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Primary Care-Mental Health Collaborative Care Project

Phase V Project Description

Project Goals

· Increase the ability of community behavioral health providers and partnering FQHCs to provide their shared medically underserved and uninsured people with access to comprehensive primary, behavioral health, and preventive health services. 
· Implement a clinical approach of the patient-centered care that provides care management and supports shared patients in their self management goals  
· Establish processes for ongoing communication regarding collaborative care between primary care and community mental health organizations through the use of a shared, web-based registry paying particular attention to issues of confidentiality
· Adopt and/or adapt evidence-based disease management practices to improve the health status of the population with serious mental illnesses, including shared registries for medical management of patients at risk of or diagnosed with metabolic syndrome and receiving services in community mental health settings.

· Increase the ability of primary care clinics to screen to secure adherence metabolic condition guidelines, depression, bipolar disorder, substance abuse and suicide risk 

· Increase the capacity of primary care clinics to provide proactive follow-up and management of patients identified with mental or substance use disorders in primary care. 

· Establish mechanisms within the mental health system for workforce and consumer education on health literacy and advocacy, self care for chronic health conditions, wellness activities, and other person-centered behavior change, including peer directed activities for health and wellness. 
· Develop systems for ongoing collaboration between mental health providers and primary care; and coordination among care managers and case managers including: 

· Protocols for referral of high-risk individuals, co-management of stable patients or referral for follow up as appropriate
· Integrated/coordinated treatment plans
· Shared, web-based registry(ies)
· Increase community mental health organization’s provision of psychiatry training and clinical support for primary care 
· Increase capacity of both primary care and community mental health organizations to document and track care processes and performance.
Overall Project Process (see Project Schedule for more detail, p. 4)
· The project will use a Learning Collaborative model, in which community mental health teams from five sites will convene in an initial, highly interactive Learning Session, where they will receive clinical education materials and training on full scope primary care services and patient-centered medical home requirements, review project outcome metrics, and plan their initial approach to achieving the goals of the project. Each partnership will also receive information and demonstration of a web-based disease registry that they will be asked to use for data collection during the project.  Another focus of the project will be balancing clinical learning related to integrated health with technology supports. The initial Learning Session will be scheduled for November 8 -9, 2010 in Washington, DC. Travel expenses for the meetings are covered as a part of this project. 

· Prior to the Learning Session, a technology self-assessment tool and other advance materials will be provided and there will be a pre-session conference call between the five sites and the collaborative faculty.

· Over a twelve-month period, the teams will submit periodic reports and participate in four group conference calls/webinars with the project faculty and monthly individual calls with a faculty member.

· The teams will reconvene in a final 1.5 days Learning Congress in Washington, DC to present their accomplishments, data, learning and tools to one another on 2011.  

· Following the Collaborative project, materials will be developed into Toolkits for wide dissemination.
Criteria for Sites

· Sites will already have a partnership established and be providing a level of integrated services in each other’s sites.
· Sites will be geographically diverse and predominantly serve a diverse patient population.

· The mental health center has or will develop the capacity to conduct regular screening for metabolic disorders and registry tracking/outcome measurement at the time of psychiatric visits.
· The mental health center has a primary care clinician/care manager on site, or has a plan for providing health/wellness care coordination for mental health consumers.
· The primary care clinic will already be using the PHQ-9 to screen for depression.

· The primary care clinic has a MH clinician/care manager on site, either a primary care employee or a mental health employee
· Sites must be Private/Nonprofit Institutions/Organizations or Public Nonprofit Institutions

· Both partners will have an electronic health record in place.
Performance Measurement
The following items have been identified as core performance measurements necessary to evaluate the quality of care being provided. Each site will be expected to develop the capacity to measure at least five (5) of these variables, beginning with a baseline assessment within the first month of the project, and culminating with a final report. The choice of measures will be made in consultation with collaborative staff based on the grantee’s project.  All sites must be able to collect this data at the individual level to track outcomes based on population based demographics.  Generally items 1-6 are used for project working on depression in primary care.  Items 7-13 are used in monitoring metabolic syndromes in mental health settings.  Items 14 – 18 are used in monitoring improving access to care. Detailed report formats and data specifications will be provided at the initial learning session.

1. % of primary care patients with diagnosis of depression meeting remission criteria at 12 weeks, 6 months*

2. % of primary care patients with depression with PHQ-9 on initial evaluation, 4-6 weeks, 12 weeks, 6 months*
3. % of patients screened annually for depression in primary care*

4. % of patients treated for depression who were assessed, prior to treatment, for the presence of current and/or prior manic or hypomanic behaviors**

5. % of patients diagnosed with depression or bipolar disorder with evidence of an initial assessment that includes an appraisal for risk of suicide**

6. % of patients diagnosed with depression or bipolar disorder with evidence of an initial assessment that includes an appraisal for current or past alcohol or chemical substance use**

7. % of mental health consumers receiving atypical antipsychotic agents whose  Weight/Height/Body Mass Index (BMI) [calculated value using weight and height] is> 25 on initial evaluation, 4-6 weeks, 12 weeks, 6 months***
8. % of mental health consumers receiving atypical antipsychotic agents whose blood pressure systolic/diastolic reading is >125/90` on initial evaluation, 4-6 weeks, 12 weeks, 6 months***
9. % of patients (in PC or MH) with evidence of an assessment for hyperglycemia within 16 weeks after initiating treatment with an atypical antipsychotic agent**  
10. % of patients (in PC or MH) with evidence of an assessment for hyperlipidemia within 16 weeks after initiating treatment with an atypical antipsychotic agent** 
11. % of mental health consumers receiving atypical antipsychotic agents assessed for family history of diabetes, hypertension, cardiovascular disease***
12. % of mental health consumers receiving atypical antipsychotic agents assessed for Tobacco Use/History ***
13. % of mental health consumers receiving atypical antipsychotic agents assessed for Substance Use/History***
14. % of mental health consumers receiving atypical antipsychotic agents evaluated for social supports using the LOCUS/IV. Recovery Environment (Level of Stress, Level of Support) score***
15. % of mental health consumers receiving atypical antipsychotic agents with an identified primary care provider and a  physical examination within the last year***
16. % of primary care patients with major depressive or bipolar disorder meeting severity/complexity criteria for specialty MH services (as established by state and local payers) referred for specialty MH care
17. % of patients referred to MH specialty care who attend initial visit*
18. % of patients referred to Primary Care from MH who attend initial visit*
*
From Center for Quality Assessment & Improvement in Mental Health, 2006

** 
From STABLE (Standards for Bipolar Excellence), 2006
      *** From NASMHPD (Measurement of Health Status for People with Serious Mental Illnesses), 2008
Organizational Commitments
· The site (both entities) must commit to work as a single team, jointly problem solving through use of Rapid Cycle Improvement methods, to achieve the goals of the project.
· The team should be composed of the Medical Director of the primary care clinic, the Medical Director of the community mental health organization, a person who will serve as the Behaviorist in the primary care setting (the Behaviorist is the person on site in the primary care setting who sees patients and tracks their care and can be either a PC or MH employee) and the person who will serve as the PC care manager or provider in the MH setting.
· Both entities’ CEOs must sign off on the project application and commit to joining the team for the Learning Session and Learning Congress, and some technical assistance calls with project faculty. 
· The site (both entities) must commit to submit reports and data as required (see Performance Measurement and Project Schedule). 

· The site will field a four-five person team for:

· One pre-session conference call

· One two day initial Learning Session (requiring 2 days of travel)

· Local joint meetings to plan and implement Rapid Cycle Improvements

· Four group conference calls and monthly individual site conference calls
· One 1.5 day final Learning Congress  (requiring 2 days of travel)
Draft Project Schedule
	When
	What
	Who
	Comments

	September 2010
	Recruit sites for participation; Application due October 22, 2010 
	Faculty, National Council, 
	

	October 2010
	Selection of Sites complete
	Faculty, National Council
	

	October 2010
	Advance Mailing to Sites
	Faculty, National Council
	Articles and Self Assessment Tool

	November 8 & 9, 2010
	Learning Session
	Faculty, National Council, Sites


	Rapid Cycle Improvement

Measurement/Data Collection
Clinical Content/Tools/
Organizational Change Strategies

	November 18, 2010
	 Project Plan for PDSA Cycles, Data Plan, Budget Due
	Site Teams
	Submit before first site based conference call

	December 2010
	Web training on registry
	Site Teams and BHCs, other key staff
	Train on how to use web based registry

	December 2010
	First Individual Site Conference call
	Sites and Faculty
	Review project plan, budget and data collection strategy 

	February 2011
	Web training for psychiatrists and BH staff
	Psychiatrists and BH in CMHC/CHC  settings
	Model for consultation to BHC and PCP, data collection 

	February 2011
	All Sites Conference Call
	Faculty, National Council, Sites
	Site Summaries And Consultation

	February 28, 2011
	First Quarterly Report Due
	Site Teams
	

	March 2011
	Baseline Data Period Prior to Initiating PDSA Cycles
	Site Teams
	Baseline Data included in Second Report

	March 2011
	Individual Site Conference Call
	Site and Faculty
	Implementation successes and barriers; data collection review

	April 2011
	Individual Site Conference Call
	Site and Faculty
	PDSA Cycle results review and refining

	April 2011
	Second Report Due

4/30/11 
	Site Teams
	PDSA Cycles, Baseline Data

	May 31, 2011
	Second Quarterly Report Due
	Site Teams
	PDSA Cycles, Baseline Data

	May 2011
	All Sites Conference Call
	Faculty, National Council, Sites


	Site Summaries And Cultural Competency Consultation

	August 31,  2011
	Third Report Due 8/31/11 
	Site Teams
	PDSA Cycles, Data for April  1 through June 30, 2011

	August 2011
	Individual Site Conference Calls
	Faculty, National Council, Sites
	Site Summaries And Consultation

	September 2011
	Individual Sites Conference Call
	Faculty, National Council, Sites


	Review of Data and Implementation Successes and Barriers 

	October 31,2011
	Final Report Due10/31/11 
	Site Teams
	Final Project P, Data, Budget

	 October 31, 2011
	Presentation for Learning Congress
	Site Teams
	See Final Report Template for format

	November 2011
	Learning Congress in Washington DC
	Faculty, National Council, Sites
	Site Presentations and Recommended Actions


Summary of Reporting and Data Time Frames

	Reports
	First
	Second
	Third
	Final

	Due Date
	2/28/11
	5/31/11
	8/31/11
	10/31/11

	Period for Identifying Newly Screened Patients in Primary Care
	Work to identify shared patients
	New patients added to registry
	New patients added to registry
	New patients added to registry

	Period for Tracking Data on Newly Screened Patients
	Work to implement registry
	Baseline Data Submitted
	First data for trending
	Second quarter data for trending


Site Participation Application
Community Mental Health Organization

	Organization Name


	

	Address


	

	
	

	Telephone


	

	CEO Name


	

	E-mail Address


	

	Medical Director Name


	

	E-Mail Address


	

	What was the size of your organization in 2009?


	Total Budget
	Total FTEs

	What is your organizational structure?
	Private Non Profit Agency


	Public Non Profit County Agency


	State Agency


	Other (describe)



	Which most closely describes your geographic location?


	Rural
	Frontier


	Urban
	Suburban
	Other

	How many visits/encounters did your agency provide in 2009?


	Number
	
	
	
	

	How many unduplicated clients did your agency serve in 2009?


	Number
	
	
	
	

	Annually, what percent of clients are children/youth, adults, or older adults?


	Percent

Children/youth

0-17
	Percent

Adults

18-64
	Percent

Older Adults

65+


	

	What percent are non-English speaking?
	Percent


	
	
	
	

	What percent of clients are:

   White

   American Indian / Alaska Native

   Asian / Pacific Islander

   African American

   Hispanic / Latino
	
	
	
	
	


Other Significant Information about Your Organization:

Primary Care Organization
	Organization Name


	

	Address


	

	
	

	Telephone


	

	CEO Name


	

	E-mail Address


	

	Medical Director Name


	

	E-Mail Address


	

	What was the size of your organization in 2009?


	Total Budget
	Total FTEs

	What is your organizational structure?
	Private Non Profit Agency


	Public Non Profit County Agency


	State Agency


	Other (describe)



	Which most closely describes your geographic location?


	Rural
	Frontier


	Urban
	Suburban
	Other

	How many visits/encounters did you provide in 2009?


	Number
	
	
	
	

	How many unduplicated patients did you serve in 2009

	Number
	
	
	
	

	Annually, what percent of patients are children/youth, adults, or older adults?


	Percent

Children/youth

0-17
	Percent

Adults

18-64
	Percent

Older Adults

65+


	

	Is your organization a Federally Qualified Health Center, or look-alike, or a Community Health Center focused on serving safety net populations?
	Yes
	No
	
	
	

	Do you currently use the PHQ-9 to screen patients for depression?


	Yes
	No
	If yes, what percent of total patients are screened on the PHQ-9 annually (at least the 2 question screen)?

	Do you use a registry to track and manage care for patients diagnosed with depression?


	Yes
	No
	
	
	

	Do you have a protocol for assessing and managing suicide risk?


	Yes
	No
	
	
	

	Do you screen for substance use?
	Yes
	No


	If yes, what instrument do you use?



	Do you screen for bipolar disorder?
	Yes
	No


	If yes, what instrument do you use?



	Do you currently treat bipolar disorder?


	Yes
	No


	
	
	

	What percent of clients are:

   White

   American Indian / Alaska Native

   Asian / Pacific Islander

   African American

   Hispanic / Latino
	
	
	
	
	


Other Significant Information about Your Organization:

Information about the Relationship between the Organizations

	Do you have a formal (e.g., written agreement, joint business plan) relationship for:
	
	
	
	
	

	· Non-psychiatric medical care delivered in the Mental Health (MH) agency?
	Yes
	No


	
	
	

	· Mental health services delivered in the primary care clinic?


	Yes
	No


	
	
	

	Does the primary care clinic currently employ mental health staff?


	Yes
	No
	
	
	

	Does the MH agency place staff on site in the primary care clinic?


	Yes
	No


	
	
	

	Does the MH agency provide psychiatric consultation to the primary care providers?


	Yes
	No
	
	
	

	Does the primary care clinic provide staff on site in the MH agency?


	Yes
	No
	
	
	

	Does the primary care clinic provide medical consultation to the providers at the MH agency?
	Yes
	No
	
	
	

	How long have the two organizations worked together on integrating care?


	Years
	
	
	
	

	Have you participated together in any grant funded pilots or Collaboratives (e.g. HRSA) focused on integrated care?
	Yes
	No
	If yes, please describe



	What is the shared vision (of integrated care) that you are working towards?


	


Other Significant Information about the Relationship between the Organizations

Organizational Commitments

The team should be composed of the Medical Director of the primary care clinic, the Medical Director of the community mental health organization, the person who will serve as the Behaviorist in the primary care setting, a consumer representative, and one other person selected by the two organizations. Please attach CVs for your team and further describe the role of the fifth person you have selected for your team:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	We have identified the following individuals as our project team:
	Role
	Title
	Organization
	Phone
	E-mail

	1.


	Primary Care MD
	
	
	
	

	2.


	Mental Health MD
	
	
	
	

	3.


	BH Consultant in PC
	
	
	
	

	4.


	PC Liaison in BH
	
	
	
	

	5.


	Consumer Representative
	
	
	
	

	      **Travel expenses for the Learning Session and the Learning Congress will be provided for the 5 members of the project          

         Team. Organizations will need to cover expenses for their CEOs.


	These five individuals commit to work jointly on:
	Yes
	No
	
	
	

	· Self-Assessment
	
	
	
	
	

	· Pre-session Conference Call
	
	
	
	
	

	· Initial Learning Session
	
	
	
	
	

	· Data Collection and Review
	
	
	
	
	

	· Interim Report Submission
	
	
	
	
	

	· Monthly Local Site Conference Calls with Faculty
	
	
	
	
	

	· All Site Conference Call 1
	
	
	
	
	

	· Interim Report Submission
	
	
	
	
	

	· All Site Conference Call 2
	
	
	
	
	

	· Interim Report Submission
	
	
	
	
	

	· All Site Conference Call 3 
	
	
	
	
	

	· All Site Conference Call 4
	
	
	
	
	

	· Preparation of Final Report and Learning Congress Presentation 
	
	
	
	
	

	· Final Learning Congress
	
	
	
	
	


By submitting this joint application, we commit to providing organizational leadership and support for our team in completion of the project and to attend the Learning Session and the Learning Congress.
______________________________________        _________________________________________

CEO






CEO

______________________________________        _______________________________________

Organization





Organization
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