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Background

The Federally Qualified Health Centers (FQHCs) in the Portland Metro region have been working together to develop clinical and structural/financial capacity in regard to the integration of Mental Health (MH) and Substance Use (SU) services within primary care, with technical assistance/support financed by the Health Resources and Services Administration [HRSA] (this project has been denoted by HRSA as Cascades Community Engagement). Over the last several years, this project has included disseminating clinical training materials and obtaining Oregon Medicaid adoption of the Health and Behavior CPT codes. 
For the Fall 2009 process, the participants prioritized development of a shared measurement/ evaluation strategy. In selecting this priority, an important frame of reference has been the Primary Care Medical Home (PCMH) and the NCQA Physician Practice Connections-Patient Centered Medical Home (PCC-PCMH) certification process, which includes nine standards, organized into 30 elements, each of which is described through a list of factors. PCC-PCMH certification is a future strategy for primary care organizations to improve their quality of care and position their organizations for flexible reimbursement methods. For details, see the recently released Guide for Obtaining PPC-PCMH Recognition for Safety-Net Providers.
 For organizations participating in the Oregon Primary Care Renewal (PCR) Collaborative and also working on integrated care, it is important to conceptualize that integration is part of the medical home, will be tracked and evaluated, and included in the current development of EHR and registry capacities.
What is integrated healthcare? 
The idea is that physical and behavioral health problems often occur at the same time. Integrating services to treat both will yield the best results and be the most acceptable and effective approach for those being served… The question is not whether to inte​grate, but how. Neither primary care nor behavioral health providers are trained to address both issues. Systems that pay for these services typically are set up to pay for them separately. Shift​ing to integrated health care requires a fresh perspective, new skills and radi​cal changes in service delivery.
 

The measurement/evaluation strategy encompasses integration as the bidirectional provision of MH/SU services in primary care settings and the delivery of primary care services in MH/SU settings, as articulated by the National Council for Community Behavioral Healthcare in Behavioral Health/Primary Care Integration and The Person-Centered Healthcare Home.
 While provision of MH/SU services in primary care (by Behavioral Health Consultants [BHCs]) has been expanding in Oregon’s FQHCs, the idea of placing primary care capacity into MH/SU settings is a newer concept—some agencies are now planning for this capacity and it seemed appropriate to include this in a forward looking measurement/evaluation strategy.
This measurement/evaluation strategy was developed by representatives from participating organizations (see Appendix A) through a series of full day work sessions in late 2009. The intent is to share it broadly among policy makers and providers within Oregon.
Goals for Measurement and Evaluation

The Institute for Healthcare Improvement believes that new designs can and must be developed to simultaneously accomplish three critical objectives, or what they call the “Triple Aim:”
· Improve the health of the population; 
· Enhance the patient experience of care (including quality, access, and reliability); and 
· Reduce, or at least control, the per capita cost of care.

The overall intent of the Cascades Community Behavioral Health Integration Measurement/Evaluation Strategy is to answer questions relevant to the Triple Aim and address information needs at the system, population, care team, panel, and individual patient levels.

· Is integrated care (behavioral health in primary care/primary care in behavioral health) of value to payors, providers and patients?

· Are the interventions clinically effective?

· Are there opportunities for Quality Improvement in organizational processes of delivering integrated care?

· Can the data be used to shape delivery of care, for specific patients, for a patient population, for the community?

It is envisioned that the data collected, analyzed and reported will provide information for a variety of audiences:
· Federal policy makers (e.g., HRSA)

· State policy makers (e.g., elected officials, Health Authority, Quality Institute)

· Payors (e.g., impact on system costs)

· Organizational Boards of Directors (e.g., FQHCs and MH/SU agencies)

· Partners in delivering services (e.g., ease of implementation, quality improvement)

· Providers (e.g., satisfaction, skill development and comfort)

· Care Teams (e.g., clinical operations)

· Patients (e.g., clinical outcomes, experience/satisfaction)

· Researchers

· Professional organizations

Organizing Measurement for Evaluation
Primary care populations need differing types of collaborative/ integrated interventions, depending on their assessed needs. The Patient Centered Primary Care Collaborative
 has submitted a proposal to NCQA to include MH/SU healthcare integration as a part of PCC-PCMH certification. The proposal includes a typology regarding the range of need for collaboration in the PCMH,
 which is also useful for organizing measurement strategies. Based on this typology, measurement strategies are proposed for the following:
1. Identification and Treatment of Mental Health (MH) and Substance Use (SU) Conditions in Primary Care
2. Treatment of Co-morbid Medical and Psychological Presentations in Primary Care
3. Medical Presentations Which Need Behavioral Treatment in Primary Care (in which there is no diagnosis of a MH/SU co-morbidity, but application of behavioral techniques will be helpful in supporting self-management of medical presentations, e.g., application of the Health and Behavior CPT codes)
4. Serious/Severe MH Management in Primary Care 
In consideration of the bidirectional integration of primary care into MH specialty settings, there is a fifth dimension to the measurement strategies:
5. Identification and Treatment of Health Conditions for People with Serious/Severe MH Conditions Being Served in MH Settings
The approach to measurement over time should develop the ability to answer questions regarding integrated care for older adults (65+), adults (18-64), adolescents (13-17), and children (6-12)/young children (0-5). As a result of prioritization, the initial focus will be on older adults, adults, and adolescents; as noted in the measurement tables that follow, there is the opportunity for alignment of tools and interventions across these age cohorts, and there is evidence that supports the structural and process interventions that are recommended for measurement (e.g., universal screening and focus on certain presenting issues). 
A different set of tools and interventions will be developed in the future to support measurement of integrated care for children and young children. This does not mean that FQHCs will not be providing behavioral healthcare for children, but that it is premature to design aligned measurement structures and processes.

Prioritization of Potential Measures
The group reviewed multiple sources of potential measures, identified an initial listing for each of the five typologies, and used the following criteria to narrow to the recommended measurement sets in the tables that follow.
· Information provides value to policy makers

· Information provides actionable data at the provider/clinical level

· Information crosswalks across presenting conditions and across primary care and MH/SU

· Information tracks patient engagement/empowerment

· Information can be used to correlate delivery system variables with health outcomes

· Information relates to structure, process and outcomes

· Information can be gathered with ease, at relatively low cost

In order to support the analysis of the measures, standard organizational information would also be submitted by participating organizations via a separate table
The specifications in the measurement tables are in draft form. Future work will refine the specifications and align them with measurement within the Oregon Primary Care Renewal and the Commonwealth/Qualis Medical Home initiatives. This will include creating common specifications for individual data fields (some of which may not exist in EHRs currently in use); assuring the creation of these fields in current and new EHRs; and, developing registry fields and quality reporting accordingly. 
OCHIN, as a health center controlled network (HCCN), is currently in the process of implementing registries and reporting of quality metrics through Solutions.
 Solutions gathers data from any external source, compiles and aggregates these data, and delivers the information to users in the form of quality improvement metrics. These metrics can be used by clinicians and managers for a myriad of quality improvement initiatives. Solutions, through a special agreement with OCHIN, is offered free of charge to the network. Solutions is pre-packaged with a large set of clinical and non-clinical metrics, with over 150 such metrics included in the Solutions system. OCHIN has already implemented nearly 30 metrics and intends to continue with further implementations. Data sets are being drawn from the OCHIN Epic PM and EHR system to populate these metrics. Some of the metrics already available to OCHIN members include Diabetes, CHF, Asthma, Hypertension Disease Registries; Labs-related Metrics (HgA1c, LDL, etc.); Blood Pressure; Foot Exam; BMI; Chlamydia Testing; Pap Smear Testing; and, Varicella Immunization. The following measurement tables begin to identify the metrics that would be added for measurement of integration activities as well as desirable characteristics of analysis and reporting the metrics. Several measures are repeated across the typologies; essentially there are 22 separate measures, applied to differing populations of interest.
Table 1: Identification and Treatment of MH/SU Conditions in Primary Care

Initially, the focus is on depression/affective disorders. Future use would include measurement related to anxiety/PTSD, substance use disorders, and other disorders commonly identified in primary care.

Clinically significant depression (CSD) is defined as a patient with a diagnosis of depression and a new episode PHQ of 10 or greater. [HRSA Health Disparities Collaborative]
New Episode PHQ is defined as the PHQ baseline score, which (along with a diagnosis of depression) begins a new clinical episode of depression “New episode” of depression refers to the clinical determination that a patient is suffering from depression AND that outcome of the “new episode” will be monitored starting from the date of entry of the “new episode PHQ.” Because depression is a chronic, recurrent illness, some patients may recover from a “new episode” and then experience a relapse or recurrence (that is, a repeat “new episode”). For operational purposes, a patient should be in remission for at least three months before a clinical determination is made that the patient is experiencing a “new episode”. [HRSA Health Disparities Collaborative]
	Measure
	Draft Specifications
	Older Adult
	Adult
	Adolescent

	Structure
	
	
	
	

	Use of registry for care management of MH/SU conditions
(initially focused on CSD)
	See Appendix B: Registry (Note: the approach to registry measurement here is based on NCQA’s PCC-PCMH approach to measurement for electronic prescribing and lab test tracking)
Type of Registry:
1. Registry linked to patient-specific demographic and clinical information

2. Stand-alone registry (Excel, Access, other)
3. No registry
Choose one of the following:

1. 75-100% of primary care patients with new episode of CSD, and treatment initiated during the measurement time period, followed using Registry 1
2. 75-100% of primary care patients with new episode of CSD, and treatment initiated during the measurement time period, followed using Registry 2
3. Site has capability for either Registry 1 or 2 but does not use

4. Site does not have capability or less than 75% of patients with new episode of CSD were followed
	X
	X
	X

	Process
	
	
	
	

	% screened annually for depression 
	N= Unduplicated number of patients newly screened for depression at least once during the measurement time period (PHQ 2 or PHQ 9, or person already has affective disorder diagnosis)
D= Unduplicated number of patients served in primary care (for all reasons) during the measurement time period

	X
	X
	X

	% screened annually for alcohol/other SU
	N= Unduplicated number of patients with documented consideration of alcohol or substance use using a validated tool (e.g., CAGE-AID, AUDIT-C, MAST) or person already has a SU diagnosis
D= Unduplicated number of patients served in primary care (for all reasons) during the measurement time period
	X
	X
	X

	% w/ CSD with follow up PHQ 9 at least 3 times following the beginning of the new episode

	N= Unduplicated number of primary care patients with a new episode of CSD, with documented PHQ-9 score:

· At time off new episode diagnosis and initiation of depression treatment

· At least 3 subsequent times during the following 6 month period
D= Unduplicated number of primary care patients with new episode of CSD and treatment initiated during the measurement time period
	X
	X
	X

	Outcome
	
	
	
	

	% patients identified with CSD showing improvement at 12 weeks and 6 months
	Percent of CSD patients with a 50% reduction in PHQ (comparing last new episode PHQ to the most recent current PHQ). The current PHQ must be dated later than the new episode PHQ.


N= All patients with a diagnosis of CSD who have a 50% or greater reduction in PHQ
· At 12 weeks

· At 6 months 

D= Unduplicated number of primary care patients with new episode of CSD during the measurement time period
	X
	X
	X

	% patients w/ reduction in SU at 6 months following identification of SU disorder
	N= All patients with a diagnosis of CSD who have a 50% or greater reduction in SU using a validated tool (e.g., ASI) at 6 months following SU disorder identification


D= Unduplicated number of primary care patients with SU disorder identified during the measurement time period
	X
	X
	X

	% of PCPs with high scores for BH Access/Confidence/Skills
	N= Unduplicated number of PCPs reporting average scores of 2 or less on the LifeWorks NW Behavioral Health Systems Evaluation, by subscale:
· Service access

· Confidence level

· Confidence in specific assessment and treatment skills

D= Unduplicated number of PCPs in the organization/clinic site, by subscale
	X
	X
	X

	% of patients with high levels of satisfaction and activation 
	N= Unduplicated number of patients with a diagnosis of CSD reporting a high level of satisfaction and activation using core questions to be developed*
D= Unduplicated number of primary care patients with new episode of CSD during the measurement time period
*Core questions include satisfaction questions common to PCR measurement, adding patient activation questions from the PACIC or PAM. Desired analysis would report at team level and stratify team scores from patients receiving MH/SU services compared to team scores from patients not receiving MH/SU services
	X
	X
	X


Table 2: Treatment of Comorbid Medical and Psychological Presentations in Primary Care

Focus on the top five disease conditions identified by DMAA: The Care Continuum Alliance (Asthma, Chronic Obstructive Pulmonary Disease, Heart Failure, Coronary Artery Disease, Diabetes). Initially, the focus is on depression/affective disorders within these patient populations. Future use would include measurement related to anxiety/PTSD, substance use disorders, and other disorders commonly identified in primary care.
Clinically significant depression (CSD) is defined as a patient with a diagnosis of depression and a new episode PHQ of 10 or greater. [HRSA Health Disparities Collaborative]
New Episode PHQ is defined as the PHQ baseline score, which (along with a diagnosis of depression) begins a new clinical episode of depression “New episode” of depression refers to the clinical determination that a patient is suffering from depression AND that outcome of the “new episode” will be monitored starting from the date of entry of the “new episode PHQ.” Because depression is a chronic, recurrent illness, some patients may recover from a “new episode” and then experience a relapse or recurrence (that is, a repeat “new episode”). For operational purposes, a patient should be in remission for at least three months before a clinical determination is made that the patient is experiencing a “new episode”. [HRSA Health Disparities Collaborative]
	Measure
	Draft Specifications
	Older Adult
	Adult
	Adolescent

	Structure
	
	
	
	

	Use of registry for care management of MH/SU conditions

(initially focused on CSD)
	See Appendix B: Registry (Note: the approach to registry measurement here is based on NCQA’s PCC-PCMH approach to measurement for electronic prescribing and lab test tracking)

Type of Registry:
1. Registry linked to patient-specific demographic and clinical information

2. Stand-alone registry (Excel, Access, other)
3. No registry
Choose one of the following:

1. 75-100% of primary care patients with patients with one or more of top five disease conditions, new episode of CSD, and treatment initiated during the measurement time period, followed using Registry 1
2. 75-100% of primary care patients with patients with one or more of top five disease conditions, new episode of CSD, and treatment initiated during the measurement time period, followed using Registry 2
3. Site has capability for either Registry 1 or 2 but does not use

4. Site does not have capability or less than 75% of patients with patients with one or more of top five disease conditions, new episode of CSD were followed
	X
	X
	X

	Process
	
	
	
	

	% of patients w/ top five disease conditions screened for depression
	N= Unduplicated number of patients with one or more of top five disease conditions newly screened for depression at least once during the measurement time period (PHQ 2 or PHQ 9, or person already has affective disorder diagnosis)

D= Unduplicated number of patients served in primary care for one or more of top five disease conditions during the measurement time period
	X
	X
	X

	% of patients w/ top five disease condition screened for alcohol/other SU
	N= Unduplicated number of patients with one or more of top five disease conditions with documented consideration of alcohol or substance use

using a validated tool (e.g., CAGE-AID, AUDIT-C, MAST) or person already has a SU diagnosis

D= Unduplicated number of patients served in primary care for one or more of top five disease conditions during the measurement time period
	X
	X
	X

	% w/ CSD with follow up PHQ 9 at least 3 times following the beginning of the new episode

	N= Unduplicated number of primary care patients with one or more of top five disease conditions and a new episode of CSD, with documented PHQ-9 score:

· At time off new episode diagnosis and initiation of depression treatment

· At least 3 subsequent times during the following 6 month period
D= Unduplicated number of primary care patients with one or more of top five disease conditions and new episode of CSD and treatment initiated during the measurement time period
	X
	X
	X

	Outcome
	
	
	
	

	% patients identified with CSD showing improvement at 12 weeks and 6 months
	Percent of CSD patients with one or more of top five disease conditions with a 50% reduction in PHQ (comparing last new episode PHQ to the most recent current PHQ). The current PHQ must be dated later than the new episode PHQ.


N= All patients with one or more of top five disease conditions and with a diagnosis of CSD who have a 50% or greater reduction in PHQ

· At 12 weeks

· At 6 months 


D= Unduplicated number of primary care patients with one or more of top five disease conditions and new episode of CSD and treatment initiated during the measurement time period
	X
	X
	X

	% of patients who have had > 2 BHC visits, with change in disease condition 
	N= All patients with one or more of top five disease conditions, a diagnosis of CSD, and >2 BHC visits with baseline being the most recent applicable PCR measures (e.g., blood pressure) taken within 3 months prior to diagnosis of CSD and change being the most recent measures taken 6 months after new episode of CSD

D= Unduplicated number of primary care patients with one or more of top five disease conditions and new episode of CSD and > 2 BHC visits during the measurement time period
	X
	X
	X

	Change in Total Healthcare Expenditures for population w/ top five disease conditions
	$ change in Total Healthcare Expenditures (ambulatory, hospital, pharmacy, ancillary services, other) for patients with one or more of top five disease conditions. Note that implementation of this measure will require state level development, in coordination with Fully Capitated Health Plans, of Total Healthcare Expenditure data at the patient level.

N= All patients with one or more of top five disease conditions, a diagnosis of CSD, and >2 BHC visits with baseline being 12 month expenditures prior to a diagnosis of CSD and change being 12 month expenditures as measured following 6 months after new episode of CSD
D= Unduplicated number of primary care patients with one or more of top five disease conditions and new episode of CSD during the measurement time period
Desired analysis would report at team level and stratify expenditures for patients receiving BHC services compared to expenditures for patients not receiving BHC services
	X
	X
	X

	% of PCPs with high scores for BH Access/Confidence/Skills
	N= Unduplicated number of PCPs reporting average scores of 2 or less on the LifeWorks NW Behavioral Health Systems Evaluation, by subscale:

· Service access

· Confidence level

· Confidence in specific assessment and treatment skills

D= Unduplicated number of PCPs in the organization/clinic site, by subscale

	X
	X
	X

	% of patients with high levels of satisfaction and activation 
	N= Unduplicated number of patients with one or more of top five disease conditions and  a diagnosis of CSD reporting a high level of satisfaction and activation using core questions to be developed*
D= Unduplicated number of primary care patients with one or more of top five disease conditions and new episode of CSD during the measurement time period

*Core questions include satisfaction questions common to PCR measurement, adding patient activation questions from the PACIC or PAM. Desired analysis would report at team level and stratify team scores from patients receiving BHC services compared to team scores from patients not receiving BHC services
	X
	X
	X


Table 3: Medical Presentations Which Need Behavioral Treatment in Primary Care

The focus will be on patients with chronic pain. Will need to develop a standard definition of chronic pain patients to be followed in registry by developing a standard screening tool (e.g., assess # of days within last 30 days that functioning was affected by chronic pain;  reference Joint Commission requirements regarding assessment and management of chronic pain).
	Measure


	Draft Specifications
	Older Adult
	Adult
	Adolescent

	Structure
	
	
	
	

	Use of registry for care management of chronic pain
	See Appendix B: Registry (Note: the approach to registry measurement here is based on NCQA’s PCC-PCMH approach to measurement for electronic prescribing and lab test tracking)

Type of Registry:

1. Registry linked to patient-specific demographic and clinical information

2. Stand-alone registry (Excel, Access, other)
3. No registry
Choose one of the following:

1. 75-100% of primary care patients with chronic pain, and treatment initiated during the measurement time period, followed using Registry 1
2. 75-100% of primary care patients with chronic pain, and treatment initiated during the measurement time period, followed using Registry 2
3. Site has capability for either Registry 1 or 2 but does not use

4. Site does not have capability or less than 75% of patients with chronic pain were followed
	X
	X
	

	Process
	
	
	
	

	% of patients with chronic pain with BHC visits
	N= Unduplicated number of patients with chronic pain who have a BHC visit 
· BHC assessment related to chronic pain

· > 2 BHC visits post-assessment

D= Unduplicated number of patients in chronic pain registry during the measurement time period
	X
	X
	

	Outcome
	
	
	
	

	% of patients who have had > 2 BHC visits, with change in chronic pain 
	N= All patients with chronic pain and > 2 BHC visits with baseline being the functional assessment score at time of placement on registry and change being the most recent assessment taken 6 months after placement on registry
D= Unduplicated number of primary care patients with chronic pain and > 2 BHC visits in registry during the measurement time period
	X
	X
	

	Change in Total Healthcare Expenditures for population w/ chronic pain
	$ change in Total Healthcare Expenditures (ambulatory, hospital, pharmacy, ancillary services, other) for patients with chronic pain. Note that implementation of this measure will require state level development, in coordination with Fully Capitated Health Plans, of Total Healthcare Expenditure data at the patient level.

N= All patients with chronic pain and > 2 BHC visits with baseline being 12 month expenditures prior to registry placement and change being 12 month expenditures as measured following 6 months after registry placement
D= Unduplicated number of primary care patients on chronic pain registry during the measurement time period
Desired analysis would report at team level and stratify expenditures for patients receiving BHC services compared to expenditures for patients not receiving BHC services
	X
	X
	

	% of PCPs with high scores for BH Access/Confidence/Skills
	N= Unduplicated number of PCPs reporting average scores of 2 or less on the LifeWorks NW Behavioral Health Systems Evaluation, by subscale:

· Service access

· Confidence level

· Confidence in specific assessment and treatment skills

D= Unduplicated number of PCPs in the organization/clinic site, by subscale 
	
	
	

	% of patients with high levels of satisfaction and activation 
	N= Unduplicated number of patients with chronic pain reporting a high level of satisfaction and activation using core questions to be developed*
D= Unduplicated number of primary care patients on chronic pain registry during the measurement time period

*Core questions include satisfaction questions common to PCR measurement, adding patient activation questions from the PACIC or PAM. Desired analysis would report at team level and stratify team scores from patients receiving BHC services compared to team scores from patients not receiving BHC services
	
	
	


Table 4: Serious/Severe Mental Health Management in Primary Care

The focus is on patients in primary care who have serious/severe MH conditions. The emphasis is on the provision of primary care (which may include psychopharmacology, crisis, and case management services) and coordination with community based providers of MH services (if they are accessing those services—some may not be eligible and/or willing to be seen in specialty MH settings). 
Will need to develop standard definitions of serious/severe MH for following in registry (e.g., diagnosis of schizophrenia, bipolar, on atypical antipsychotic medications). Protocols based on the ADA/APA Guidelines will need to be developed regarding frequency/time measurement time periods for metabolic monitoring, which may vary based on prescribed medications. A standard definition for documented PCP and dental provider (e.g., have seen in last 12 months) will need to be developed.
	Measure
	Draft Specifications
	Older Adult
	Adult
	Adolescent

	Structure
	
	
	
	

	Use of registry for care management of individuals with serious/severe MH conditions
	See Appendix B: Registry (Note: the approach to registry measurement here is based on NCQA’s PCC-PCMH approach to measurement for electronic prescribing and lab test tracking)

Type of Registry:

1. Registry linked to patient-specific demographic and clinical information

2. Stand-alone registry (Excel, Access, other)
3. No registry
Choose one of the following:

1. 75-100% of primary care patients with serious/severe MH followed using Registry 1
2. 75-100% of primary care patients with serious/severe MH followed using Registry 2
3. Site has capability for either Registry 1 or 2 but does not use

4. Site does not have capability or less than 75% of patients with serious/severe MH were followed
	X
	X
	X

	% of patients w/ documented PCP and dental providers
	N= All patients with serious/severe MH with documented PCP and dental providers

D= Unduplicated number of patients with serious/severe MH being followed in the registry during the measurement time period
	X
	X
	X

	Process
	
	
	
	

	% of patients w/ serious/severe MH with BMI monitoring
	N= All patients with serious/severe MH and monitoring of BMI

D= Unduplicated number of primary care patients with serious/severe MH being followed in the registry during the measurement time period
	X
	X
	X

	% of patients w/ serious/severe MH with blood glucose monitoring
	N= All patients with serious/severe MH and monitoring of blood glucose

D= Unduplicated number of primary care patients with serious/severe MH being followed in the registry during the measurement time period
	X
	X
	X

	% of patients w/ serious/severe MH with lipid monitoring
	N= All patients with serious/severe MH and monitoring of lipids

D= Unduplicated number of primary care patients with serious/severe MH being followed in the registry during the measurement time period
	X
	X
	X

	% of patients w/ serious/severe MH with blood pressure monitoring
	N= All patients with serious/severe MH and monitoring of blood pressure

D= Unduplicated number of primary care patients with serious/severe MH being followed in the registry during the measurement time period
	X
	X
	X

	Outcome
	
	
	
	

	% of patients with change in MH status
	Need to determine tool to measure change in MH status (e.g., ORS)
N= all patients with serious/severe MH with baseline being the score on the tool taken at admission or on entry into registry and change being the most recent measure taken 6 months or later

D= Unduplicated number of primary care patients with serious/severe MH on registry during the measurement time period
	X
	X
	X

	% of patients with change in disease condition 
	N= All patients with serious/severe MH with baseline being the most recent applicable PCR measures (e.g., blood pressure) taken at admission or on entry into registry and change being the most recent measures taken 6 months or later
D= Unduplicated number of primary care patients with serious/severe MH on registry during the measurement time period
	X
	X
	X

	% of PCPs with high scores for BH Access/Confidence/Skills
	N= Unduplicated number of PCPs reporting average scores of 2 or less on the LifeWorks NW Behavioral Health Systems Evaluation, by subscale:

· Service access

· Confidence level

· Confidence in specific assessment and treatment skills

D= Unduplicated number of PCPs in the organization/clinic site, by subscale 
	X
	X
	X

	% of patients with high levels of satisfaction and activation 
	N= Unduplicated number of patients with serious/severe MH reporting a high level of satisfaction and activation using core questions to be developed*
D= Unduplicated number of primary care patients on serious/severe MH registry during the measurement time period

*Core questions include satisfaction questions common to PCR measurement, adding patient activation questions from the PACIC or PAM. Desired analysis would report at team level and stratify team scores from patients receiving primary care MH services compared to team scores from patients not receiving primary care MH services
	X
	X
	X


Table 5: Identification and Treatment of Health Conditions for People with Serious/Severe MH Conditions Being Served in MH Settings

The focus is on patients in specialty MH settings who have serious/severe MH conditions. The emphasis is on coordination with primary care services provided in community and/or primary care provided within the MH setting. 
Will need to develop a standard definition of serious/severe MH for following in registry (e.g., diagnosis of schizophrenia, bipolar, on atypical antipsychotic medications). Protocols based on the ADA/APA Guidelines will need to be developed regarding frequency/ time measurement time periods for metabolic monitoring, which may vary based on prescribed medications. A standard definition of MH provider will need to be developed, as well as a definition for documented PCP and dental provider (e.g., have seen in last 12 months). Smoking Cessation will also require standard definition.
	Measure


	Draft Specifications
	Older Adult
	Adult
	Adolescent

	Structure
	
	
	
	

	Use of registry for care management of metabolic syndrome 
	See Appendix B: Registry (Note: the approach to registry measurement here is based on NCQA’s PCC-PCMH approach to measurement for electronic prescribing and lab test tracking)

Type of Registry:

1. Registry linked to patient-specific demographic and clinical information

2. Stand-alone registry (Excel, Access, other)
3. No registry
Choose one of the following:

1. 75-100% of patients with serious/severe MH followed using Registry 1
2. 75-100% of patients with serious/severe MH followed using Registry 2
3. Site has capability for either Registry 1 or 2 but does not use

4. Site does not have capability or less than 75% of patients with serious/severe MH were followed
	X
	X
	X

	% of patients w/ documented PCP and dental providers
	N= All patients with serious/severe MH with documented PCP and dental providers

D= Unduplicated number of patients with serious/severe MH being followed in the registry during the measurement time period
	X
	X
	X

	Process
	
	
	
	

	% of patients w/ serious/severe MH with BMI monitoring
	N= All patients with serious/severe MH and monitoring of BMI

D= Unduplicated number of with serious/severe MH being followed in the registry during the measurement time period
	X
	X
	X

	% of patients w/ serious/severe MH with blood glucose monitoring
	N= All patients with serious/severe MH and monitoring of blood glucose

D= Unduplicated number with serious/severe MH being followed in the registry during the measurement time period
	X
	X
	X

	% of patients w/ serious/severe MH with lipid monitoring
	N= All patients with serious/severe MH and monitoring of lipids

D= Unduplicated number with serious/severe MH being followed in the registry 
	X
	X
	X

	% of patients w/ serious/severe MH with blood pressure monitoring
	N= All patients with serious/severe MH and monitoring of blood pressure

D= Unduplicated number of patients with serious/severe MH being followed in the registry during the measurement time period
	X
	X
	X

	% of patients w/ serious/severe MH with a PCP visit within last 12 months
	N= All patients with serious/severe MH with documentation in the registry of dates of PCP visit within the last 12 months
D= Unduplicated number of patients with serious/severe MH being followed in the registry during the measurement time period

	X
	X
	X

	Outcome
	
	
	
	

	% of patients identified as smokers who have had smoking cessation addressed
	N= Total number of patients with serious/severe MH who have registry documentation of smoking cessation being addressed 
D= Unduplicated number of patients with serious/severe MH being followed in the registry who are identified as smokers during the measurement time period
	X
	X
	X

	% of patients with change in disease condition 
	N= All patients with serious/severe MH with baseline being the most recent applicable PCR measures (e.g., blood pressure) taken at admission or on entry into registry and change being the most recent measures taken 6 months or later
D= Unduplicated number of patients with serious/severe MH on registry during the measurement time period
	X
	X
	X

	% of MH providers with high scores for Healthcare Access/Confidence/Skills
	N= Unduplicated number of MH providers reporting average scores of 2 or less on the LifeWorks NW Healthcare Systems Evaluation, by subscale:

· Service access

· Confidence level

· Confidence in specific assessment and treatment skills

D= Unduplicated number of MH providers in the organization/clinic site 
	X
	X
	X

	% of patients with high levels of satisfaction and activation 
	N= Unduplicated number of patients with serious/severe MH reporting a high level of satisfaction and activation using core questions to be developed*
D= Unduplicated number of  patients on serious/severe MH registry during the measurement time period

*Core questions include satisfaction questions common to PCR measurement, adding patient activation questions from the PACIC or PAM. Desired analysis would report at team level and stratify team scores from patients receiving BHC services compared to team scores from patients not receiving BHC services
	X
	X
	X


Table 6: Organizational Information for Integrated BH and Primary Care
	Name of Organization

	

	Specific Site

	

	Services Delivered through Partnership with Another Agency – Name of Partner Agency
	

	Unduplicated Annual Count of People Provided Primary Care at this Site
	

	Unduplicated Annual Count of People Enrolled (on Panels) at this Site 
	

	Unduplicated PCP FTEs at this Site


	

	Unduplicated Behavioral Health FTEs at this Site
	

	Ratio of BH FTEs: PCP FTEs at this Site
	

	Ratio of BH FTEs: Panel Enrollees at this Site
	

	
	

	Areas of BH Services at this Site

	Active Area 

of Service 

(Y or N)
	Protocols/Guidelines for Practice in this Area

(Y or N)

	1. Identification and Treatment of Mental Health (MH) and Substance Use (SU) Conditions in Primary Care
	
	

	2. Treatment of Co-morbid Medical and Psychological Presentations in Primary Care
	
	

	3. Medical Presentations Which Need Behavioral Treatment in Primary Care
	
	

	4. Serious/severe MH Management in Primary Care 
	
	

	5. Identification and Treatment of Health Conditions for People with Serious/severe MH Conditions Being Served in MH Settings
	
	

	
	
	

	Behavioral Health Staff  Functions/Capacity at this Site
	Function Available 

 (Y or N)
	Protocols/Guidelines for Practice of this Function

(Y or N)

	Prescribing (Psychiatrist/ARNP)
	
	

	Care Management/Coordination
	
	

	Case Management/Brokering
	
	

	Individual Treatment
	
	

	Group Therapy
	
	

	Psychoeducation Groups
	
	

	Peer Supports
	
	

	Other (describe)


	
	

	
	
	

	
	
	


Implementation Challenges
This report recommends a measurement/evaluation strategy for integrated behavioral health/primary care in Oregon safety net systems. Implementation of such a system requires attention to a variety of infrastructure/policy issues.


Information Technology

The NCQA Physician Practice Connections-Patient Centered Medical Home (PCC-PCMH) certification process is heavily weighted towards information technology (IT) capacities and their use, reflecting the Chronic Care Model which calls for agencies to organize patient and population data to facilitate efficient and effective care. The Model further puts forward that effective chronic illness care is virtually impossible without information systems that assure ready access to key data on individual patients as well as populations of patients.
 Appendix B provides a HRSA overview of desirable registry functionality.

The Health Information Technology for Economic and Clinical Health (HITECH) Act, a component of the federal stimulus legislation known as the American Recovery and Reinvestment Act of 2009 (ARRA), authorizes roughly $36 billion in outlays over six years for health information technology. Medicaid providers will have access to some of these resources to implement Electronic Health Records (EHRs) that support “meaningful use” of data. The IT issues to be addressed in Oregon safety net provider organizations include:

· The absence of EHRs in many Medicaid provider organizations, including primary care (PC), MH and SU providers
· The variable capacity of current EHRs for searchable data fields and support of registry functions, which leads to side-by-side registries that are not integrated with EHRs (or no registries at all)
· The separate health record systems of PC, MH and SU providers

· The need for Personal Health Records (PHRs) as a mechanism for consolidating individual patient data into a single source and empowering patients to partner in managing their health

· The need for Health Information Exchange (HIE) mechanisms to promote information sharing for the purposes of care coordination across PC, MH, and SU providers
The measurement/evaluation strategy identifies Total Healthcare Expenditure as a key area for measurement of the impact of integrated care for individuals with chronic pain or co-morbid health and MH/SU conditions. However, implementation of this outcome measure requires state level development, in coordination with Fully Capitated Health Plans, of Total Healthcare Expenditure data (at the patient level) that can be cross-walked to the recommended integration structure, process and outcome measures.
Privacy Policies

HIPAA is perceived as (but isn’t necessarily) a barrier to communication—sharing information for the purposes of care collaboration is a permitted use under HIPAA, with the exceptions of HIV status and receipt of substance abuse treatment.
  In reality, PC and MH providers can communicate about individual patients for the purpose of care coordination without written releases. However, in Oregon, Senate Bill 163 is considered to have created a higher bar than HIPAA for health plans, which requires modifying legislative action. 
Use of Data

Availability of data through IT is a first step. A corresponding challenge is to establish collaborative approaches to Quality Improvement and an infrastructure for reporting and using the data. These include:
· Responsibility for data validation

· Responsibility for analysis of data and productions of real time data and reports at a variety of levels

· Population

· Care team

· Panel

· Individual provider
· A culture shift at the system (across PC, MH and SU), organization and practice levels that incorporates the use of data as a clinical tool that shapes the care provided (at the individual, panel, care team and population levels)

· A culture shift that uses data as a quality improvement tool to improve work processes, including getting the data in the right place at the right time for clinical use
· In some states, integrated care has been improved through access to an all payor/all controlled substance database

· Implementation of financing strategies that use data to support performance incentive payments

· Support of research on the cost-effectiveness of integrated services beyond what is outlined in this measurement/evaluation strategy

OCHIN, as a health center controlled network (HCCN) can be a significant resource by incorporating these measurement recommendations into future work plans and work groups and developing infrastructure to support clinical use of the data.
Financing

The PCC-PCMH certification process is the mechanism that positions a primary care practice to be part of one of the current PCMH pilots (e.g., Medicare, health plans, state Medicaid).
,
,
 The principle mechanism being used in the pilots is a monthly PMPM payment to cover the costs of care coordination, prevention and disease management activities in addition to the CPT codes billed for services provided. Also under discussion are pay-for-performance mechanisms such as shared incentive pools for meeting quality indicators and reducing Total Healthcare Expenditures. 
The DIAMOND project in Minnesota is applying the concept of a monthly case rate payment for depression care. Minnesota health plans are paying a monthly PMPM to participating clinics for a bundle of services—including the care manager and consulting psychiatrist roles—under a single billing code. Outside the DIAMOND project, these services are not reimbursable under Minnesota’s fee-for-service system.
 Note that the PMPM payments are being made from the healthcare side of the system, not the MH side of the system, because they believe the cost offsets will benefit the health plans. Adoption of such a model in Oregon would address many of the current barriers to providing evidence-based integrated care in primary care.
Currently, in Oregon, the cost of care management provided by FQHCs is deducted from calculation of the medical encounter rate. Movement into these monthly PMPM models should not be offset in the calculation of the PPS medical encounter rate, but handled as a quality improvement incentive payment.
It was widely believed that the “same-day billing restriction” was a federal regulation, however, it has recently been clarified that this is not federal policy.
 Current Oregon policy restricts FQHCs from billing Medicaid for both a primary care encounter and a behavioral health encounter using the E&M or Health & Behavior codes on the same day. The result is to undermine patient-centered/team-based care and the clinical model of an embedded Behavioral Health Consultant on a primary care team taking a “warm hand-off” from the primary care provider—a technique that has been demonstrated to improve engagement with the Behavioral Health Consultant (BHC) and primary care-based MH/SU services.
Regulation

Policies at both the federal and state levels are seldom consciously structured to encourage and support collaborative practice; instead they frequently act as barriers. This is particularly true of state regulations regarding behavioral health treatment planning and service documentation, which result in lengthy and time consuming paper and work processes that are not a good match to the pace of primary care, in either the behavioral health or the primary care setting.9 The Oregon Administrative Regulations for the Mental Health system have been revised to narrow regulatory requirements somewhat. However, to support integrated care, what is needed is differential documentation requirements (e.g., treatment plans, opening and closing requirements, episode of care definitions) and utilization review for MH/SU services delivered in a primary care model than for specialty MH/SU services.
Further, unless an FQHC becomes certified as a community mental health provider, it can only bill the E&M and Health & Behavior codes through medical payors, not the MH codes through the Prepaid Inpatient Health Plans [PHIP] (e.g., Verity). This adds specialty MH administrative requirements to the operation of an FQHC that will not be offset by the FQHC prospective payment (PPS) and limits the development of sustainable integration models in FQHCs. As mentioned above, the DIAMOND model in Minnesota is being paid by the healthcare system payors. In California, FQHCs can bill MH codes to the state Medicaid agency, outside of the county-based PHIP MH carve-out system.
Rather than requiring organizations to build duplicate services and administrative structures, our systems should build on the core competencies of organizations by supporting partnerships. The provision of bidirectional integrated care (MH/SU in primary care settings/Primary care in MH/SU settings) should be supported through technical assistance and partnership models for shared program development and quality improvement, problem solving mechanisms, and contracting approaches.

Workforce

Training and technical assistance for the current workforce as well as those in the academic pipeline is required. As federal, state and local initiatives and financing for workforce development move forward, these should be areas of focus:

· Transform primary care organizational culture through a significant, coordinated effort (e.g., Primary Care Renewal, a focus on team-based care with BHCs as a part of the team, use of registries and outcome measurement)
· Identify a set of shared core competencies and train current staff and those within the educational pipelines, including: 

· Evidence-based integrated care models for BHCs including screening, registries and outcome measurement
· Care management as distinct from case management (PC, MH, SU)
· Psychopharmacology training for PCPs to ensure appropriate prescribing, especially of antipsychotic medications
· Team based care in the specialty MH setting, providing optimum specialty MH care through use of evidence-based care, registries and outcome measurement
Next Steps

The underlying intent of this measurement/evaluation strategy has been to understand how the provision of bidirectional integrated care can impact quality and cost over time. To move the strategy forward, the implementation issues identified above need to be addressed, to support growth in service capacity and measurement infrastructure.  The frame of reference is the “Triple Aim”: 

· Improve the health of the population; 
· Enhance the patient experience of care (including quality, access, and reliability); and 
· Reduce, or at least control, the per capita cost of care.
There is much that can be done to move integration forward that doesn’t require large scale uprooting of payor systems. Rather, the Health Authority and related state agencies can take action on implementation issues and encourage payors across the system to work together—it takes more than financial integration to create clinical integration and measurement infrastructure.

The participants in the development of this measurement/evaluation strategy envision a number of venues in which PC, MH and SU payors/providers can come together to prioritize phasing and do the detailed work outlined above. For example:

· Within OCHIN, the BH subgroup could convene participants to develop detailed definitions and data field specifications and recommend what should be added to Solutions as well as the new data fields that are required in EHRs.

· Within the Primary Care Renewal and Commonwealth/Qualis Medical Home projects, there are forums that can help align strategies and definitions/specifications across the systems.
· OCHIN has collaborated with Kaiser Permanente in the implementation of EPIC and on research initiatives, as well as with Safety Net West. These relationships are a resource for developing an ongoing infrastructure for collaborative quality improvement.

· The Oregon Primary Care Association and the Association of Oregon County Mental Health Programs provide additional opportunity for building infrastructure for collaborative quality improvement and sustainability of integrated care. 
· The Northwest Regional Primary Care Association is holding its conference in Portland in the spring of 2010, focused on the PCMH. This provides the opportunity for a regional conversation regarding bidirectional development of integrated care and measurement.
Finally, the participating organizations are all at some stage of planning for and/or implementing integrated care. The measurement/evaluation strategy will serve as a blueprint for their individual and collaborative future work.
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	Mandy Anderson
	Outside In
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	Virginia Garcia Memorial Health Center
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Appendix B: Registry

HRSA Knowledge Gateway Knowledge Base Article

10/27/09

Subject: 
Creating an Electronic Registry of Your Patients
Question: 

What is an electronic patient registry and how should we start establishing one for our quality improvement efforts?

Answer: *

Identifying the patient population is the backbone to the population-based care delivery system. Without identification of the patients included in the population, changes cannot be achieved. To identify patients within a population of focus (POF), a practice needs to be able to access data that pertains to this group of patients. The tools used to collect and access information about a specific group of patients is often referred to as a registry. Simply stated, a registry is a mechanism for keeping all pertinent information about a specific group of patients at your fingertips. The information can be used to schedule visits, labs, education sessions, as well as generate reminders and guidance of the care of patients (both in groups and individually). It also allows the organization to track progress on QI initiatives (by use of measures), and to identify and refine improvement efforts.

Examples of Measures to Track with a Registry

Healthcare quality improvement generally places heavy data gathering and reporting responsibility on project participants. Those participants often track and report back to boards, staff, providers, and/or stakeholders monthly on the core measures. Typically an organization will choose measure on which to focus based on requirements from funders, suggestions from leadership and organizational strategic priorities. Here are examples of measures that you should be able to track with an electronic patient registry: 
· Diabetes

· Take aspirin/antithrombotic agent
· HbA1c < 7 or HbA1c > 9 (poor control) 
· Have smoking status documented
· Have BP <130/80
· Have LDL under 100
· Have had a recent foot or eye exam
· Have had 2 or more HbA1c’s in last 12 months (at least 3 months apart)
· Depression
· 50% reduction in PHQ 
· Clinically significant depression patients with PHQ reassessment within 4-8 weeks
· Patients with self-management goal setting
Registry Options

For a registry to be efficient for tracking patient data around quality improvement, it should be in an electronic form (i.e. computer-based). If you already have a clinical information system that tracks the type of information indicated above, you might be able to continue to use your current system for your quality improvement projects. In past, many quality improvement teams have designed their own registries. This proved to be very time-consuming and required the expertise of information systems specialists with strong technical skills. Fortunately, today there are a variety of different options for commercially-available registry solutions. 
Registry Integration Considerations

An electronic registry only serves a purpose if it is integrated into the daily operations of your delivery system. As such, the effective use of a registry in your clinic might require a system redesign and should help providers in the decision support of patient care. Here are some considerations for this process:

· Registry integration into your clinic’s operations will require sufficient allocation of resources and manpower. To successfully launch the registry, we suggest a team approach including key personnel such as providers, nurses, medical records, front-line support staff (clerical, medical assistants), information systems (if available), and administration.

· Cross-training on the use of your registry is critical – successful teams often have at least one back-up person familiar with data entry and reporting procedures, with the goal to have all team members trained in data entry and reporting. 
· There are significant hardware and software considerations for effectively using the electronic registry. We recommend that you research these from the start. 
Preparing Your Registry 

No matter which registry you decide to use for your quality improvement efforts, you should perform the following tasks to prepare your registry for use:
1. Determine your population of focus.
2. Obtain a list of all patients with the condition your improvement project will focus on within your Population of Focus (Many centers are able to review demographics and their billing data for all patients with applicable codes to get started). 
3. Pick ten patients from your list to be a sample, and review their charts for the following data:

· Demographics (name, record number, address, age, gender, etc.)

· Chronic conditions

· Latest referral types, dates, and completion (e.g. dental, eye exams)

· Latest lab values (e.g. lipid panel, HbA1c)

· Latest provider assessments (e.g. BP)

· Latest record of health practices (e.g. smoking, diet)Cancer screening history (e.g. pap, mammogram, FOBT)
4. Begin entering patient data into your registry using chart abstraction tools. This process can be used to determine the amount of time needed for chart abstraction and data entry for the full POF. Here are some example chart abstraction tools:

· Depression Chart Abstraction Tool
· Diabetes Chart Abstraction Tool
· Asthma Form Chart Abstraction Tool
Do you have a different approach or additional ideas? Please e-mail webmaster@healthdisparities.net with “Creating an Electronic Registry of Your Patients” in the subject line. We will add your insights to this article! 
Sandi Bauer, MS, RN
CSI Solutions, LLC
Bethesda, Maryland
* This answer was adapted from content in the Health Disparities Collaborative Prework Manual 2005.
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