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Overview of DMHAS presentation & discusison:  
· (Slides 2-6) DMHAS Home & community based waiver started 4-109, is done in conjunction with DSS. The waiver goal is 72 individuals/year x 3 years for a total of 216 enrollees. To date there are 85 enrollees with 20 engaged in planning. Wavier services include: Unique component is a recovery assistant who does personal tasks with client. 

· Diverted over 200 people who don’t meet criteria of waiver. Connect with Money Follows the Person (MFP) first then put on waiver; MFP, which also does case finding, has 40 enrollees.  Higher numbers of patients being denied nursing level of care by new PASRR screener.  DMHAS nurses throughout the state to ERs to evaluate these patients.  
· Waiver numbers are low, far below target, thought to be related to:

· Eligibility criteria that is too rigid.  DMHAS will make recommendations in renewal of waiver make the criteria less rigid. 
· Patients are afraid to leave environment they know.  Difficult to market in nursing homes.  Sheila Amdur commented that model for case finding may be an impediment—does not place responsibility with the community mental health provider who will be working with the client.  She suggested that DMHAS reexamine their model, given that they will be seeking to double waiver slots.

Paul DiLeo agrees the criteria is too strict and waiver growth too slow.  Need assisted living level of care to help transition the client back to the community. DMHAS is exploring 1915i for young adult population and SPMI.
· (Slides 7-14) Autism waiver has 3 tiers of support services:  Level of need is determined by functional scoring which will determine which waiver tier the person will be in.  The waiver projects a total of 21 clients in a year with annual cost of $1.8M.

· (Slides 15-19) DMHAS Primary and Behavioral Health Pilot integration initiatives were discussed.  Challenge is how best to link BH services with primary health care and measure how we do better over time.  DMHAS has a recovery focus that supports the capacity of people to live in the community.  Mr. DiLeo commented the  ICO model that links all specialty and primary care could be significant step to improving the recovery of people with serious mental illnesses.  ASO –Value Options—manages all behavioral health under Medicaid as of April 1, 2001. The  ASO can measure outcomes of local provider groups such as ACO or ICO.  Overarching challenge to individuals is coordinating his or her own care that one hopes the providers are coordinating!  If this is complicated by someone with cognitive or thought disorders, one really needs assistance in navigating the medical system and gaining access and ongoing treatment.  People with serious mental illness (SMI) have even more barriers related to medical providers not wanting to serve them.  Mr. DiLeo believes FQHCS are good models for embedding services and integrate those services.
· Provider level models: Dr Schaeffer (DSS) said the Medical Home/PCCM committee will use a consultant to define and develop processes for implementing Medical Homes.  There planning grant will support a consultant for ICO planning process;  Mercer will provide DSS analysis of current utilization/cost  and another entity will develop performance measurement . (375 for Performance; 175 for project coordination).  The consultant will work with this committee around policy and design issues.  Consultant for Medical Homes will also help define Health Homes; however this does not tie the state to implementing Health Homes statewide at the same time as ICO. 

· ICO will initially include individuals over 65: in 2 to 3 years plan to phase in the under 65 (much of DMHAS population).  Basic structural issues to be built into ICO.  Major foundational aspect will be how people are enrolled.  How the program is designed to serve will determine who it serves.  If other populations with distinct needs brought in at a later date, then will be concurrently planning the best person centered management structures for these populations.  Sheila Amdur raised a concern that planning has be based on health needs of populations we want to serve, and that design of structures flow from this.  Also that we seem to be leaning to one size fits all, rather than defining the diversity of need of the ABD population.  Also need to assure that our care standards are defined to support the person’s functioning, even if they aren’t going to improve.  DSS will not administer the Medicare population—ICO is relating to subset of population of dual eligibles so Medicare will control medical necessity of this population.

Payment:  in two years will have 65% of patients in Medical/Health Homes which will have enhanced payment.  
Questions that need to be answered: What will payment method be for ICO?  Will they pay providers?  How are shared savings distributed?  Performance measurement should cover all levels of care coordination—ICO, Medical Homes, Health Homes. Payment for FFS with “global” budgeting related to how we are managing financially. CMS urges people to use H&CBS Waiver- like services for people who don’t meet qualifications for waiver.  How can we do that?  Can local LMHA be hub and wheel for ICO or is a partner or specialty manager?  
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Home and Community Based Waiver Services







Home and Community Based Waiver Services

		DMHAS/DSS were approved by CMS for a mental health waiver start date on April 1, 2009 

		Provides services for individuals with serious and persistent mental illness

		Permits community based care in lieu of institutional (nursing home) care

		Goal: 72 people per year x 3 years = 216 total people









Home and Community Based Waiver Services

		Individual funding cannot be any more than what is being paid for nursing home care 

		85 individuals enrolled to date with 20 engaged in planning

		Average age of participants = 53

		Average service plan cost = $63,386









Waiver Services

		Assertive Community Treatment (ACT) – intensive clinical and rehabilitative care provided by an interdisciplinary team.

		Community Support Program (CSP) – a flexible, team-based approach to community rehabilitation.

		Peer Support – a “step-down” and follow-up to ACT or CSP provided by a trained and certified peer specialist (i.e., a person who understands mental illness and recovery from his/her own personal experience).









Waiver Services

		Supported Employment – an effective array of mental health supports designed to help participants find and sustain competitive employment.

		Recovery Assistant – homemaker, companion, personal care, and in-home respite services deigned to help a participant maintain his/her own home.









Waiver Services

		Transitional Case Management – services provided during the weeks prior to, and immediately following discharge from a nursing home, to help locate and set up a suitable apartment or other living arrangement. 

		Short Term Crisis Stabilization – services designed to stabilize a participant in an emerging crisis situation.











Waiver Services

Other Ancillary Services:

		Specialized Medical Equipment



		Home Accessibility Adaptations





		Non-medical Transportation





















Autism Waivers







Autism Waiver Target Population

		DDS Adults who are currently receiving services in the Adult Service Pilot Program and meet waiver eligibility

		DCF children receiving DCF services who meet waiver eligibility

		DMHAS adults who are currently receiving services from DMHAS and who meet waiver eligibility











Eligibility

		Have a diagnosis of an autism spectrum disorder

		Be developmentally delayed in 3 areas of major life activity

		Have an IQ = or > 70

		Be on Medicaid

		Be a CT resident

		Impairment prior to age 22

		Impairment expected to continue indefinitely









Services and Supports

		There are 3 Tiers in the Autism Waiver

		Tier 1-least amount of services needed, cap of $35,000.

		Tier 2 - increased availability of services, cap of $80,000.

		Tier 3- most intensive services provided, over $80,000.









Services and Supports

		Tier 1: 7 clients in year 1, $227,498 annual cost.

		Tier 2: 10 clients in year 1, $658,980 annual cost.

		Tier 3: 4 clients in year 1, $1,006,811 annual cost.

		Total: 21 clients in year 1, $1,893,289 annual cost









Services and Supports 

Tier 1 Services

		Services used to support the highest functioning clients.

		It is expected that  the  majority of clients will utilize the following services:



		Life Skills Coach

		Personal Supports (Mentor) 

		Supported Employment

		Job Coaching









Services and Supports

Tier 2

		Clients at this level will utilize similar services as Tier 1 but will also have additional needs. It is anticipated that most clients will utilize the following services:

		Life Skills Coach

		Personal Supports (mentor)

		Job Coach

		Supported Employment

		Clinical Behavioral Supports

		Community Transition Services









Services and Supports

Tier 3



		The clients in Tier 3 require the most support and skills teaching.  It is expected that most clients will utilize the following services:



		Continuous Residential Supports

		Job Coaching 

		Supported Employment

		Clinical Behavioral Supports

		Community Transition Services













Primary and Behavioral Health Pilot Integration Initiatives







Challenges in Seeking Health Care

		Limited available transportation

		Some Primary Care Providers unwilling to accept Medicaid

		Limited knowledge of health care needs and resources available

		Limited community supports to assist in connecting to care











Primary and Behavioral Health Pilot Integration Initiatives

		2 Pilot Initiatives with 4 PNP local mental health agencies: 

		Communicare: Birmingham Group, Bridges, Harbor Health

		Community Mental Health Affiliates (CMHA) 

		Funding awarded by the federal Substance Abuse and Mental Health Services Administration (SAMHSA) to integrate primary and behavioral health services









Pilot Models

		Communicare model: includes co-location of primary care services within each of the three (3) local mental health agencies, in partnership with a federally qualified health center (FQHC) – Cornell Scott Hill Health Center. 

		CMHA model: includes partnering with a The Hospital of Central Connecticut for primary care integration.









State-Operated Pilot Initiatives

		Two (2) State-Operated local mental health authorities (LMHAs):

		Southwestern CT Mental Health System’s Dubois Center in Stamford

		Western CT Mental Health Network in Waterbury

		Partnership with federally qualified health centers (FQHCs) to co-locate primary care services within the LMHA service site.

		Optimus Health Care in Stamford

		StayWell Health Care in Waterbury

















Questions












