentations were delivered and ideas exchanged. Dr. Katon
was asked to evaluate the DIAMOND proposal and Network Members were discussed the DIAMOND initiative as
part of the natural progression of integrated care in Minnesota.
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Health Plans Engagement

March, 2004 — The Minnesota Psychiatric Society’s Task Force on Integrated Care invited health plans to
participate. Invitation letters described the initiative and its goals:

The intent of the Task Force is to work with Minnesota health plans and selected hospitals and clinics in uncovering

strategies to provide sustained economic support for 8 to 10 model outpatient and 2 to 3 model inpatient clinically

integrated general medical and behavioral health care delivery programs in metro and out-state Minnesota. The

Task Force Executive Committee, composed of leaders from a variety of medical disciplines, hospitals and clinics,

health plans, academics, industry, government, state and national organizations, as well as consumers of health

OFNB &aSNWAOSa 6aSS o0St260s FdzAteée SELSOGa GKFIG GKS AyAd.
health services are designed by the clinical programs and in the way that health plans choose to coordinate

reimbursement for the services provided.
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efficient, and equitable approach to care, in this case for complex patients with combined general medical and

behavioral illness or behavioral illness seen only in the non-psychiatric setting. It responds to at least 5 of the 10
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care (creative funding approaches, workforce shortage, outcome measurement, solutions to funding discrepancies,

and looking anew at contract benefit definitions) and is compatible with and complementary to the Institute for

Clinical Systems Improvement depression initiative for 2004. It enjoys the support of the Minnesota Medical

Association and Institute for Clinical Systems Improvement.

With this letter it is our hope that you and members of the executive Ieagership at [your healthplan] will be willing
G2 YSSU 6AGK GKS ¢l &1 C2NDS 9ESOdziA@S /2YYAGHISSQa KSIF

December 2005: MN Council of Health Plans’ Resolution supporting integrated care

Multifaceted efforts, including phone calls, letters, and meetings involving state officials, health plans,
the medical association, the Minnesota Psychiatric Society, health plans, payers and the MPS Integrated
General Medical and Psychiatric Care Task Force Executive Committee members starting in April 2004
and continuing through December 2005 were successful. The goal was to convince health plans to agree
to support integrated care. The Minnesota Council of Health Plans responded with a resolution. In
addition, the organization’s health plan members agreed to meet with integrated care clinics on a one-
by-one basis to consider innovative reimbursement to support integration.

December 22, 2005

Dr. Robert Meiches
Minnesota Medical Association

RE: Reply to MMA Letter dated October 26, 2005

Dear Bob:

I’'m writing in response to your request for a statement of support for the Minnesota Psychiatric
Society (MPS) Integration Initiative. As you know, the health plans have individually engaged in

discussions with leadership of the initiative, as well as participating in a conversation with the
Minnesota Council of Health Plans Behavioral Health Work Group.
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On December 2, 2005, the MCHP Board adopted a resolution (attached) endorsing the integration of
medical and behavioral care. The Board is unanimous in its support for strengthening the delivery of
mental health care in Minnesota. The Board did express concern regarding any perception that the
health plans be seen as agreeing to a particular business model of service delivery to the exclusion
of other models. This concern and other anti-trust concerns have been raised consistently in
discussions with the MPS.

We would urge the MPS to make every effort to coordinate this and other initiatives with the
Minnesota Mental Health Action Group work as well as the efforts currently underway at DHS to
develop legislation to strengthen mental health services in Minnesota. We believe that the need to
improve mental health services in Minnesota require all stakeholders to collaborate in order to
achieve the outcomes we all desire.

Since there are numerous barriers to health plans “collaborating” on contract provisions and
payment policies, | am attaching a list of individuals in each health plan who will serve as a contact
for MPS on this initiative. We believe that convening a meeting of health plan medical directors to
discuss this initiative would raise serious antitrust issues and will decline your suggestion to do so.
Each health plan will need to be contacted and negotiations conducted individually if the health
plans are to participate in the pilot program.

Sincerely,
Julie M. Brunner
Executive Director

Attachments

cc: Roger Kathol, MN Psychiatric Society
Commissioner Cal Ludeman, MN Dept. of Employee Relations
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Model Benefit Set for Integrated Care

January, 2006 - Model Benefit Set for Integrated Care

Creating two separate systems for funding billing and documentation further adds to the complexity of
the system and is too often detrimental to consumers. With that in mind, MPS built on groundwork laid
by the Minnesota Mental Health Action Group’s Model Benefit Set which was later supported and
instituted by legislative action.

Minnesota Mental Health Action Group

The Minnesota Mental Health Action Group (MMHAG) is a coalition of people and groups who are
working on mental health reforms, led by a core group of influential public and private sector leaders
who have vision and leadership roles within their own constituencies to effectively champion change.
[http://www.citizensleague.net/what/projects/mmbhag/]

aal ! DQa @GAraAizy F2N aiAyySazarqQa YSydalrt KSIFIfdK aeai
Minnesota embraces a vision of a comprehensive mental health system that is accessible and

responsive to consumers, guided by clear goals and outcomes, and grounded in public/private

partnerships.

aal ! DQa 3FAdzARAY3A LINAYOALX Sa F2N) aAyySazalQa YSydlf
e Flexible to meet the needs of different populations, ages and cultures

Provides the right care and service at the right time

Delivers care and services in the least intensive site possible

Uses a sustainable and affordable financial framework with rational incentives

Easily navigated by consumers and providers because it operates in efficient, understandable
pathways

Uses evidence-based interventions and treatment to produce the desired outcomes
Employs effective health promotion and prevention strategies

Has appropriate providers and service capacity

Clearly defines accountability among all parties

5SaANBR 2dzi02YSa F2NJ aAyySazidlQa YSyialt KSHfaGK ae

o Public/private partnerships to assure that all aspects of the mental health system are working to
serve consumers and families.

o Adifferent fiscal framework for public and private mental health funding that creates rational
incentives for the right care to be delivered in the right setting at the right time.

e Quality of care for consumers and families, as measured by standardized assessment of performance
and outcomes.

o Innovative workforce solutions to assure an adequate supply of appropriately trained and qualified
mental health professionals.

o Earlier identification and intervention so that consumers and families are willing to seek, and able to
access help when needed.

e Coordination of care and services so that the mental health system is easy for consumers and
families to navigate and they receive the right combination of services to achieve the desired health
and social outcomes.
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According to Minnesota Mental Health Action Group documents, “Historically, many public mental
health services have been provided through the social services system. However, mental illness is
increasingly being recognized as an illness which requires treatment within the health care system, like
any otherillness.” ...a { dzOOS & a ¥ dzf R S Bhp@nfent tddel must ¥d8resdiexisting 0 |
projected differences in health care purchasing for primary/physical health care. Current payment
models for primary/physical health care differ greatly for [Minnesota patient] populations:

In April 2005 Governor Pawlenty issued a directive to the Department of Human Services to design a
mental health system in Minnesota, both programs and funding, that is consistent with MMHAG's
vision, principles, and outcomes.
[http://www.citizensleague.net/what/projects/mmhag/library/Roadmap.doc]

Governor Pawlenty’s April 2005 directive identified objectives for a mental health payment model.
Those objectives were based on the principles and objectives developed by the Minnesota Mental
Health Action Group (MMHAG). The document goes on to state that proposed payment models must be
evaluated against those objectives.

e support the core treatment services in the MMHAG model benefit set and identified best practices

e appropriately address the needs of both children and adults

e promote earlier identification and intervention

e ensure statewide consistency in access to services, eligibility criteria and service standards

e promote integration of mental health care, physical health care and social services

¢ standardize procedures and reduce administrative complexity for clients, providers and payers

¢ facilitate outcome evaluation that brings accountability to practice and service delivery

e provide a model for private market congruence with standards of access, benefits and accountability

The objective relating to standardization and reduced complexity implies a preference for one model
across all populations. However, in order to achieve many of the other objectives, it may be necessary
to, at least temporarily, adopt different models which address differences in purchasing of primary
health care for each population. [Statewide Mental Health Payment Model Carve-In Option DRAFT
11/14/05]
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Model Benefit Set Action Group

In its November 3, 2004 report, the Minnesota Mental Health Action Group’s (MMHAG) Model Benefit
Set Action Group, including representatives of a broad base of Minnesota stakeholders—consumers,
parents, health plans, county, state, providers, etc., described its purpose as the following:

1.

Provide a clinical foundation for transforming the system of mental health services for children and
adults in Minnesota into one that is consumer centered and that provides the right care at the right
time and in the right setting.

Provide a framework for reducing cost and risk shifting and for promoting earlier identification and
intervention.

Provide guidance for allocating resources to gain the best value for consumers, their families and
society.

Workgroup strategies:

1.

Promote adoption of the Model Benefit Set by both public and private sector payors (state and local
governments, health plans, employers) as “community standard” for care in Minnesota.

Using the Model Benefit Set as a framework, representatives of consumers, providers, health plans
and state and local governments will work together to identify gaps in the continuum of care,
develop strategies for filling those gaps, and clarify financial responsibility.

The Workgroup recommended Action Steps and Follow-up [with equal priority]

Recommendations for Endorsement/ Adoption

e That the MMHAG Steering Committee endorse the Model Benefit Set and that MMHAG
workgroups incorporate the Model Benefit Set into their work as appropriate.

e That Health plans and other private payors adopt the Model Benefit Set and commit to develop
strategies and a timeline for implementation of clinical components.

o That the Department of Human Services, counties and other public payors adopt the Model
Benefit Set and commit to develop strategies for implementation of both clinical components
and necessary supports.

Legislative Recommendations:

Non-Legislative Recommended Action Steps [with equal priority]

e That through the Fiscal Team, representatives of health plans and state and local governments
clarify financial responsibility for treatments and necessary supports in the Model Benefit Set.

e That MMHAG bring together appropriate stakeholders to develop the chemical health component
to the Model Benefit Set.

e That public and private sector payors commit to developing strategies to finance benefits at a
level that promotes sustainability.

e That MMHAG participants commit to ongoing work together to make the Model Benefit Set the
community standard.

e That DHS adopt the Model Benefit Set into its certificate of coverage for contracts with Health
Plans.
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Guide to Proposed Minnesota Model Benefit Set

The proposed Model Benefit Set for mental health treatment was developed as a part of a broader effort to
transform the system of care for children and adults in Minnesota into one that is consumer-centered and that
provides quality care in the right place and at the right time. In addition to clinical services, the Model Benefit
Set includes supportive services that are sometimes necessary to effective treatment. Both clinical and
supportive services were selected based on documented and evidence-based mental health best practices. A
broad base of Minnesota stakeholders (health plans, county, state, providers, parents, consumers, etc.) were
involved in this effort.

The benefit set includes services that provide earlier help as well as services that offer alternatives that
are just as effective as more costly acute care for some individuals. By offering a full continuum of care,
it facilitates a system that has latitude and flexibility to meet consumer needs, which should lead to
better outcomes and increased satisfaction. The intent is that service provision should be based on
medical necessity and in accordance with an individualized treatment plan approved by a physician or
licensed practitioner, excluding crisis services, for which a plan is not required.

The flexibility of the Model Benefit Set moves firmly in the direction of state-of-the-art research and
understanding about how to facilitate quality care. As described in more detail below, benefits are
intentionally not described as site- or provider-specific in order to allow the flexibility to provide the
right care in the right place.

In addition, the Model Benefit Set provides a firm basis for a partnership between the public and private
sectors to better meet consumers’ needs. While it is silent as to who pays, it offers a framework for
determining each sector’s responsibility in providing the continuum of clinical services and community
supports needed by those persons for whom it is responsible. Thus, the Model offers guidance for
allocating limited resources to gain the best value for recipients, their families and society.

Finally, any Model Benefit Set is inevitably a work in progress. This is particularly true in the area of
mental health where our knowledge of both mental health and effective treatments continues to evolve
rapidly. It is important that this document be updated on an ongoing basis. In addition, a critical next
step is to include chemical health treatments and necessary supports. Already Medicare, a key payor,
makes no distinction between a chemical health diagnosis and any other mental health diagnosis.
Creating two separate systems for funding billing and documentation further adds to the complexity of
the system and is too often detrimental to consumers.

The complete Model Benefit Set follows. It is composed of:
A Standard Benefits—benefits that are currently covered now by most public and private payers;
A Recommended Benefits—to be added now;
A Recommended Benefits—to be added at the next implementation phase.
A MPS has added suggested benefits needed for integrated care. These additions have been
clearly identified using colored highlights.
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| Model Benefit Set for Integrated Care

MPS NOTHEolor highlights have been added to delineate original MMHAG Model Benéefit Set (yellow), MPS Integrated Care components (teal)

Covered Now Add Now Add Later
Benefit Children | Adults Children Adults Children | Adults Evidence

-(all added and updated currently covered components paid through medical coding procedures by medical billing staff from
medical benefits [claims processed the same as other general medical services and procedures])

Standard Practice

—I I Standard Practice
I I Evidence

CARE COORDINATION (all added and updated currently covered components paid through medical coding procedures by medical billing
staff from medical benefits [claims processed the same as other general medical services and procedures]); this could be provided at the
health plan level of service
Behavioral health specialists part of X X Logical/Evidence
care management teams

I I Evidence
Wraparound X X Evidence
I I Evidence

COMMUNITY OUTPATIENT/TREATMENT SERVICES AND SUPPORTS (all added and updated currently covered components paid through
medical coding procedures by medical billing staff from medical benefits [claims processed the same as other general medical services and
procedures])

Family biopsychoeducation X X Evidence
Respite X X Evidence
Child and adolescent rehabilitative X n/a Evidence
services

Adult rehabilitative services n/a X Evidence

(employment supports, independent
living skills/remediation training, etc.)

Day treatment X X Standard Practice
Partial hospitalization X X Standard Practice
Community health maintenance X X Logical/Evidence

(support. housing [for adults];
transportation to treatment)

Community health maintenance n/a X Logical/Evidence
(supportive employment; partial hospital
lodging)
Therapeutic foster care X n/a Evidence
Outreach X X Logical
I I Logical/Evidence
Page |14
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Covered Now

Add Now

Add Later

Benefit

paid through medical coding procedures by medical

Children

Adults Children Adults

Children

Evidence

| billing staff (claims processed the sa

all added components and updated cu

rrently covered components
me way as other primary care staff)

MEDICAL SERVICES

Outpatient and inpatient medical
treatment

Outpatient, inpatient, and
residential behavioral health
treatment

X X Standard Practice
X X Standard Practice

Services provided by or under
supervision of physician or PhD by
non-licensed practitioners

DSM-IV based psychiatric diagnosis X X Logical, as with
unnecessary for first three visits medical treatment
related to episode of illness
Payment for professional and facility X X Evidence
costs associated with
tele/videoconsultation
Integrated outpatient, inpatient, X X Evidence
and residential general medical and
psychiatric health care management
in the medical setting
Services provided by or under X X Logical
supervision of physician or PhD
(behavioral services) from medical
benefits
Behavioral health specialists part o X X Logical/Evidence
general medical health care
networks
Consolidated general medal and X X Logical/Evidence
behavioral authorization, care
management, reimbursement, and
reporting business practices
Psychotherapy (individual, family X X Logical/Evidence,
and group in the general medical especially
and behavioral health settings) supportive and
educational
services
Payment for same day X X Evidence
appointments to general medical
and behavioral health clinicians
EMERGENCY/CRISIS CARE

§

R

Integrated general medical and
behavioral urgent care with
behavioral personnel on site

Logical/Evidence

n/a = not applicable Comments: The benefits a client receives will vary based on diagnosis, age, income (e.g. transportation), site, provider, length of service,
etc. This benefit set is intended to result in a system where a patient receives the most effective intervention in an appropriate setting, from an appropriate
provider, at the right time, and for the appropriate length of time. Some of the features of the benefit set correct business practices that prevent coordinated
outcome changing general medical and behavioral health care.
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Lessons Learned

Over time, Network participants encountered barriers to the goal of integrated care. Those barriers
were primarily related to infrastructure, administration and payment and community resource
shortages. This grant and other funding sources obtained by Network participants, have produced new
opportunities for ongoing work in this area. The Network was designed as a pilot for truly integrated
care using a co-located, collaboratively staffed with shared administration and common reimbursement
tools. Some clinics have disbanded their programs due to:

0 inpatient unit closures,

0 staffing and recruitment limitations,

0 incompatible for profit and not-for-profit structures,

0 incompatible technology networks and communications platforms
All Network participants are continuing to move integrated care forward and are participating in the
DIAMOND Initiative. A full description of the DIAMOND Initiative follows this section.

Since March 2008, 45 primary care clinics have introduced DIAMOND. Other groups will introduce the
program in September 2009 and March 2010.

DIAMOND Initiative

DIAMOND Initiative

Blue Cross and Blue Shield of Minnesota and Blue Plus are participating in a collaborative effort along
with the Minnesota Department of Human Services (DHS) and other health plans in Minnesota called
the Depression Improvement Across Minnesota, Offering a New Direction (DIAMOND) Initiative. The
DIAMOND Initiative collaborative is organized by the Institute for Clinical Systems Improvement (ICSI).
The goal of the DIAMOND Initiative is to improve care for people who have depression by providing
services through a new care model offered in select primary care settings.

Provider participation

The DIAMOND Initiative will be offered at select primary care settings that have been approved to
participate by ICSI and have been trained in the DIAMOND care model. The DIAMOND care model
includes adding a care manager and consulting psychiatrist to the patient's treatment team. Blue Cross
will be contacting the select primary care providers who have been approved to participate by ICSIl and
have been trained in the DIAMOND care model.

Services and billing

Approved providers should bill using HCPCS* code T2022 (billed as one unit per calendar month) on a
professional claim format (CMS-1500 HICF or 837P). This code will include any services rendered by the
care manager, the consultative time the primary care physician/psychiatrist spends with the care
manager, and any non-face-to-face time the physician spends reviewing, managing or coordinating care
on behalf of the patient. Services need to be billed on a monthly basis to the health plan that insured
the patient at the beginning of the month in which service occurred. The provider should bill this code
on a monthly basis for a maximum of 12 consecutive months or until the member opts out of the
DIAMOND Initiative, whichever comes first.

Reimbursement
Only those primary care providers who have been certified or approved by ICSI, who have been trained
in the DIAMOND care model, who have been contacted by Blue Cross, and who have elected to
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participate in the DIAMOND Initiative will be eligible for reimbursement. The Blue Cross allowed amount
will be up to $50.25 plus applicable MinnesotaCare tax for eligible members and eligible providers up to
a maximum of 12 consecutive months per member.

Questions? If you have questions, please contact provider service at (651) 662-5200 or 1-800-262-0820.
*HCPCS stands for Health Care Procedure Coding System.

DIAMOND
Depression Improvement Across Minnesota: Offering a New Direction

Major Depression in Adults in Primary Care (Guideline)

JDIAMOND is one of the nation’s most promising efforts to improve health care for

people with depression because it changes the way care is delivered and how it is paid for. Through ICSI,
medical groups, health plans, employers and patients collaborated to develop a better, evidenced-based

model for managing depression.

DIAMOND Frequently Asked Questions
This document describes DIAMOND, how
care is delivered, patient eligibility, and
ICSI’s role in the initiative.

DIAMOND White Paper

This document addresses why depression
care has been deficient to date and how
DIAMOND provides an evidence-based
model to generate better patient results.
Clinics Involved with DIAMOND

Medical groups and their clinics currently
offering or planning to offer DIAMOND.
Lower Health Care Costs

A 2008 study in the American Journal of
Managed Care shows the potential health
care cost savings from programs like
DIAMOND.

Depression Care Tool Kit

This kit is for non-DIAMOND groups and is
comprised of a set of tools, scripts, and
other supporting documents to assist
organizations in the coordination and
management of depression care.
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DIAMOND TV Coverage

ICSI's DIAMOND program, which changes
how primary care for depression is
delivered and paid for, is spotlighted in
this FOX TV newscast.

DIAMOND Bibliography

Annotated bibliography describing the
evidence around the collaborative care
model for depression.

Star Tribune DIAMOND Article
Attached is a story on ICSI's ground-
breaking DIAMOND program from the
Minneapolis Star Tribune newspaper.
NIMH Grant to HealthPartners

The National Institute of Mental Health
has provided HealthPartners Research
Foundation with a $3 million, five-year
grant to evaluate DIAMOND.
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http://www.icsi.org/exit.aspx?URL=http://www.icsi.org/guidelines_and_more/gl_os_prot/behavioral_health/depression_5/depression__major__in_adults_in_primary_care_4.html
http://www.icsi.org/news/health_care_redesign/diamond_news/diamond_frequently_asked_questions/
http://www.icsi.org/news/health_care_redesign/diamond_news/diamond_white_paper/
http://www.icsi.org/news/health_care_redesign/diamond_news/clinics_involved_with_diamond/
http://www.icsi.org/news/health_care_redesign/diamond_news/lower_health_care_costs/
http://www.icsi.org/news/health_care_redesign/diamond_news/depression_care_tool_kit/
http://www.icsi.org/news/health_care_redesign/diamond_news/diamond_tv_coverage_35031/
http://www.icsi.org/news/health_care_redesign/diamond_news/diamond_bibliography_30029/
http://www.icsi.org/news/health_care_redesign/diamond_news/star_tribune_diamond_article__/
http://www.icsi.org/news/health_care_redesign/diamond_news/nimh_grant_to_healthpartners/

Medical Groups Currently Offering DIAMOND

March 2008 Introduction

Medical Group

Clinic Sites

Allina Medical Clinic

Buffalo clinic, MN

CentraCare

Melrose clinic, MN

Community-University Health Care
Center

Minneapolis clinic, MN

Fairview Health Services

Eagan, Highland Park, Prior Lake, Bass Lake clinics, MN

Family HealthServices Minnesota

Vadnais Heights, Banning, Gorman, Highland Park,
Woodbury, Shoreview, Woodlane, Inver Grove Heights,
Afton, Larpenteur, North St. Paul, White Bear Lake,
Maryland clinics, MN

Family Practice Medical Center

Willmar clinic, MN

HealthPartners Medical Group

Arden Hills, White Bear Lake, Roseville, Lino Lakes clinics,
MN

Mayo Clinic

Northwest and Northeast Rochester clinics, MN

Park Nicollet Health Services

Eagan, St. Louis Park clinics, MN

Quello Clinic

Burnsville, Centennial Lakes, Lakeville, Eden Prairie, Savage
clinics, MN

River Falls Medical Clinic

River Falls, Ellsworth clinics, WI

St. Mary’s/Duluth Clinic Health
System

Ely, Duluth, Lakeside clinics, MN

SuperiorHealth Medical Group

Piedmont, Proctor clinics, MN

University of Minnesota Physicians

Smileys, Broadway, Bethesda, Phalen clinics, MN

Page |18
Minnesota Psychiatric Society ©2008




September 2009 Introduction

Medical Group

Clinic Sites

AMC

Northfield clinic, MN

Aspen Medical Group

Maplewood clinic, MN

Grand Itasca

Grand Rapids clinic, MN

HealthPartners Medical Group

Como, Inver Grove Heights clinics, MN

Mankato Clinic

Wickersham, North Mankato clinics, MN

Northwest Family Physicians

Rogers clinic, MN

NorthPoint Health & Wellness Center

Minneapolis clinic, MN

Olmsted Medical Center

Southeast clinic, MN

St. Mary’s/Duluth Clinic Health System

Hermantown, West, Hibbing, International Falls
clinics, MN, and Ashland, Superior clinics, WI

March 2010 Introduction

Medical Group

Clinic Sites

HealthPartners Medical Group

2 sites- TBD

Hennepin County Medical Center

Hennepin Care South clinic, MN

Montevideo Hospital and Clinic

4 sites (1 main and 3 satellites), MN

Paynesville Area Health Care System

Paynesville clinic, MN

Stillwater Medical Group

Stillwater clinic, MN

St. Mary’s/Duluth Clinic Health System

Aurora, Deer River, Virginia clinics, MN, and
Hayward, Spooner clinics, WI

Integrating general medical and psychiatric care is imperative if real health care reform is ever to be
successful. The MPS Integrated Care Network Project offered participants an opportunity to test
theories and learn from applying those theories in clinical practice using available administrative
systemes, clinical staff, resources and technologies, and working with payers and patients. Minnesota is a
state known for its innovative approaches and managed care restrictions. These two elements were
anticipated to be keys to success or failure. As it turned out, the greatest obstacles laid in current
infrastructure, physical boundaries and limits on personnel and community resources. As a result, the
pilots taught us to approach integration on a larger scale which is being explored through the DIAMOND

Initiative.

MPS offers facts, information and support through our website. We are also available to discuss our
project with others studying integrated care and overall health care reform.

The Integrated Care Network acknowledges the support provided by the American Psychiatric
Association, the Minnesota Mental Health Action Groups, The Institute for Clinical Systems
Improvement (ICSI), Network Participants and the Executive Committee. We especially thank Roger
Kathol, MD for his leadership in the multi-year project.
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