Minutes from EBP Measurement Workgroup June 12, 2012

Attendees:  Nora Barkey, MDCH; Nasr Doss, Detroit-Wayne; Kathy Haines, MDCH; Alyson Rush, MDCH; Steve Wiland, MDCH.
On the Phone:  Maggie Beckman, network180; Phil Brouwer, Kalamazoo; Sandra Gettel, Access Alliance; Kyleen Gray, Venture;  Josh Hagadorn, Hope Network; David Johnson, Wayne State; Karl Kovacs, Northern Lakes; Julie McCulloch, Saginaw; Jon Nigrine, Genesee; Leonard Smith, Flinn Foundation; Tom Seilheimer, Thumb; Josh Synder, West Michigan; Laura Vredeveld, The Standards Group; Jim Wargel, Macomb.

The members introduced themselves.  

Kathy Haines let the group know that the minutes for the Measurement Work Group are posted to the MDCH web site below.  

http://www.michigan.gov/mdch/0,1607,7-132-2941_4868_38495_38499---,00.html
The work group reviewed the minutes from the April 10th meeting that Kathy had sent to the group on Monday June 11th.  Steve Wiland asked whether the BHDD administration had hired a contractor to analyze the integrated health information.  Kathy noted that a contractor had not yet been hired for this project and let the group know that she was trying to determine the status on this.  She will update the group as she gets more information from BHDD management.
Update on DD/MI Work Group

Nora Barkey gave an update on the DD/MI Workgroup. Nora shared two documents with the Measurement workgroup that the MI/DD workgroup has developed – “Dual Diagnosis - Service Use” and the most current list of measurement tools that the DD/MI workgroup had discussed and selected.  Nora noted the following highlights from the Service Use document – 
Consumers dually diagnosed MI/DD were more likely to:

 *Receive care in a residential setting than were consumers in the other disability groups (DD-only and MI-only).

* Receive a behavior plan review.

* Have a higher use of care coordination.

* Have a higher use of service related to medication than DD-only consumers, but a use similar to MI-only consumers.

Dually diagnoses consumers and DD-only consumers both had a higher utilization of skill-building and home and community-based services than did MI-only consumers.

Table 1 of the Service Utilization report shows the percentage of consumers in each disability type who had a mental illness diagnosis reported on their first encounter.  Interestingly, only 75% of MI-only consumers had an MI diagnosis and 35% of dual MI/DD consumers had an MI diagnosis.
The group asked Kathy Haines to provide all of the encounter diagnoses for consumers served during FY11 by disability type.  This would provide a richer picture of the types of diagnoses reported for each disability type.  It would also be interesting to see how diagnoses related to intellectual disability are reported.
Over the last several months, workgroup members had reviewed over 50 screening and assessment tools and had conducted numerous in-depth reviews of related articles.  With help from Wayne State University staff, the workgroup developed a comprehensive spreadsheet of screening and assessment tools that includes details about purpose, cost, and psychometric properties of each tool.  Nora noted that the workgroup had developed this spreadsheet with the following goals in mind -offer a short list of tools to increase the use of common tools, identify tools that can be incorporated into an individualized process, increase the use of standardized tools, improve assessment information, identify tools that can be used for monitoring progress and provide information on level of function for use in planning. 

The workgroup is currently in the process of identifying how the tools are being used by the CMHSPs.  Nora and the workgroup will develop learning collaboratives to allow CMHSPs to share information and experiences. Nora noted that the Administration is planning to implement a state-wide measure of care services and service planning for the developmentally disabled, which will augment the information in the clinically-focused tools that the MI/DD workgroup has reviewed.
Nasr Doss noted that it is also important to know whether a screening or assessment tool has automated electronic report capacity as developing this capacity in-house is expensive.  Jon Nigrine mentioned that the number of goals that are met from a person’s person-centered plan would be a useful approach for assessing outcomes that could be applied to any disability designation group.

The next MI/DD Work Group meeting will be June 14th.  

National Core Indicators

Nora Barkey gave an overview of the FY12 National Core Indicators Project (NCI) that she is coordinating for the Administration. MDCH has received funding from the Administration on Developmental Disabilities (ADD) to participate in the National Core Indicator (NCI) project that is a collaborative effort between the National Association of State Developmental Disability Services (NASDDDS) and the Human Services Research Institute (HSRI).  The National Core Indicators Project is an established program by which states conduct consumer surveys for program management and quality improvement.  In order to complete this project, BHDDA is partnering with the ARC of Michigan, the Community Mental Health Programs (CMHSPs) and Wayne State University Developmental Disability Institute.  

As of two weeks ago, Michigan had conducted 105 of the four hundred face-to-face interviews of adults with developmental disabilities and had received 300 completed mailed family surveys.  Nora will receive updated counts soon and is hopeful that Michigan will reach the goal of 400 for each survey.  Nora noted that she is very appreciative of the many agencies and participates have worked very hard on this project.

Nora noted that whether Michigan implements the NCI survey in future years depends a lot on whether the CMHSPs see value in the information from this survey.  NCI will begin the cycle for 2013 data collection in July 2012.  It is not clear whether the Administration will participate.

The NCI data that is currently available from 29 states can be viewed on the web at:

http://www.nationalcoreindicators.org/
Nora encouraged the workgroup to review this site.  She found it very easy to use and interesting.

Update on Practices Improvement Steering Committee

Steve Wiland gave an overview of the pilot evaluation of clinical outcomes of Dialectical Behavior Therapy being conducted by Wayne State University. As part of this project, WSU developed a web-based application for collecting provider and consumer data. Dave Johnson reported that Randy Wolbert is reviewing the final data entry screens and will soon be doing the training for the data entry.  Dave Johnson noted that the pilot is still open to other participant sites.  If CMHSPs are interested in participating, they are to call either Steve or Dave.
Steve distributed the most recent version of the HH/TG modifier memo which provides clear detailed instructions on when to report these modifiers to denote the provision of IDDT and co-occurring capable services.  Steve stated that the purpose of this memo is to reduce the variation across PIHPs in reporting of these modifiers. Steve asked Workgroup members to provide any suggestions for changes to the memo.  One member suggested appending this memo to the HCPCS coding grid that is on the MDCH web site.  In this way, all encounter coding instruction will be available from one place.

Kathy Haines agreed to do an analysis of the reporting of HH and HH/TG modifiers for FY11 reporting.

Steve noted that Michigan is in the process of piloting SAMHSA’s Dual Diagnosis Capability in Mental Health Treatment (DDCMHT) Index.  This approach will augment the current approach for evaluating IDDT through annual IDDT score cards and MIFAST reviews.  This new process will provide a way to measure lower levels of co-occurring service intensity in addition to IDDT.
The DDCMHT is a program-level assessment used to inform addiction treatment agencies and others about a program’s ability to provide co-occurring services. The DDCMHT examines seven areas: program structure, program milieu, assessment, treatment, continuity of care, staffing and training. Programs are ranked along a continuum from Mental Health Only Services, Dual Diagnosis Capable, and Dual Diagnosis Enhanced. This measure is being used in over 30 states to improve services for individuals with co-occurring mental health and substance use disorders.

MDCH has completed eleven DDCMHT reviews and participating agencies so far have been supportive of using the DDCMHT to evaluate the provision of integrated care.

Steve asked CMHSPs to contact him if they would like to participate in the DDCMHT pilot.

Discussion of Plan for Family Psychoeducation Analyses

Alyson Rush distributed a draft plan for evaluating the outcomes for consumers who have received family Psychoeducation (FPE).  Alyson let the group know that Kathy Haines had looked at the number of crisis and inpatient services that FPE consumers had received during the nine months before starting FPE and again during the nine months after the final FPE service.  Kathy had found that the number of crisis/inpatient days per person decreased 22 percent between the two times periods.  In response to this result, Alyson has developed a work plan for additional analyses. Alyson and Deb Ziegler are in the process of hiring a student from the MSU School of Public Policy who can use this project for their master’s-level Cap Stone.

The key questions in the draft work plan are:

· What are the costs of providing FPE services as compared to the savings in reduced inpatient and crisis services?

· Do consumers who receive FPE show a greater reduction in crisis/inpatient services than a comparable group of adults with mental illness receiving CMH services?

· Which services when paired with FPE provide the best results in reducing crisis services, crisis residential, emergency and inpatient services?

· Is there an effect on the criminal justice system for people who received FPE?

· Which PIHP/CMHSPs are most effective in implementing FPE to reduce crisis and inpatient services, costs, and criminal justice involvement?
The workgroup members had the following suggestions:

· Assertive Community Treatment (H0039) with an AM modifier should be included in the definition of Family Psychoeducation services.

· The analyses should also look at outcomes relating to employment since this is one of the goals of FPE.

· Also include outcomes related to a decrease in homelessness and substance use disorder.
· Also look at the amount and type of non-crisis services.
· Look at a constellation of outcomes such as crisis service utilization, homelessness, substance use etc.  Determine how each consumer is progressing on each of these.

· Should also look at engagement and dropout rate.
The group expressed support for this project.  Karl Kovacs noted that it is extremely useful and important to examine costs as FPE is a costly service and there is a lot of pressure to demonstrate the utility and worth of this service.
Additional Analyses Relating to Coordination of Care 
Kathy Haines gave an overview and update of the information that she provided at the June 1st Improving Outcomes, Finance & Quality through Integrated Information Conference. She provided a handout showing some of the health conditions data reported to the Quality Improvement (QI) file during October 2011-May  2012.  Kathy also provided a document with excerpts from MDCH’s FY2010 Behavioral Risk Factor Survey, which is a state-wide survey of health conditions and practices among Michigan’s adults ages 18 and older.  Kathy pointed out that based on the QI data adult consumers with mental illness have higher rates of asthma, than did Michigan residents surveyed for the BRFS (24.5% v. 15.8%).  Adults with mental illness served by CMH also had higher rates of diabetes, and hypertension than do adult Michigan residence (diabetes: 16.1% v.10.1%; hypertension: 35% v. 30.4%).  However, based on the QI data, adults with mental illness had slightly lower rates of obesity than did the general Michigan adult population (29% v. 31.7%).
Kathy pointed out that health condition data was missing in the QI file for approximately 50 percent of the adults with mental illness.  Given this it is important to be careful about drawing conclusions from the data.  Kathy also pointed out that the BRFS report shows that the rate for each of these conditions varies by age group. Kathy stated that when the data are more complete, she plans to calculate the age-specific rates for each condition similar to those calculated in the BRFS report. These rates will provide a better comparison between adults with mental illness from CMH and the general adult Michigan population.
The MDCH Behavioral Risk Factor reports are available from the MDCH web site at:

http://www.michigan.gov/mdch/0,1607,7-132-2945_5104_5279_39424---,00.html
BRFSS reports from all 50 states, the District of Columbia, Puerto Rico, the U.S. Virgin Islands, and Guam are available from the Centers for Disease Control (CDC) web site at:
http://www.cdc.gov/brfss
Kathy also provided an update on the Emergency Room data that she presented at the conference. The graph below shows that of those 21 years of age and older continuously enrolled in the same Medicaid Health Plan during FY11,31,034 were served by a PIHP at some point during the fiscal year. Of this 31,034, 53.79% used the emergency room at least once during FY11 for physical, non-mental health care.  This percentage of ER use was higher than that for all other adult Medicaid Health Plan enrollees (47.45%).
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Graph includes 229,022 Medicaid beneficiaries who were continuously enrolled in the same Medicaid Health Plan during FY11.

Graph excludes emergency room visits with diagnoses related to mental illness or developmental disability.

Kathy also shared a graph showing the average number of ER visits for those continuously enrolled MHP beneficiaries who had used the emergency room at least once.  This graph shows that MHP beneficiaries who are also also receiving services from a PIHP used the ER an average 2 days during the fiscal year as compared to 1.3 days for all other adults enrolled in an MHP. 
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Graph includes 110,655 Medicaid beneficiaries who were continuously enrolled in the same Medicaid Health Plan during FY11 and had at least one ER visit.
Graph excludes emergency room visits with diagnoses related to mental illness or developmental disability.

Kathy also shared a table of the top 20 reasons for ER admissions for MHP enrollees both served and not served by a PIHP.  She was surprised by the similarity between the two lists with similar diagnoses listed.  Kathy pointed out that as a next step she planned to reexamine the emergency room data by age group.
Next Steps

The next meeting of the EBP Measurement Workgroup is Tuesday August 14th 1:00-3:00.
The meeting was adjourned.
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