Testimony of Jillian Wood

Executive Director, CT Chapter of the American Academy of Pediatrics
Executive Director, CT Council of Child and Adolescent Psychiatry
Before the Public Health Committee

March 20, 2013

SB1136 An Act Concerning Mental Health Services

Senator Gerratana, Representative Johnson, and distinguished members of the Public
Health Commiittee: '

On behalf of AAP and CCCAP, [ am pleased to provide you with this information related
to the Massachusetts Child Psychiatry Access Project (MCPAP) for you in consideration
of SB1136.

MCPAP is a system of regional children’s mental health consuliation teams designed to
help primary care providers meet the needs of children with psychiatric problems.

implementation of a similar program was recently included in the consensus items of
the Bipartisan Task Force on Gun Violence Prevention and Children’s Safety’s Mental
Health Services Working Group, and is included in Section 2 of the bill before you.

The information in this submitted testimony includes a PowerPoint overview as well as a
draft project design for Connecticut ACCESS-MH.

Please contact me with any questions about MCPAP. Thank you for the opportﬁnity fo
share information about this important program with you.

Respectfully submitted,
Jillian Wood

104 Hungerford Street
Hartford, CT 06106
860-525-9738

Fax 860-727-9863

jillianwood@sbcglobal.net
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Massachusetts Child Psychiatry Access Project

John H. Straus, MD

Massachusetts Behavioral Health Parinership

Barry Sarvet, MD~
Baystate Health, Tufts School of Medicine

What is MCPAP?

* MCPAP is a system of regional children's
mental health consultation teams
designed to help primary care providers
meet the needs of children with
psychiatric problems.
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® 33% of parent
respondents waited
more than 1 year for an
appt with a child mental
health provider

® 50% reported that
pediatrician never
asked about child's

S i frolle, mental health

msonm s 8770 reported that
s i G o pediatrician was not -
— helpful in connecting

them to resources

Child Psychiatry
Workforce Issues

* Estimated 1.6 child and adolescent psychiatrists per
1,000 children and youth with DSM IV rated severe

* Overall rate of 8.6 child psychiatrists per 100,000
children and youth{range Alaska 3.1 to MA 21.3)

* Poorly distributed throughout country

Inverse relationship between # of child psychiatrists
and percentage of youth in poverty

No increase in number of child psychiatrists trained per
year between 1995 and 2006(census~700)

Thomas and Holzer, JAACAP,
2008




Suitability of Primary Care
Providers for Mental Health

® Patients and families often feel more
comfortable and trusting of primary care
providers

® Primary care providers have the
opportunity for prevention and screening

® Primary care providers know the
“developmental context of symptoms

® Addressing psychiatric issues in primary
care setting can reduce stigma

Pediatrics and Mental Health

* Costelio E et al: Psychopathology in pediatric primary
care: the new hidden morbidity, Pediatrics, 1988

b routine care, pediatricians sensitivity=17%

Pediatricians prescribing 84.8% of the psychotropic
meds in large national office-based practice survey
{Goodwin et al, 2001)

Organized medicine gets behind mental health in mid-
90’s to present

¥ Bright Futures in Mental Health
> AAP Mental Health Task Force
¥ AACAP Inifiatives 2005 through 2008
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MCPAP Goals

Improve access to treatment for children
with psychiatric illness

Promote the inclusion of child psychiatry
within the scope of primary care practice

Create functional primary care/specialist
relationship between pcp’s and child and
adolescent psychiatrists

Promote the rational utilization of scarce
specialty resources for the most complex
and high-risk children

" MCPAP Leadership

John Straus, MD, Adminisirator/Designer, Massachusetts
Behavioral Heaith Partnership

Barry Sarvet, MD, Medical Director, Baystate Health

lrene Tanzman, Program Director, Massachusetts
Behavioral Heatth Partnership

Hu-b Medical Directors:

Joseph Gold, MD, McLean Hospital

Mary Jeffers-Terry, APRN, UMass Med Cir

Jeff Q. Bostic, MD, EdD, Mass General Hospital
Jefferson Prince, MD, North Shore Children’s Hospital

John Sargent, MD, Tufts Medical Center

Charles Moore, MD, Mclean Hospital-Brockion

Barry Sarvet MD, Baystate Health
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Program Design

Dedicated teams deployed regionally across state

A state governmental program, through the
Massachusetts Depariment of Mental Health,
administered by the Medicaid managed care
organization.

Serves all children and families in Massachusetts
regardless of insurance status.

Serves all types of PCPs (MDs, PNPs, PAs)
Teams hosted by prominent children's healthcare

institutions with existing relationships with
pediatricians and family physicians.

Operating budgets of teams are fully funded, subject
to reconciliation of third party reimbursement .

6 MCPAP “HUBS”

" Mass General Hospital
Lauren Hart, MPH
Lesh Grant, MSW LICSW

Uidess bemanial M CF | iorthshore Chidrer's Hosaltal Jeft Bostic, MD EdD
Py LICSW Brianna Roy Batty Wang, MD
[eanna Pedro, L T T LICSW Elizabeth Pinsky, MD
Danstte Mucaria, LIGSW racey ISMAzZans,
5 . Paui Hammemess, MO
Mary Jeffess-Terry, ONS Jennifer McAdoo, LMHC
Matihiew Bermingham, MD Jﬁf.er:g?s?ﬂn:eh}ly B ’
Wilkam C'Brien, MSW Hea L Slva,
Michele Reardon, MD %
* Joseph DiPietro, PsyD Turfts Med Gir

Children's Hospital Bostan
Rachael Roy Gorton
Alexis Hinchey Davis, LICSW

" Baystate Med Cr
Ariyn Perez *®
Jodi Devine, LICSW
Bamy Sarvet, MD

Sigalit Hoffman, MD
Neha Sharma, DO
Eric Goepfart MD
Mimi Thein, MD
Lauren Mckenna %

Bruce Waslick, MD
Shadi Zaghloul, MR

Sara Brewer, MD
John Fanton, MD
Marjorie Williams-Kohl, CNS

Mclean Hospial/Brociton
Amanda Carveiro

Carla Fink, MSSA
LICSW
Charles Moore, MD
Tracy Muliare MD 4k
Mark Picciotio, PRD
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The MCPAP Clinical Process
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Overview

6 teams

. ® 423 practices with 1534 FTEs of primary
care providers

92% of pediatric practices with panel size
of 2000 or more in MA used MCPAP at
least once in 2011

¢ 20,958 encounters in FY 2012
®* Over 1,460,000 children now covered
Over 98% of Commonwealth

Cost = $2.20 per child per year




Utilization —Enrcounters by Month
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60% Commercially Insured — 40% Publicly Insured

Variability in practices’ patterns of use of MCPAP

Proporticn of
practices

Van Cleave, J et al, AACAF Poster 1.37, 2012

Proportion of all
calls to MCPAP
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Volume of Calls per Practice (n=2438)

25

20

15
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Year 1 Year?  Year3 Year 4 Year 8

Year since enroliment

Van Cleave, J et al, AACAP Poster 1.37, 2012

Engagement Strategies

Be helpful on every call

Be in practice

Personalized, localized

Care coordination
Qutreach/CME

10



MCPAP Encounter Types

Cumulative
FY2012 FYo5-FY 12

Activity N = 20,958 N = 108,827
«Phone Consultation with PCP 42% 40%
-Care Coordination 31% 29%
+Face to Face Evaluation 10% ) 11%
+Phone with Member/Family 10% 10%
«Follow Up Visit 2% 3%
«Other 5% 6%

Percentage of Encounters by Age

Percentage of MEPAF Phone PCP Encounters by Age
Category FY 2010 n=6568

A4%

O

At

14%

i

12 13-16 17-2% >21
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Types of Consultation Questions

Help!

Diagnostic

question

Treatment
pianning

Unable fo
access MH
resources

Need second
opinion

Screening Therapy
Support Questions:
Medication -Selection
Questions:
-Monitoring

-Selecticn

’ -Linkages
-Side Effects
-Interim
management

Reason for contact

(% of total calls)

FY 2011

Gumulative Aprif 2008 — June 2012¢

Reason for Contact N=7.823 N= 33554
Resources ~Community Access 36% 35%
Diagnostic 385% 35%
Medication Guestion 23%, 22%
Wedication Evaluation 25%, . 3%
Parent Guidance P 6%
Second Opinion 1% 3%
Follow Up 7% 3%
School Issues 2% 4%
Crisis 1, 2%
Other % 2%

* Reason for confast feld added in Apdd of 2008

3/20/2013
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Diagnoses (% of total calls)

Diagnoses FY 2012 (N=8,706) Cumulative FY05-FY12 {N=43,131)
ADHD 33% 33%
Andety 30% 26%
Depression 24% 24%
Deferred Diagnosis 4% 12%
Oppasibanal Deflance DisorderCD 8% 10%
Diher 5% 10%
Autism Spectum Disorder 6% 6%
Adjustment Disarder A% 4%
Wivod Disorder NOS 6% A%
| sipstar 2% 4%
Past Traumatic Stress Disorser 2% 3%
tbsessive Compulsive Disorder 2% 3%
‘ Substance Abuse 1% 2%
Eating Disorder 1% 2%
PDeveicpmensal Delay 1% 1%
Psyehosis 0% 1%
Medications (% of total calls)
FY 2011 Cumulative FYO5-FYT]
Medications N=T,823 N=32372
Nang 5a%, 51%
Stimulant 21% 2t%
SSRI 15% 16%
Atypical Antipsychotic A% 4%
Alpha Agonist 5% 4%
QOther 3% 4%
Benzodiazepine 2% 2%
Other Mood Stabilizer EA 1%
Atomoxetine 204 1%
Other Antidepressant 1% 1%
Wellbutrin 19, 1%
Depakote 0% 1%
SNRI 0% 0%

3/20/2013
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Dvir et al. study

368 surveys sent out, 158 returned (44% response rate)

25% phone consutt, 75% face-to-face visit
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MCPAP as Statewide Vehicle for Quality Improvement

Use of Standardized BH screening tools
Screening of children of military families
* Use of national guidelines (GLAD-PC)

Promotion of court ordered services
(Rosie D.)

[mproving management of teen
substance use as part of recently
received state CMS SIM grant.

Research

16



Screening

Outcomes of MCPAP PCC Screening Tool Implementation
Number of surveys mailed = 828
Number of respondents wheo did not use MCPAP = i5
Number of responses analyzed = 288

FY 26009
Strongly Strongly
Disagree | Disagree | No Opinion Agree Agree
| have increased my
ability to use
masaitn | 4% | 4% | 25% | 48% 9% |
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#assachusetts Child
Psychiatry Access Project
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DRAFT - Project Design for Connecticut ACCESS-MH
(March 12, 2013)

Overview

The goal of ACCESS-MH is to ensure that all youth in Connecticut have child psychiatry and
behavioral health services that are accessible through their primary care providers (PCPs).
ACCESS-MH is an acronym for Access to all of Connecticut’s Children of Every
Socioeconomic Status -- Mental Health. ACCESS-MH will provide PCPs with timely access to
child psychiatry consultation and, when indicated, care coordination and transitional services
into ongoing behavioral health care. ACCESS-MI will be available to all children and families,
regardless of insurance status, as long as the point of entry is through their PCP. ACCESS-MH
will operate from 9 a.m. to 5 p.m., Monday thru Friday, and is not meant to replace necessary
emergency services. Through ACCESS-MH, 3 hubs, each with a child psychiatrist, social
worket and care coordinator will provide assistance to PCPs in accessing psychiairic services.
ACCESS-MTI will be regionalized to facilitate an ongoing relationship between the ACCESS-
MH hub and the PCP. The regional ACCESS-MIT hub will provide training and continuing
education to maximize the appropriate division of activities between PCP, the ACCESS-MH
hub, and routine behavioral health services. The Connecticut Behavioral Health Partnership will
provide program oversight, data analytic services, measurement of outcome, and reports to the
state and stakeholders. A

ACCESS-NH is modeled after the success of the Massachusetts Child Psychiatry Access Project
(MCPAP). This model recognizes that increasing PCP ability to manage behavioral health issues
requires a close mentoring, educational relationship between consultant and PCP in which the
consultant always has the PCP’s back. The motto to the PCP is “call as often as you need”. The
constltant can walk the PCP through situations they should be able to manage but also provide
help with referral when the situation is more complex than reasonable for the primary care
setting.

Regional Hub Design and Activities

The state will be divided into three regional hubs. The need for three hubs was based on the
experience in Massachusetts that each hub can manage a population of children of between
250,000 and 300,000. Based on 2010 census data, Connecticut has 819,210 children under the
age of 19. With 3 teams the average population covered per team would be 273,070.

Rach regional hub will consist of one FTE of child psychiatrist, one FTE of a licensed social
worker, 1.2 FTEs of a care coordinator, and appropriate administrative support. Each hub will
build relationships with the PCPs in their region to provide psychiatric telephone consultation,
often immediately, but at least within 30 minutes Monday through Friday from 9 am. to 5 p.m.
The consultation will result in one of the following outcomes depending upon the needs of the
youth and family:

1. An answer to the PCP’s question;

2. Referral to the hub care coordinator to assist the family in accessing routine, local
behavioral health services; :

3. Referral to the hub social worker to provide transitional face-to-face care or telephonic
support to the Member and family until the family can access routine, local behavioral
health services;
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4. Referral to hub child psychiatrist for an acute psychopharmacologic or diagnostic
consuliation.

The regional ACCESS-MH hub will also provide PCPs with training and behavioral health
continuing education. Although much of this education will occur during telephone
consultations around specific members, the hub will be available for “brown bag” or other types
learning sessions at the PCP office, regional grand rounds, or CME sessions and conferences.
ACCESS-MH recognizes that individual PCPs are able to manage behavioral health cases of
varying complexity. The relationship of the PCP — ACCESS-MII hub will accommodate that
variability. '

The geographic arrangement of regional hubs will seek to maximize existing PCP — child
psychiatry relationships, particularly those within integrated health systems. Additionally, some
PCPs with onsite behavioral health services may not need the assistance of ACCESS-MH. In
order to facilitate transition into routine care, each hub will develop knowledge of local
behavioral health capacity and expestise. .2 FTE of the care coordinator (suggest using a family
member with lived experience) will work in the evening to call families referred for behavioral
health services to monitor follow up with keeping of appointments.

PCPs will be expected to understand the ACCESS-MH program rules and limits. This includes
continuing to manage appropriate cases in the primary care setting, participating in tralnmg and
continuing education, and completing annual evaluation surveys.

Each hub will maintain an appropriate clinical setting for the social worker and psychiatrist to
see youth needing face-to-face consultative or transitional services with the care coordinator as
the receptionist. '

Although it is expected that a hub will probably have its one FTE of child psychiatry split
between several child psychiatrists or registered nurse clinical specialists (RNCS) who are each
part-time with the program, each hub will appoint one psychiatrist as & regional medical director.
Additionally, each hub will designate an individual to be administratively accountable. Medical
directors and administrators will meet at least monthly (telephone or face-to-face) to guide the
Program.

Expenence from Massachusetts has shown that all face-to-face visits must be only consultative
in order to keep the system from backing up. Consultants will not write prescriptions but if
medication is necessary, the consultant will decide if the PCP or a specialist should manage the
medication. Each hub will use insurer-based network management resources to assist in
maintaining appropriate access to routine behavioral health services.

Hub consultants will be aware of standard behavioral health screening instruments and support
their use in all primary care practices, Each hub will reinforce any statewide effort to implement
universal behavioral health screening. '

See Attachment 1 for summary of hub contractual requirements.

Administrative Structure

The Connecticut Behavioral Health Partnership (CT-BHP) will administer ACCESS-MH. CT-
BHP will employ a.5 FTE program dlrector and a SFTE data analyst CT-BI—IP Wﬂl also employ
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or contract through one of the hubs a .2FTE child psychiatrist medical director. CT-BHP will
negotiate contracts with each hub and hold each hub accountable to deliver agreed upen services.

CT-BHP will set up an advisory commitiee for ACCESS-MII with participation from all
stakeholders including pediatricians, family physicians, child and adolescent psychiatrists,
family/behavioral health advocates, public and commercial insuress, the local chapters of the
American Academy of Pediatrics and the American Academy of Child and Adolescent
Psychiatry, other appropriate associations, and state government. The advisory committee wiil
communicate initially to discuss program specifications and then periodically but not less than
twice per year to review program evaluations and recommend any modifications.

CT-BHP will use a secure electronic medical record system developed in Massachusetts to
collect data from the regional hubs. CT-BHP will then aggregate de-identified data into a central
database for both financial and program analysis and evaluation.

CT-BHP will administer an annual survey to assess program quality and outcome beginning with
a pre-start survey to create a baseline to measure improvement.

CT-BHP will perform at least quarterly site visits to each hub.

CT-BHP will provide a quarterly report to each hub listing practices that have not used the
service in the past quarter. This list is used by the hub to reach out to those practices to ensure
that they are meeting all the behavioral health needs of their patients and encourage them 1o use
prograrm. :

CT-BHP will provide a public website and a newsletter to all PCPs and interested parties.

CT-BHP will meet hold a statewide meeting of all hub staff at least annually to review program,
develop cohesiveness and consistency between hubs, and brainstorm around future
improvements.

CT-BHP will provide a brochure for PCPs to use in their office to encourage youth and families
to raise behavioral health issues because of having the support of ACCESS-MH.

CT-BHP will join the National Network of Child Psychiatry Access Programs (NNCPAP) to
share experiences with other states doing similar work and take advantage of national best
practices.

Finance

Each ACCESS-MH hub will be paid monthly by CT-BHP, based on an annually negotiated rate
between CT-BHP and the regional hub’s parent organization depending on specific staffing and
administrative overhead. As an off-set to the CT-BHP payments, face-to-face visits will be
billed to applicable third-party insurers, and payments received will be reconciled on a quarterly
basis. From these collections, 75% will offset CT-BHP funding, and 25% will remain with the
regional hub.

CT-BHP administrative and regional hub contracted expenses will be negotiated annually with
DCE.

A sample budget for each hub and the overall Pro gram is Attach.ment 2.
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Expected Qutcomes and Evaluation

The goal of ACCESS-MH is to efficiently and effectively eliminate perceived and real -
_ difficulties with timely access to child psychiatry services. This project will assume that
. improving access will lead to better behavioral health cutcomes. Therefore, the expected
outcomes for ACCESS-MH are as follows:

Expected Qutcome Type Measure

TFull utilization of hub resources. Process Analysis of Encounters
All PCPs will have ACCESS-MH coverage. Process PCP Initial Agreement
PCP satisfaction with program and access to BH services. QOutcome PCP Survey

Member/family satisfaction with program and access to BH | Outcome Member/Famity Survey
services.

Additionally, working with NNCPAP, ACCES S-MH will explore measuring change in PCP
knowledge, skills, and attitudes towards managing behavioral health problems.

Attachment 3 is a sample encounter form that allows analysis of productivity. To maintain
HIPAA compliance, all personal identifiable information will be encrypted and only available to
the regional hub. Attachment 4 is to be completed by each PCP when they agree to participate in
the program. This form will allow calculation of costs per youth and penetration rates.

Implementation

CT-BHP will work with stakeholders and providers to obtain three regionally-based teams that
can assure statewide coverage. All interested parties will have an opportunity to discuss
participation in ACCESS-MH. Medical centers with ongoing relationships with PCPs and with
academic experience ranning programs and providing education are preferred both
programmatically and also to not remove the limited availability of community based child
psychiatrists. CT-BHP will decide final participation based on geographic coverage, ability to
fulfill program specifications, and acceptance of financial terms.

Each regional hub will sequentially engage PCPs in order to allow time for initial on-site
orientation and training. This orientation visit is best done during a practice staff meeting so that
everyone in the office is oriented to the program. Al PCPs will sign a PCP Initial Agreement
(Attachment 4). High volume PCFPs will have priority. School based health centers and other
places of care can enroll as long as they have a PCP who is able to diagnose and prescribe for
behavioral health problems,
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DRAFT - Specifications for Hub Contracis — Attachment 1

Child Psychiatrist

P

Y ¥V YVVY

All child psychiatrists must be board certified or eligible and skilled in
psychopharmacology.

One child psychiatrist will be designated as medical director for each hub.

RNCSs may participate provided at least one child psychiatrist

One individual will be on call from 9 a.m. to 5 p.m. Monday thru Friday.

Hub member on call will at all times carry beeper/cell phone and be accessible within 30
minutes.

Hub member on call will not be engaged in uninterruptible activities such as
psychotherapy.

The child psychiatrist wiil make an on-site visit to each PCP practice at least annuaﬂy

Social Worker

YVVVVYY

Must be licensed.

Supports the care coordinator in understanding different referral resources
Must engage only in consultative or short-term transitional care.

Must be knowledgeable of local behavioral health resources.

May be psychologist.

Care Coordinator

YV VVYY

Hub -

Y VvV YV YV Y VYV YVYVYVY

Works with hub to coordinate and maintain schedules.

Manages registration and billing of patients requiring face-to-face visits.
Arranges appointments with local behavioral health prowders

Insures collection of encounter data.

Follows up with family to make sure referral is successful.

Bach hub will provide appropriate, accessible space for seeing Members.

All hubs will be able to biil major third-party insuress.

All hub employees will have the skills neoessary to work as a hub so that responses to the
PCP community are consistent.

Hub will be supportive to all local behavioral health organizations without preference to
any organization associated with that hub.

Hub will be knowledgeable about cultural competencies of local behavioral health
providers.

Hub will keep track of waiting times for access to local behavioral health services,

Each hub will provide and mamtam appropriate computers to have secure VPN connection
with CT-BHP.

Each hub will designate an administratively accountable individual.

Fach hub will cooperate with monthly meetings of medical directors and administrative
leaders.

Each hub will have a single number to access the on-call consultant.

Each hub will be knowledgeable of requirements of Jocal school systems for behavioral
health information.

Each hub will have a standard orientation curriculum for PCPs, to include at a minimum:
how to use the hub; orientation to community behavioral health services; and prescribing
information and side effects for commeon psychotropic medications.
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ACCESS:ViH Financial Model = Attathment 2

Total Program Costs

Draft 3/11/13
Hub Expense
FTE Position Base Salary -Total
' $
1.0 Child Psychiatrist 190,000 $ 190,000
1.0 Social Worker $ 68000 S 68,000
1.2 Care Coordinator § 40,000 S 48,000
s
0.1 Administrator 110,600 S 11,000
Szlary without Benefits S 317,000
Benefits {%) 28%
Salary with Benefits S 405,760
Office Expense $ 50,000
Direct Hub Expense $ 455,760
Indirect Percent 12%
Total Team Expense § 510,451
Number of Teams 3
Total Hub Expenses S 1,531,354
CT-BHP Expense
0.5 Program Manager § 75000 S 37,500
0.5 Data Analyst $ 60,000 S 30,000
Total Salary S 67,500
Benefits 22% 8§ 14,850
CT-BHP Salary S 82,350
CT-BHP Newsletter/Web $ 20,000
Meetings/Travei S 5,000
Miscellaneous expenses S 10,000
Tota} CT-BHP Expense $ 117,350
Program Medical Director
$
0.2 Child Psychiatrist 210,000 S 42,000
With Benefits S 53,760
Program Direct Expense $ 1,702,464
. Pragram indirect Expense (CT-BHP) 6%

S 102,148

$ 1,804,611

Number of CT youth
Cost per Youth per Year
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DRAET ACCESS-MH Encounter Form — Attachment 3

Date of Service | (MM/DD/YY) | Time of Service {HH/MM}
L] ) NO -

Patient Name Name Male Female
. ) ' | Patisnt/Family

Patient Age Patient DOB | Phane

' Provider Provider ID

Provider Type MD RNCS Licensed Therapist Care Coordinator

Practice Name Practice |D

PCP

Insurance (circle)

Add Specific Connecticut Plans/ None/ Unknown

Activity (Choose only one

activify per encourter.) Phone PCC Phone Other Phone Member/Family
to.F . o -
BH Network Mgmt Face-to-Face VlSl.t o a‘rt? Cc?o‘rdlna’uon
: Ind Follow Up Visit Family Visfi _ Crisis Visit
ER Feliow Up Case Conference Case Supervision Nen Pt Specific Consuitation
. Gare Coordination Haliway PCC ' Haliway Other CME | E-Mail
| Medication Change Yes ' No ‘Not Applicable
! Length of Service 5 10 15 20
{minutes) 30 45 60 _ 90 120
Outcome Meadication Outcornes — For Phone PCC activily, you Other Quicomes- You may choose
must choose at least one Medical Outcome an additional Other Quicome
PCP ! Psychopharm Eval Therapist Appt - MCPAP
You may choose more | e e .
th e oufcome. iatri i -
an on Psychiatrist Refei j[cia N?W-F_isy-?hlaftrlst Therapist Appt- Outpt
Avoid Crisis Visit ___ | Bridge Treatment with PCP
| MD Appt. ;  None
| Diagnosis ADHD ' Depression | OCD - 18A
oBD Bipolar PTSD/trauma PDD/ASD
CD i Amxiety Psychosis o . DD
Eating ‘
_Adiustment Disorder__: Disorder i Deferred Diagnos’s ~ ~ | Mood Disorder NOS -
Ages and Diagnosis i Cther
Aspergers Stages Comorbidity i
Medication Other .
‘ Stimulanis Antiidepressant Atomoxetine - Depakote
Other Mood .
 SSRE . Stabilizer ‘ Wellbutrin . Benzodiazepine
SNRI Cther Antipsychotic . TCA Atypical Antipsychotic
. ; No meds after
| Lithiium | Alpha -Agonist enceunter
Medication Options Increase mads Decrease meds Refer med treatment : Start first meds
i
- No meds before :
Changemeds | encounter : Taper off meds . Add meds
: Med Other Non —patient specific
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Reason For Contact

| Collateral Contact

Diagnosiic

Medicaticn Question

Medication Eval

-~ Crisis

Resources-
Farent Guidance School [ssues Community Access | Second Cpinion
Follow Up Non Member Screening Tool
Specific question Other
Assessing Access Outpatient Clinic: iig;;;gm Waiting List 3\;1?5 fv-;s j;fs =6 wk.s
indvigual P L R o O e
Prescriber i\?erx[iggkla\lot Waiting List \1N-k23 \zavl:s i:fs >6 wks
Bilingual iﬁ;‘{:;;g"t Waiting List | 12 S I I
Teaching Points fo PCC
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DRAFT - ACCESS-MH PCP Initial Agreement — Attachment 4

Practice Name:
Practice Address:
Practice Type: Pediatics_ Family Practice__Peds/Family_ School Based HC
Practice Teiephone Number:
Practice Medical Director:
Practice Office Manager:

Professional FTEs:
Pediatrician:
Family Practitioner
Mid-Level Practitioner:
Behavioral Bealth Provider:

Approximate Child Covered Lives:

Insurances Accepted ( please check):
Plan A % of Practice
Plan B % of Practice ____
Plan C % of Practice ____
Plan D % of Practice
Plan E % of Practice ____

Site #1: Address:
Telephone:
Provider Names:

Site #2: Address:
Telephone:
Provider Names:

List additional sites on the back of this sheet.

We agree to participate in ACCESS-MH with the following regional team:

We agres to participate in fraining at the beginning of the project and continuing education as needed
during the project.

We agree to complete periodic satisfaction surveys.

We agres to continue to manage behavioral health care of appropriate cases for the primary care setting
following case based education with the team.

We understand that the ACCESS-MH psychiatrist/clinical nurse specialist will not be prescribing
~ medications.

Signed: Date:
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Title:

ACCESS-MH Provider Information-Sheet

Provider Name Title | FTE's Email Site
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