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President’s letter
A Message from Thomas L. Johnson, MHPA President & CEO

Dear Colleagues:

On behalf of the Medicaid Health Plans of America Center for Best Practices, 
I am pleased to bring you this Best Practices Compendium for Serious 
Mental Illness.  The Medicaid program is the largest payer of mental health 
services in the United States, typically through fee-for-service arrangements.  
Yet care for people with serious mental illness (SMI) remains less than 
optimal, regardless of insurance status.  Some of the challenges lie in the 
mental health services system itself — complex eligibility requirements, 
poorly coordinated systems of health and social services offered by county, 
state and private providers, and siloed mental health and physical health 
systems.  But some challenges are specific to health care delivery — lack of 
integrated care, underuse of preventive health services, inconsistent patient 
adherence to medications and over-reliance on emergency care.

Medicaid health plans are part of the solution for improving quality of care for people with serious mental 
illness.  As an increasing number people receive their health care coverage from the Medicaid program, 
insurance-related access barriers to mental health services will be diminished.  And, with Medicaid health 
plans emerging as the leading solution for States to implement managed care expansions, more attention 
will focus on health plan capabilities to reach and effectively serve individuals with serious mental illness.  
This Best Practices Compendium highlights some challenges in delivering mental health services, outlines 
important treatment recommendations, and identifies examples of cutting-edge approaches used by 
Medicaid health plans to address the needs of people with SMI.  

Health plan approaches featured in this Compendium include:  using technology to expand access 
to psychiatric and other mental health treatment providers; developing peer support and culturally 
appropriate intake and care management programs; increasing screening for depression, substance 
use and co-morbid conditions of SMI; and other innovations.  Health plans are able to use sophisticated 
data systems coupled with trained care management staff to improve medication adherence — a critical 
factor in successful treatment of  SMI.  Medicaid health plans’ diverse strategies include collaborating 
with communities, expanding their own programs, and working with specialized behavioral health 
organizations.

The MHPA Center for Best Practices is very pleased to highlight the Best Practice examples in this 
publication, featuring both Medicaid health plans and their behavioral health partners.  We thank our 
sponsor Johnson & Johnson for supporting this effort.  MHPA and its member plans look forward to 
helping the nation move towards an integrated, coordinated mental health, physical health and social 
services system that effectively promotes recovery for people with serious mental illness. 

      Sincerely,

      Thomas L. Johnson
      President & CEO, Medicaid Health Plans of America
      President, MHPA Center for Best Practices



  erious mental illness — schizophrenia, major depressive disorder and bipolar 
disorder — impacts a large number of Americans.  Yet despite the prevalence, 
treatment for serious mental illness (SMI)1 falls short of need.  Treatment is often 
unavailable, incomplete and un-coordinated with other health and social services.  

PaRt I:  an Introduction
Prevalence of Mental   
Health conditions

   The National Institutes of Health 
reports that 25 percent of people have 
a diagnosable mental health condition. 
About 2.5% of adults have bipolar 
disorder, about 1% of the population 
has schizophrenia, and 7% have a major 
depressive disorder.  (See Sidebar 1 
at right for brief descriptions of these 
conditions.)  These conditions can be 
treated but may be chronic.  Symptoms 
can be very severe, and impact the 
relationships, ability to work and 
economic wellbeing of individuals who 
have them.  
Unfortunately, serious mental illnesses 
are often accompanied by abuse of 
alcohol and other drugs.3   According 
to Substance Abuse and Mental Health 
Services Administration (SAMHSA), 
“Approximately 8.9 million adults have 
co-occurring disorders; that is they 
have both a mental and substance 
use disorder.  Only 7.4% of individuals 
receive treatment for both conditions 
with 55.8% receiving no treatment at 
all.”  SAMHSA estimates that 10.6 
million adults have unmet needs for 
mental health care.  
Within the Medicaid program, the 
prevalence of mental health disorders 
is particularly high, and a large 
number of Medicaid beneficiaries 
have a co-morbid chronic medical 
condition in addition to a mental 
health diagnosis.  For example, an 
analysis by The Lewin Group for The 
State of Missouri Medicaid found that 
5.4% of beneficiaries incurred 53% 
of program costs.  Three common 
factors were associated with the 
highest cost patients:  multiple 
inpatient admissions; large numbers 
of emergency room visits; and “highly 
aberrant” prescription drug use.  
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Sidebar 1: Serious Mental Illness 

Schizophrenia:		Schizophrenia	is	a	chronic,	severe	and	disabling	
brain	disorder	that	affects	about	1	percent	of	Americans.		People	
with	the	disorder	may	hear	voices	other	people	don’t	hear.		They	
may	believe	other	people	are	reading	their	minds,	controlling	
their	thoughts	or	plotting	to	harm	them.		This	can	terrify	people	
with	the	illness	and	make	them	withdrawn	or	extremely	agitated.	
Families	and	society	are	affected	by	schizophrenia	too.		Many	
people	with	schizophrenia	have	difficulty	holding	a	job	or	caring	for	
themselves,	so	they	rely	on	others	for	help.	Treatment	helps	relieve	
many	symptoms	of	schizophrenia,	but	most	people	who	have	the	
disorder	cope	with	symptoms	throughout	their	lives.	However,	many	
people	with	schizophrenia	can	lead	rewarding	and	meaningful	lives	
in	their	communities.	Researchers	are	developing	more	effective	
medications	and	using	new	research	tools	to	understand	the	causes	
of	schizophrenia.
Excerpted	from	NIMH	“What	is	Schizophrenia?”
http://www.nimh.nih.gov/health/publications/schizophrenia/what-is-schizophrenia.shtml

Bipolar Disorder:		Bipolar	disorder,	also	known	as	manic-depressive	
illness,	is	a	brain	disorder	that	causes	unusual	shifts	in	mood,	
energy,	activity	levels	and	the	ability	to	carry	out	day-to-day	tasks.		
Symptoms	of	bipolar	disorder	are	severe.		Bipolar	disorder	often	
develops	in	a	person’s	late	teens	or	early	adult	years.		At	least	half	
of	all	cases	start	before	age	25.		Bipolar	disorder	is	not	easy	to	spot	
when	it	starts.		The	symptoms	may	seem	like	separate	problems,	not	
recognized	as	parts	of	a	larger	problem.		Bipolar	disorder	symptoms	
can	result	in	damaged	relationships,	poor	job	or	school	performance,	
and	even	suicide.		But	bipolar	disorder	can	be	treated,	and	people	
with	this	illness	can	lead	full	and	productive	lives.		Some	people	
suffer	for	years	before	they	are	properly	diagnosed	and	treated.		Like	
diabetes	or	heart	disease,	bipolar	disorder	is	a	long-term	illness	that	
must	be	carefully	managed	throughout	a	person’s	life.
Excerpted	from	NIMH	“What	is	bipolar	disorder?“
http://www.nimh.nih.gov/health/publications/bipolar-disorder/what-is-bipolar-disorder.shtml

Major Depressive Disorder:		Depression	is	a	common	but	serious	
illness.		There	are	several	forms	of	depressive	disorders.		Major	
depressive	disorder,	or	major	depression,	is	characterized	by	a	
combination	of	symptoms	that	interfere	with	a	person’s	ability	to	
work,	sleep,	study,	eat	and	enjoy	once-pleasurable	activities.		Major	
depression	is	disabling	and	prevents	a	person	from	functioning	
normally.		Some	people	may	experience	only	a	single	episode	within	
their	lifetime,	but	more	often	a	person	may	have	multiple	episodes.	
Other	illnesses	may	come	on	before	depression,	cause	it,	or	be	a	
consequence	of	it.		Depression	and	other	illnesses	interact	differently	
in	different	people.		In	any	case,	co-occurring	illnesses	need	to	be	
diagnosed	and	treated.		Medications,	psychotherapies	and	other	
methods	can	effectively	treat	people	with	depression.	

Excerpted	from	NIMH		“Depression”
http://www.nimh.nih.gov/health/publications/depression/index.shtml

The Medicaid program covers over 51 million people located in every state.2   In this Best 
Practices Compendium, we look at the environment for delivering services to people with 
serious mental illness, key treatment recommendations and offer best practice case studies of 
Medicaid health plan programs to improve care. 
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Of note, 85% of the high cost members had a mental health diagnosis.4   Similarly, a  Center for Health 
Care Strategies (CHCS) report on adults with disabilities enrolled in fee-for-service Medicaid found that 
that 60% of the highest cost beneficiaries had chronic disease and mental health co-morbidities.  Sixty 
percent of Medicaid spending for this group was attributable to 5% of beneficiaries.5  

about Medicaid and Mental Health

The Medicaid program is the largest public funder of mental health services in the U.S.  Medicaid is 
jointly funded and implemented by states and the federal government, and is overseen at the federal level 
by the Centers for Medicare and Medicaid Services (CMS).  CMS determines the minimum eligibility 
for individuals to access the Medicaid program.  States have the option to add additional categories.  
Individuals eligible for Medicaid include low-income pregnant women, low-income children, foster 
children, individuals with disability, the “aged, blind and disabled,” and individuals with Supplemental 
Security Income (SSI).  States and counties also have important roles in funding and delivering mental 
health services.  Sidebar 2 below describes some of the mental health funding sources, and additional 
graphics on the topic can be found in Part 3.

“Carve out” services are those for which separate entities are statutorily or contractually accountable for 
health and mental health services.  For example, health plans may be contracted to provide overall health 
services, while the state pays for mental health services on a fee-for-service basis.  Carve out arrangements 
for Medicaid mental health services impact the flow of information and funding.  See page 61 for a table 
of state use of mental health and pharmacy carve outs for Medicaid.  Partial carve outs may be created for 
selected services or therapies such as medications.  Under a pharmacy carve out, the health plan pays for 
treatment services but not pharmaceuticals.   [Note:  Health plans commonly use specialized vendors to 
manage pharmacy services or behavioral health services.  MHPA distinguishes these from state-mandated 
carve outs, in which services and information are not coordinated with the health plan.  When health plans 
contract with specialized vendors for selected services, the plans and the behavioral health vendors work 
collaboratively to manage the member’s mental health and medical care along with other needed services.] 

Key treatment Recommendations

Advocates and clinicians agree that the treatment goal of mental health services is “recovery,” a concept 
that includes more than stabilization of health indicators.6  Recovery also “refers to the process in which 
people are able to live, work, learn and participate fully in their communities.  For some individuals, 
recovery is the ability to live a fulfilling and productive life despite a disability.  For others, recovery implies 
the reduction or complete remission of symptoms.” 7 
SAMHSA, the federal agency charged with leading improvements in mental health and substance abuse 
has proposed that services for people with mental illness be available along a continuum that incudes 
health and social assistance. 8   The continuum includes:  

 Health Homes 
 Prevention and Wellness Services 
 Engagement Services 
 Outpatient and Medication Assisted Treatment 
 Community Supports and Recovery Services 
 Intensive Support Services 
 Other Living Supports 
 Out-of-Home Residential Services 
 Acute-Intensive Services 

Although the specific elements of treatment needed for patients with SMI depend on the patient’s diagnosis 
and support system, many common treatment elements to promote recovery can be identified.  These include: 

 Prevention and Wellness
 Medications
 Psychotherapy
 Psychosocial support
 Crisis Intervention

Psychosocial interventions are critical to recovery, and often must be accessed through effective 
coordination between health care providers and specialized, multidisciplinary providers and community 
organizations.  Elements of psychosocial treatment identified by the National Alliance on Mental Illness 
include Assertive Community Treatment (ACT), Cognitive Behavioral Therapy, Dual Diagnosis and 
Integrated Treatment of Mental Illness and Addictions, Family Psycho-education and Support, Peer 
Services and Supports, Housing, Jail Diversion and Employment.9 
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Sidebar 2: 
About Mental Health Services

Payment	for	and	treatment	of	mental	health	conditions	is	
widely	recognized	to	be	fragmented	and	overly	complex.		
The	Substance	Abuse	and	Mental	Health	Services	
Administration	(SAMHSA)	says,	“In	the	public	sector,	
individuals/families/youth	with	complex	mental	and	
substance	use	disorders	receive	services	funded	by	federal,	
state,	county	and	local	funds.		These	multiple	funding	
sources	often	result	in	a	maze	of	eligibility,	program	and	
reporting	specifications	that	create	funding	silos	featuring	
complicated	administrative	requirements.”*		Many	people	
with	SMI	cycle	between	types	of	coverage	(or	no	coverage),	
often	adversely	impacting	their	access	to	treatment	and	
medications.		Fragmentation	of	services	also	impacts	quality	
of	care,	since	a	changing	array	plans	and	providers	disrupts	
treatment	and	the	flow	of	information	needed	to	fully	
coordinate	and	effectively	treat	physical	and	mental	health	
conditions.	
States	also	offer	mental	health	services	funded	under	the	
Community	Mental	Health	Services	Block	Grant	(MHSBG)*,	
administered	through	State	Mental	Health	Agencies.		
MHSBG	funds	may	cover	prevention,	treatment,	recovery	
supports	and	other	services	that	will	supplement	services	
covered	by	Medicaid,	Medicare	and	private	insurance.		A	
priority	is	serving	people	not	eligible	for	Medicaid	or	other	
insurance.		One	of	the	challenges	to	providing	effective	care	
for	individuals	with	SMI	is	accessing	and	coordinating	health	
and	social	services	available	from	diverse	community	and	
governmental	agencies.		

	 	 	 												*	See	www.samhsa.gov

People with SMI can become eligible 
for Medicaid because they are disabled 
with a mental health disorder, or they 
may be eligible for Medicaid in other 
categories and coincidentally have a 
mental health condition.  People with 
SMI may also be uninsured or have 
coverage from commercial insurance, 
Medicare or other public insurance.   

Medicaid health services are 
delivered either through fee-for-
service arrangements, primary 
care case management or through 
Medicaid health plans.  States often 
have distinct delivery arrangements 
for different eligibility categories of 
Medicaid.  A state may use managed 
care arrangements for some categories 
of eligible beneficiaries, while other 
beneficiaries are in fee-for-service, 
uncoordinated care.   People with SMI 
may be in both fee-for-service and 
managed care due to “carve outs.” 
  



10 | sMI best Practices compendium

 
 
 
 
 

Adult Treatment Guideline Summaries 
National Guidelines Clearinghouse 

BIPOLAR DISORDER  MAJOR DEPRESSION  SCHIZOPHRENIA 
Interventions and Practices Considered  
 
Diagnosis/Evaluation 
 Assessment of signs and symptoms of 

mania, hypomania, depression, psychotic 
symptoms, and mixed episodes  

 Complete assessment including using 
Diagnostic and Statistical Manual of 
Mental Disorders, Fourth Edition, Text 
Revision (DSM‐IV‐TR) criteria; medical 
and psychiatric comorbidities; current 
and past medications (including 
antidepressants) and medication 
compliance; risk for suicide; substance 
use  

 Assessment of severity of mania using 
standardized rating scales  

 
Management/Treatment 
 Hospitalization if indicated  
 Pharmacotherapy including lithium, 

antiepileptics, antipsychotics, and 
antidepressants  

 Electroconvulsive therapy (ECT)  
 Psychoeducation and psychotherapy 

including cognitive behavioral therapy, 
interpersonal and social rhythm therapy, 
and family therapy  

 Monitoring for response to therapy and 
management of side effects  

 Management of 
maintenance/prophylaxis phase  

 
Major Outcomes Considered  
 Remission rate  
 Relapse rate  
 Hospitalization  
 Risk of suicide  
 Adverse effects of medications  
 Quality of life  
 Mortality  
 

Interventions and Practices Considered  
 
Evaluation/Management 
 Establishing and maintaining a therapeutic 

alliance  
 Psychiatric assessment  
 Safety evaluation including evaluation of 

suicide risk, level of self‐care and 
dependent care, and risk or harm to self 
and others  

 Establishing appropriate treatment setting 
including hospitalization if appropriate  

 Evaluation of functional impairment and 
quality of life  

 Coordinating care with other clinicians, 
monitoring status, and tailoring treatment 
to specific patient needs  

 Assessment of and acknowledgment of 
potential barriers to treatment  

 Patient and family education  
 
Treatment 
 Pharmacotherapy  
 Selective serotonin reuptake inhibitors 

(SSRI)  
 Serotonin norepinephrine reuptake 

inhibitors (SNRI)  
 Mirtazapine  
 Bupropion  
 Nonselective monoamine oxidase 

inhibitors (MAOIs)  
 Somatic therapies such as 

electroconvulsive therapy (ECT), 
transcranial magnetic stimulation (TMS), 
vagus nerve stimulation  

 Psychotherapy  
 Cognitive‐behavioral therapy (CBT)  
 Interpersonal psychotherapy  
 Psychodynamic therapy  
 Marital and family therapy  
 Problem‐solving therapy in individual and 

in group formats  
 Combination of medications and 

psychotherapy  
 Complementary and alternative therapies  
 
Major Outcomes Considered  
 Control of depressive symptoms  
 Rate of remission, relapse, and recurrence 

of major depression  
 Morbidity and mortality due to major 

depression  
 Side effects of treatment 

Interventions and Practices Considered  
 
Evaluation 
 Initial evaluation including: complete psychiatric 

and general medical histories, assessment for 
substance use and physical and mental status 
examinations 

 Assessment of suicide potential and/or 
likelihood of dangerous or aggressive behavior 

 Laboratory, electrophysiological, and 
radiological assessments  

 Pregnancy test in women of childbearing 
potential 

 More detailed studies as indicated (e.g., 
screening for heavy metal toxins, 
electroencephalogram (EEG), magnetic 
resonance imaging [MRI] scan, or computed 
tomography [CT] scan) 

 
Treatment/Management 
 Patient/family education including discussion of 

risks and benefits of treatment 
 Psychosocial interventions  
 Family interventions 
 Supported employment 
 Assertive community treatment 
 Social skills training 
 Cognitive behaviorally oriented psychotherapy 
 Antipsychotic medications  

 First generation agents: Phenothiazines: 
Fluphenazine, trifluoperazine, perphenazine, 
mesoridazine, chlorpromazine, thioridazine. 
Butyrophenone: Haloperidol. Others: 
Thiothixene, molindone, loxapine 

 Second generation agents: Aripiprazole, 
clozapine, risperidone, olanzapine, 
ziprasidone, and quetiapine 

 Adjunctive medications: Benzodiazepines;  
Antidepressants; Mood stabilizers; Beta‐
blockers 

 Other somatic therapies  
 Electroconvulsive therapy (ECT) 
 Repetitive transcranial magnetic stimulation 

(rTMS) 
 Treatment settings and housing options, 

including hospitalization and day treatment 
programs 

 
Major Outcomes Considered  
 Morbidity and mortality associated with 

schizophrenia 
 Frequency and severity of schizophrenic 

episodes 
 Improvement (or diminution or reduction) in 

symptoms of schizophrenia 
 Improvement in role functioning 

Management of Bipolar Disorder Working 
Group. VA/DoD clinical practice guideline for 
management of bipolar disorder in adults. 
Washington (DC): Department of Veterans 
Affairs, Department of Defense; 2010 May. 

American Psychiatric Association. Practice 
guideline for the treatment of patients with 
major depressive disorder. 3rd ed. Arlington 
(VA): American Psychiatric Association; 2010  

American Psychiatric Association. Practice guideline 
for the treatment of patients with schizophrenia. 
2nd ed. Arlington (VA): American Psychiatric 
Association; 2004 Feb. 114 p. (reviewed 2008) 
 

Treatment needs of individuals with SMI cut across general health, mental health, substance use 
treatment and social services.  There is emerging consensus that integration of treatment services 
would improve care for people with SMI.  Currently, mental health and medical care typically use 
distinct reimbursement systems, provider types and information management systems.  Integrating 
mental health and medical services presents significant operational and data management challenges.  
While many practitioners embrace the concept, few practices have undergone the transformation 
needed to provide and integrate comprehensive mental, physical and social care. 

The Best Practice case study from MDwise of Indiana illustrates how health plans can support and 
collaborate with local stakeholders to develop viable integrated models of health and mental health 
services.   Additional resources for information on integrated care can be found in Section 4, including 
information on a model developed by the State of Missouri which advocates believe holds promise for 
improving quality of care for people with SMI. 

the burden of serious Mental Illness and Health care Quality Gaps

Experts repeatedly find that the mental health system is desperately in need of improvements.  For 
example, the 2004 The President’s New Freedom Commission Report on Mental Health noted, “The 
mental health delivery system is fragmented and in disarray … lead[ing] to unnecessary and costly 
disability, homelessness, school failure and incarceration.”  The report described the extent of unmet 
needs and barriers to care, including:

 Fragmentation and gaps in care for children;
 Fragmentation and gaps in care for adults with serious mental illnesses;
 High unemployment and disability for people with serious mental illnesses;
 Lack of care for older adults with mental illnesses; and
 Lack of national priority for mental health and suicide prevention.

In spite of these findings and the passage of Mental Health Parity and Addiction Equity Act of 2008, 
there is little evidence that the system has been transformed or that the burden of mental illness has 
been reduced.  Gaps in mental health care services can be measured not only by treatment lapses, but 
also by rates of preventable hospitalization, homelessness, unemployment, disrupted families, poverty, 
and incarceration for people with SMI.

The Impact on People

People with serious mental illness face difficulties in their work and home lives attributable to illness.  
The burden on individuals is quite high.   People with a serious mental illness have an expected life 
span on average 25 years less than people without SMI.10   Ninety percent of people who commit 
suicide have a serious mental illness.  Forty percent of homeless people report mental health problems, 
and 20-25% have an SMI. 11   Mental health conditions are treatable, but often are characterized by 
episodes of illness and relapses.  For that reason, treatment approaches to SMI address not only 
physical care, but also psychosocial issues including relationships, jobs and housing.  
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The Impact on Society

The cost of serious mental illness lies both in direct treatment expenses and in non-health costs.  Mental 
illness may exacerbate the impact of other health conditions if people have difficulty complying with 
behavioral or treatment recommendations.  On the indirect side, people with SMI have more difficulty 
retaining employment, and their families may experience financial and productivity costs caring for them.12 

One detailed examination of the U.S. 2002 cost of schizophrenia13 broke out the following categories:
 Total cost  was estimated to be $62.7 billion, with $22.7 billion excess direct health care cost ($7.0 

billion outpatient, $5.0 billion drugs, $2.8 billion inpatient, $8.0 billion long-term care). 

 The total indirect excess costs were estimated to be $32.4 billion.  This includes unemployment, 
reduced workplace productivity, premature mortality from suicide, and family caregiving.  Non-
health costs include law enforcement, homeless shelters, disability payments and other items. 

Mental illnesses also add to the costs of chronic diseases.  It costs $560 more per month to care for a person 
with depression plus a chronic disease than it does just for the chronic disease.14    The important takeaway 
about cost is not that it is so high, but that it is evidence of so much lost opportunity for good health and 
productivity.  And, cost reflects missed prevention opportunities. 

 Quality Gaps

Specific gaps have been documented in clinical areas.  Some clinical gaps identified in the research 
literature and by national quality organizations include: 

 Lower Quality Medical Care:  In spite of frequent contact with the health care system, health care 
for people with SMI is commonly of lower quality than that of people without.15   Closely related to 
this is underuse of preventive services.  Preventive care is especially important as individuals with 
SMI have higher rates of smoking, obesity and substance abuse problems.16   

 Underuse and Overuse of Services:  People with SMI are likely to underuse important services 
such as preventive health care.  One-third of people with mental illness and substance use 
problems do not receive needed immunizations, cancer screenings and counseling on tobacco 
use.17  These are key preventive services recommended for all adults and essential for the high-risk 
SMI population.  People with SMI may have access barriers that result in underuse of needed care, 
including psychiatric services.  On the other side, people with SMI have higher rates of emergency 
services use for both mental health and medical care.  Many emergency visits are thought to be 
preventable through more effective psychiatric and psychosocial care. 

 Lack of Medication Adherence:  Non-adherence to medication is a pervasive problem in treatment 
of individuals with SMI; between 40-50% of schizophrenic patients do not adhere to prescribed 
medications.18   Non-adherence is associated with increased rehospitalization, more hospital days, 
and higher hospital costs reflecting millions of dollars of preventable hospital expenditures.19   
Racial and ethnic minority populations may be at greatest risk of non-adherence:  a recent study of 
Medicaid patients with major depressive disorder found that the odds of adhering to a new anti-
depression treatment medication were 40% lower for African Americans than Caucasians.20   Use of 
“second generation” antipsychotics and longer acting medications is associated with lower rates of 
non-adherence.21   

 Co-morbid conditions:  A large number of people with SMI have co-morbid substance use or 
physical health conditions.  Diabetes and heart disease are more prevalent in SMI populations.22  
Some factors, such as substance abuse, impact treatment adherence and increase the patient’s risk 
of hospitalization.23   In addition to people with SMI already having more risk factors for chronic 
diseases, many medications used to treat SMI also increase risk of diabetes.24   Failure to identify 
co-morbid conditions through preventive care or to treat them exacerbates the severity and often 
the cost of these co-morbid conditions.25  

 Disparities in Outcomes:  Studies have shown racial and ethnic differences in adherence to 
medications, which can have an important impact on outcomes.26  Rates of hospitalization 
for psychiatric conditions are 44% higher for people in poor communities than in non-poor 
communities, and twice as high for poor people with schizophrenia.27   Some stakeholders have 
recommended that SMI populations themselves be considered a “disparity population,” for the 
reasons that people with SMI as a group have shorter lifespans and higher risk of morbidity and 
disability.

  

Medicaid Health Plans and treatment for serious Mental Illness
Medicaid health plans enroll over 50% of Medicaid beneficiaries.  With passage of the Affordable Care Act, 
more people will be covered under Medicaid.  Medicaid populations currently in the fee-for-service system, 
particularly Medicare and Medicaid “dual eligible” populations, are being moved into managed care 
arrangements.  States turn to managed care with the goal of better coordinating care, improving access 
and managing costs.   

Much of the information we have about quality of care for people with SMI comes from the fee-for-service 
Medicaid program.  Health plans see an opportunity to improve care for members with SMI by applying 
information management to identify opportunities for quality improvement or systems efficiency, and by 
using care coordinators to help individuals get better care.

MHPA believes that health plans offer a higher level of accountability for quality.  Medicaid health 
plans are accountable to states and beneficiaries for the cost and quality of care delivered to enrolled 
beneficiaries.  Unlike fee-for-service providers, Medicaid health plans: 

 Link members with behavioral health and primary care practitioners;
 Coordinate access to specialists;
 Have care coordinators and case managers on staff to help people with serious mental illness and 

other complex health problems;
 Offer enhanced enrollee benefits such as peer support and diabetes education;
 Facilitate access to care by providing language interpretation services and transportation;
 Are responsible for care of all enrolled members  and for ensuring services; 
 Track cost, quality and health care use of patients in order to know where preventive or more 

efficient services could be provided;
 Report publicly on cost, quality and access using standard definitions;
 Survey members about their satisfaction;
 Carry out fraud detection and prevention activities; and
 Are accountable to states and members for improvements in care.
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Health plans report on their performance to state Medicaid agencies.  Most Medicaid health plans 
also report HEDIS performance measures that include many metrics related to mental health care and 
common co-morbidities of mental illness.  Standardized HEDIS28 measures include:

 Antidepressant Medication Management 
 Follow-Up Care for Children Prescribed ADHD Medication 
 Follow-Up After Hospitalization for Mental Illness
 Annual Monitoring for Patients on Persistent Medications
 Initiation and Engagement of Alcohol and Other Drug Dependence Treatment
 Inpatient utilization
 Mental health utilization
 Body Mass Index (weight) screening
 Cancer screening
 Diabetes care

In the future, health plans and Medicaid programs may be positioned to produce more detailed 
standardized performance information on care of beneficiaries with SMI.  The National Committee 
for Quality Assurance (NCQA), a national organization that establishes accreditation standards and 
develops the HEDIS measures, is working on a set of measures specifically addressing services for 
Medicaid members with schizophrenia.  The schizophrenia measure set is designed to be reported 
by State Medicaid Agencies.  The measures — currently in draft — address quality of health care, 
specifically related to medication adherence, preventive services, coordinated care and use of 
emergency services.29  

As the best practices highlighted in this Compendium show, health plans are working to close the 
clinical quality gaps impacting the lives of people with SMI.  Some of the strategies health plans are 
using to close gaps in care include:  

 Quality Care:  Plans are proactively reaching out to members to increase uptake of preventive 
services, testing new models for integration of services and implementing programs that alert 
physicians and other providers when patients need services. 

 Underuse and Overuse:  Plans are using care management programs to improve access to 
under-used services such as psychiatry and preventive care.  They are also using case managers 
to address patient needs and thus help patients avoid using emergency care for non-emergent 
situations.  

 Medication Adherence:  Health plans are working to increase medication adherence by training 
care managers and enhancing patient education, as well as by tracking use of medications to 
identify gaps in refills that signal non-adherence. 

 Reducing the Impact of Co-morbid Health Conditions:  Health plans are collaborating on 
demonstration programs to integrate health and mental health services.  Where services are not 
integrated, plans are implementing programs to increase coordination between primary care 
and mental health, and to increase screening for health and mental health problems.  

 Reducing Disparities:  Health plans are deploying peer counselors, measuring and reporting 
on performance, and using trained care managers to work with the highest needs, highest risk 
populations. 

Health plan strategies emphasize use of data to identify members in need, use of trained care 
management staff, coordinating with community services, and preventing exacerbations through 
better medication and health care services adherence.  For example: 

 OptumHealth Behavioral Solutions developed the Behavioral Health Transition Coach program 
to increase follow up for members post-hospitalization, address co-morbid conditions, link to 
peer support and reduce rehospitalizations.

 AmeriHealth Mercy’s PerformCare uses an Enhanced Care Management Program to identify 
high-risk members, increase services and link to community services.

 Keystone Mercy Health Plan collaborated with multiple stakeholders to pilot test innovative care 
coordination approaches to improving services for members in a “carve out” delivery system.

 WellPoint State Sponsored Business’ CommunityConnect program uses a case management 
team to and is increasing its collaboration with a local community services organization to 
increase face to face services and meet members on their own terms.

 Beacon Health Strategies is bringing face-to-face care coordination to a high-risk, high-need 
population of people with mental illness, partnering with the state of New York and a health plan; 

 Centene’s Tribal Warmline offers a culturally competent, peer-lead access point for health and 
mental health services. 

These and other Best Practices highlighted in Section 2 of this Compendium illustrate some innovative 
health plan approaches to improving access to care, reducing disparities, and improving treatment 
adherence.  

Effective health services can positively influence patients’ ability to function in work and home life.  
As more beneficiaries are enrolled in Medicaid managed health care plans, plans will increasingly be 
called upon to offer solutions that work for people with serious mental illness.  MHPA commends its 
member plans for 
developing solutions 
and partnerships 
to improve health 
and health care for 
people with serious 
mental illness, and 
encourages ongoing 
collaboration with 
stakeholders to raise 
the bar to promote 
recovery. 
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wellPoint state sponsored business (ssb) - Indiana
behavioral Health follow-Up after Hospitalization  

description:  The goal of this Indiana program is to improve community tenure and overall psychosocial 
functioning of members with psychiatric needs by addressing the barriers to engaging in outpatient 
treatment.  The WellPoint SSB Behavioral Health (BH) Team employs multiple strategies including 
Utilization Management/Intensive Case Management/Outreach Care Specialists; Transition Sessions;  
Measures of Success Facility Feedback Program and Provider Education.  The goal of these efforts is to 
engage members in effective follow-up care after an acute psychiatric admission.  Longer-term goals 
include the development of core coping skills, improving medication compliance and increasing overall 
functioning and community tenure. 

key objectives:	
  To increase appropriate treatment for Severe Mental Illness (SMI) 
  To improve long-term medication adherence 
  To reduce mental health-related preventable hospital admissions 
  To improve the health of the population   
  To enhance the patient experience of care (including quality, access and reliability) 
  To control or reduce the per capita cost of care or increase efficiency          

 
actions taken:	The WellPoint SSB Behavioral Health (BH) Team employs multiple strategies to engage 
members in effective follow-up care after an acute psychiatric admission.  Effective outpatient care is the 
key to addressing the underlying reasons for hospitalization, the prevention of readmissions, development 
of a plan for emergencies and triggers of relapse for behavioral health and substance abuse issues. 
Longer-term goals include the development of core coping skills, improving medication compliance and 
increasing overall functioning and community tenure. 

Key WellPoint initiatives include: 

  Utilization Management/Intensive Case Management/Outreach Care Specialists 
  Transition Session 
  Measures of Success Facility Feedback Program 
  Provider Education 

Utilization Management/Intensive Case Management/Outreach Care Specialists 
The engagement process starts at the time the member is admitted for an inpatient psychiatric stay. 
The BH Utilization Management (UM) team begins discussions with the hospital utilization review staff 
regarding discharge planning.  The hospital staff is encouraged to communicate the inpatient admission 
to the outpatient provider and to plan an outpatient discharge appointment for the member within 
seven days of discharge from the acute hospital setting.  At the time of discharge, the hospital is asked to 
provide the UM team the name of the clinician the member will be seeing and the date for the follow-up 
appointment. 
Once the member is discharged, the UM manager sends the case to a team of Outreach Care Specialists 
(OCS).  The OCS reaches out to the member telephonically within two business days of discharge.  The 
goal of the outreach call is to educate the member on the importance of following the discharge plan and 
of attending any scheduled follow up appointments.  The OCS is also available to assist the member in 
locating an outpatient provider should the member request assistance. 

*	Several	states	have	modified	their	approaches	to	delivering	Medicaid	managed	care	services	since	2010.
Please	contact	MHPA	for	the	latest	information.

SOURCE:		KCMU/HMA	Survey	of	Medicaid	Managec	Care,	September	2011.

Figure 23

Comprehensive Medicaid Managed Care Models: 
MCOs and PCCMs Operating in the States, 2010 

SOURCE:  KCMU/HMA Survey of Medicaid Managed Care, September 2011. 
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Additionally, the OCS calls the provider within one to two business days of the appointment to confirm 
attendance at the follow-up appointment.  This information provides real-time feedback regarding 
appointment compliance.  If the member did not attend the appointment, the OCS makes an additional 
outreach call to help identify barriers and encourage the member to reschedule a follow-up appointment. 
These members are referred to case management services where a master level case manager reaches out to 
the member to further address complex barriers to medication adherence and outpatient follow-up care. 

Transition Sessions  
The “Transition Session” was created to provide  an intermediary step between the inpatient stay and 
engagement with a community provider.  Members who are being discharged from an acute psychiatric 
setting that experience significant barriers and cannot see a mental health provider within seven days can be 
seen by an independently licensed clinician on the day of discharge for a transition session. 

The Transition Session is a WellPoint affiliated health plan reimbursed service which has the goal of 
providing a seamless transition from inpatient to outpatient care.  During this session, the clinician: 

 Reviews and ascertains the member’s understanding of their discharge plan 
 Identifies and addresses anxieties related to discharge 
 Discusses a plan for medication adherence 
 Identifies barriers which might prevent medication adherence and/or follow-up with outpatient care 

and develops a plan to address them 
 Identifies and explains symptoms which might prompt a readmission and develops an emergency 

plan to address those symptoms. 

Following the Transition Session, clinicians complete a summary of the session and forward it to the health 
plan and receiving outpatient treatment provider.  The clinician is generally a member of the Inpatient Facility 
staff or from the local Community Mental Health Center to which the member is being referred for ongoing 
care.  Upon receipt of the transition session information, Case Management staff use this information to 
further assist the member to reduce barriers to ongoing care and increase medication adherence. 

Measures of Success - Facility Feedback Program 
In addition to the member outreach and transition sessions, WellPoint’s affiliated health plans implemented a 
facility feedback program called the Facilities Measures of Success (FMOS).  This program provides feedback 
to high-volume Behavioral Health facilities to collaborate about discharge planning efforts, to determine 

the presence of a follow-up appointment at discharge, and to determine a facility-specific rate of the 
members who attended an ambulatory FUAH appointment within seven days of discharge.  In addition, 
two utilization measures are reported:  Average Length of Stay (ALOS) and 30-day readmission rate. 

Provider Education 
A major educational initiative was planned in 2010 and 2011 to educate large and small provider groups 
on the importance of after-care follow-up within seven days post-discharge.  A series of educational 
seminars have been held around the State of Indiana.  These seminars were dedicated to educating 
providers on the successes of prompt outpatient follow-up, including fewer no-show appointments, 
improved engagement in outpatient counseling, reduced readmission rates, and longer community 
tenure. 

outcomes:	Several sources of data are used to monitor the ongoing effectiveness of the FUAH 
program.  The National Committee for Quality Assurance (NCQA) HEDIS® data is compiled on an 
annual basis.  The most significant increase in HEDIS rates was seen between HEDIS® 2009 and 
HEDIS® 2010.  The transition appointment was implemented late 2008 and early 2009.  The seven-day 
rate increased the following measurement year 25.46 percent, from 48.20 percent in 2009 to 73.66 percent 
in 2010 and was determined to be statistically significant at a 95 percent confidence interval. 

The Indiana Hoosier HealthWise (HHW) 2011 HEDIS® score was reported at 76.81 percent and fell 
into the 90th percentile rank according to the NCQA Quality Compass report. The HHW 2011 HEDIS® 
improvement was also statistically significant at a 95% confidence interval.  Further data analysis after 
the transition session was implemented for HHW indicated the readmission rate dropped to 4% and 
71% of members attending a transition appointment went on to engage in outpatient treatment with a 
community provider.  The transition session was implemented for the Healthy Indiana Plan (HIP) on 
January 1, 2011.  An assessment in rate changes for HIP will occur after the release of 2012 HEDIS® rates. 

Since HEDIS® results are only published annually, other sources of data review include an enterprise 
trending report and two custom reports generated from a reporting vendor. The enterprise trending 
report, which uses “HEDIS®–like” methodology, indicates an ongoing increase of 15-20 percentage 
points in the seven-day FUAH metric for both the HHW and HIP Medicaid lines of business from June 
of 2010 through May of 2011. 

Several enhancements are in the planning stages for the Measure of Success Program.  Enhancements 
will include expanding the reporting of the follow-up percentage based on payer type (Commercial, 
Medicare, and Medicaid), determining facility case mix, and expansion into Virginia SSB lines of 
business.  In addition to the Measures of Success program enhancements, expansion of the transition 
program into Virginia SSB is being considered.  Further opportunities are also being explored to expand 
education to outpatient providers about the importance of member follow up within seven days of 
discharge from an acute psychiatric setting and effective engagement in outpatient treatment. 

geographic location:	The case study program was conducted in Indiana. 

contact:	 Joseph Garten, PhD  
  Director of Behavioral Health Services, WellPoint State Sponsored Business 
  (317) 287-2920; joseph.garten@WellPoint.com 
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optumHealth behavioral solutions, Public sector, tennessee
behavioral Health transition coach

description:  A small number of OptumHealth Behavioral Solutions-contracted psychiatric hospitals in 
Tennessee experience 30-day readmission rates higher than 10% with some having 30-day readmission rates 
well over 15%.  Additionally, seven-day follow-up after hospitalization (FUH) rates for some of those providers 
falls below 30 days.   In order to increase post-psychiatric hospitalization follow-up appointment adherence, 
address potential physical health co-morbidities, facilitate linkage with peer support, and affect a decrease in 
readmission rates, OptumHealth will pilot a Behavioral Health Transition Coach program.
OptumHealth’s Behavioral Health Field Care Advocates (FCA) will meet with identified members in a pre-
discharge interview to discuss outpatient follow-up treatment and barriers to attending post-discharge 
behavioral health appointment(s) (at least within seven days), barriers to obtaining medications/medication 
adherence, and identification of possible physical health treatment issues.  The FCA will also send to the 
member a post-discharge treatment reminder letter, as well as attend the post-discharge appointment(s) to 
offer the member a familiar contact in that treatment setting.  

key objectives:	
  To increase appropriate treatment for Severe Mental Illness (SMI)
  To increase appropriate treatment for serious co-morbidities associated with SMI
  To reduce preventable mental-health-related hospital admissions
  To implement and measure the effectiveness of appropriate patient education
  To enhance care coordination by using peers and other non-physician providers 

         
actions taken:	This initiative is currently in the planning phase with a target implementation date of 
February 15, 2012.  Senior Management staff has discussed and agreed upon the need for the program, and 
have scheduled other management meetings to work out the details and logistics of implementation. 

outcomes:	The primary outcome measures will be the follow-up after hospitalization rate (FUH) for 
behavioral aftercare services, readmission rate for participating members and level of member satisfaction 
with the program.  Additional measures may include prescription medication utilization and physical health 
appointment adherence. 

geographic location:	Study was conducted in the cities of Memphis, Nashville and Knoxville, Tennessee. 

contact:	 Maureen Arden
  Executive Director, TennCare HC Delivery Systems
  Optum Health Behavioral Solutions
  (615) 493-9490; maureen.m.arden@uhc.com

optumHealth behavioral solutions, Public sector, tennessee
child and adolescent Residential treatment center Diversion 

description:  In order to make more informed medical necessity decisions for children and adolescents referred 
to residential treatment and to ensure those children and adolescents do not experience needless residential 
treatment admissions, OptumHealth developed the Child and Adolescent Residential Treatment Center Diversion 
(C&A RTC) diversion program.  The aim is to help ensure children and adolescents are not needlessly being sent 
to residential treatment facilities when the best and most appropriate level of care is intensive in-home and/or 
other outpatient services.

key objectives:	
  To increase appropriate treatment for Serious Emotional Disturbance (SED) (evidence shows in-home 

services to be the most effective venue for C&A treatment versus residential)
  To decrease inappropriate C&A RTC utilization

actions taken:	OptumHealth contracted with two C&A Behavioral Health service providers who have a 
statewide presence as well as extensive clinical experience with respect to whether or not a child should receive 
services at home or in a residential facility.  Beginning in May 2009, for every C&A RTC request, one of those 
service providers is dispatched to perform a face-to-face assessment of both the child and family.  The provider 
then gives the OptumHealth utilization manager the assessment and a recommendation as to the level of service 
believed to be most appropriate (i.e., RTC or intensive in-home services).  That information augments the clinical 
information provided by the requesting RTC and informs the UM’s and MD’s decision.  Should the MD decide to 
deny the RTC request, intensive in-home services are authorized for the child and family, and are set up to begin 
within 24 hours.  

outcomes:	As of November 
2011, the program reviewed over 
1,400 C&A RTC requests.  Over 
500 (36%) of those children 
and adolescents were diverted 
to intensive in-home or other 
outpatient services.  Only a small 
number (approximately 4-6%) 
of children and adolescents 
who were initially diverted from 
RTC ended up in a residential 
setting.  This was due to several 
reasons, including increasing 
symptomatology that required 
a more intensive and structured 
level of treatment, or because 
of involvement with the State 
Child Welfare system, which 
would usually place children and 
adolescents in RTCs in order to keep them out of custody.  

geographic location:	The case study program was conducted in the State of Tennessee.

contact:	 Maureen Arden
  Executive Director, TennCare HC Delivery Systems
  Optum Health Behavioral Solutions
  (615) 493-9490; maureen.m.arden@uhc.com
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UPMc Health Plan
connected care™ 

description:  Connected Care™ is an initiative to improve the connection and coordination of care 
for those with serious mental illness (SMI) among health plans, personal care physicians (PCP), and 
behavioral health providers in outpatient, inpatient and emergency department (ED) care settings.  
Behavioral health is a carve-out for the mandatory Medicaid managed care program in Pennsylvania, 
thus members would have a different managed care plan for behavioral and physical health care.  
Members qualify for Connected Care if they are a member of UPMC for You and Community Care 
(Behavioral Health MCO), age 18 or older, live in Allegheny County and are identified as having SMI 
which has been defined as individuals with schizophrenic disorders, episodic mood disorders, or 
borderline personality disorder.
Historically, there is a coordination gap between physical health (PH) and behavioral health (BH) 
providers, similar to gaps between other specialists and PCPs.  This occurs regardless of financing 
mechanism.  Coordination is a challenge posed by confidentiality provisions.  
People with SMI die at age 51, on average, compared to age 76 for Americans overall.  Their odds of 
dying from the following causes, compared to the general population are:

Increased morbidity and mortality associated with SMI result in high rates of premature death.  Those 
with SMI die 25 to 32 years younger than the general population.  This trend has accelerated in recent 
decades.  Most deaths (60% to 70%) result from physical conditions with treatable risk factors, such as 
metabolic disorders, cardiovascular disease, diabetes and modifiable risk factors such as obesity and 
smoking. 

UPMC for You’s population has a high rate of BH and PH admissions and readmission and emergency 
room utilization.  Baseline data for this program is located in section 5, titled “Outcomes.”   

key objectives:	There are three overall goals of this project and consistent with IHI’s Triple Aim:  (1) 
improve the health of this population; (2) enhance the consumer’s experience; and (3) to reduce or at 
least minimize the cost of care.  The measurements for these goals are described below:

  To decrease PH and BH admission/1000
  To decrease PH  and BH readmission/1000
  To increase average number of community days between each PH or BH admission
  To decrease average length of stay
  To decrease ED visits/1000
  To increase  the percent of members with at least 3 atypical antipsychotics filled with glucose 

screen
  To increase the percent of members with at least 3 atypical antipsychotics filled with an annual 

glucose screen or HbA1c 

The program addresses the following MHPA Best Practice priorities:
  To improve the health of the population
  To enhance the patient experience of care (including quality, access, and reliability)
  To control or reduce the per capita cost of care or increase efficiency
  To reduce disparities in care of racial and ethnic minorities
  To demonstrate accountability of Medicaid health plans, including fraud and abuse    

         
actions taken:	New processes were implemented to facilitate care coordination among the physical 
health and behavioral health care management staff and the identification of members who had an inpatient 
admission or emergency room visit.  The care managers were jointly trained on the program and to help the 
staff from each organization understand the differences in their approach to care management.  An integrated 
care plan was developed that was viewable by staff from both organizations.  Data from the two discrete care 
management systems was merged to create a common view. This helped staff to identify who the member was 
seeing, the care managers involve with the member, key barriers and a text field for case notes.  As members 
were identified for the program, the care managers discussed the case and determined, based on the member’s 
existing relationships, the staff member that would take the lead in managing the member.  Weekly integrated 
care team meetings were implemented were the most complex members were discussed. The meeting 
included medical directors from both organizations, care managers and pharmacists.  Information that had 
been obtained from the member or their providers was discussed along with the review of the member use of 
services and medication profile.  A care plan was developed based on the team’s input. The responsible care 
manager then facilitated the implementation of the care plan with the member and applicable providers. 
To help the member and their providers manage acute episodes of care, daily processes were implemented to 
identify when a Connected Care member was admitted to a physical or behavioral health inpatient facility or 
had an emergency room visit. This information was shared with the care managers from both organizations 
and faxed to the member’s behavioral health provider and PCP.  The care managers would assist with 
discharge planning and contact the member upon discharge or after the emergency room visit to provide 
education and care coordination.  
A monthly process was implemented to notify the prescribing provider and PCP of gaps in filling 
antipsychotic medications or other medication that are used to treat chronic conditions.  In addition to this 
information, the providers were informed if recommended laboratory tests that help to monitor specific 
conditions were not done. This include an annual glucose screening for members on antipsychotics.  

Other activities that were implemented to support the program are provided below: 
  Consumer group meetings to obtain input on program design and materials. 
  Using BH providers to help obtain consents.
  In 2009 provided a $25 gift card incentive to 4,400 members who had a visit with their PCP.  In 2010 

the incentive was changed to a $25 gift card for completing the consent form and enrolling in the 
program.

  Access to a 24-hour/day phone line managed by Community Care to answer member questions.  

The following summarizes activities done to promote provider engagement:
  Mailing sent to PCPs and BH providers explaining the Connected Care program.
  UPMC Health Plan and Community Care clinical leadership conducted joint on site visits to high 

volume PCP offices and BH providers to explain Connected Care and shared materials consumers 
would be receiving. 

  In the first quarter 2010 Community Care met with the BH providers and shared the list of their 
members so that they could assist in informing them of the program and help in obtaining consents 
resulting in increased consents.

Program Profile for 
MHPA CBP’s 2011-2012 Best Practices Compendium

Please complete this questionnaire and return it to Joe Reblando jreblando@mhpa.org on or 
before Friday, July 29th, 2011.

1. Program Description
Please provide a brief (2-3 sentence) overview description of your program. Include results 
using specific data points, or if none are available yet, indicate how the results will be measured.

Connected Care™ is an initiative to improve the connection and coordination of care for those 
with serious mental illness (SMI) among health plans, personal care physicians (PCP), and 
behavioral health providers in outpatient, inpatient and emergency department (ED) care 
settings. Behavioral health is a carve-out for the mandatory Medicaid managed care program in 
Pennsylvania, thus members would have a different managed care plan for behavioral and 
physical health care. Members qualify for Connected Care if they are a member of UPMC for 
You and Community Care (Behavioral Health MCO) member, age 18 or older, live in Allegheny 
County and are defined as having SMI which has been defined as individuals with schizophrenic 
disorders, episodic mood disorders, or borderline personality disorder.

2. What was the problem you were trying to address with this program?
Use data or descriptive information to show why your plan developed this program. 

Historically, there is a coordination gap between physical health (PH) and behavioral health 
(BH) providers, similar to gaps between other specialists and PCPs.  This occurs regardless of 
financing mechanism. Coordination is a challenge posed by confidentiality provisions.

People with SMI die at age 51, on average, compared to age 76 for Americans overall.  Their 
odds of dying from the following causes, compared to the general population are: 

Cause Times more likely to die 
Heart Disease 3.4 
Diabetes 3.4 
Accidents 3.8 
Respiratory conditions 5.0 
Pneumonia, influenza 6.6 

Increased morbidity and mortality associated with SMI result in high rates of premature death.  
Those with SMI die 25 to 32 years younger than the general population.  This trend has 
accelerated in recent decades.  Most deaths (60% to 70%) result from physical conditions with 
treatable risk factors, such as metabolic disorders, cardiovascular disease, diabetes and 
modifiable risk factors such as obesity and smoking. 
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outcomes:	
Number of unique members with PH admission

  Baseline – 685 (13.8%)
  First Year – 1062 (15.8%)

PH admission/1000
  Baseline – 273.56 
  First Year – 302.77

Number of unique members with BH admission
  Baseline – 950 (19.2%)
  First Year – 862 (12.8%) *(statistically 

significant over baseline)
BH admission/1000

  Baseline – 361.6
  First Year – 239.86

Number of unique members with PH 
readmission

  Baseline – 146 (2.9%)
  First Year – 187 (2.8%)

PH readmission/1000
  Baseline – 62.06
  First Year – 57.02

Number of unique members with BH 
readmission

  Baseline – 177 (3.6%)
  First Year – 169 (2.5%) *(statistically 

significant over baseline) 
BH readmission/1000

  Baseline – 64.08
  First Year – 45.22

Number of unique members with PH and BH 
admission

  Baseline – 208 (4.2%)
  First Year – 196 (2.9%) *(statistically 

significant over baseline) 
Average number of community days between each 
PH or BH admission

  Baseline – 52.09 days
  First Year – 66.66 days *(statistically 

significant over baseline) 
Average length of stay

  Baseline – 17.47 days
  First Year – 15.23 days *(statistically 

significant over baseline) 
ED visits/1000

  Baseline – 1963.1 
  First Year – 1961.14

Percent of unique members with ED visits
  Baseline – 54.6%
  First Year – 53.7%

Percent of members with at least 3 atypical 
antipsychotics filled with glucose screen

  Baseline – 64.35% (1267)
  First Year – 67.45% (1616) *(statistically 

significant over baseline) 
Percent of members with at least 3 atypical 
antipsychotics filled with glucose screen or HbA1c

  Baseline – 65.26% (1285)
  First Year – 68.86% (1650) *(statistically 

significant over baseline) 

 contact:	 Debra Smyers
  Senior Director Program Development, Medicaid, Special Needs Plan and CHIP
  UPMC Health Plan
  (412) 454-7755; smyersd@upmc.edu

wellPoint state sponsored business 
Development of Mental Health Resources for Rural Residing 
Medicaid Patients  

description:  WellPoint State Sponsored Business (SSB) is the only private health plan in California to 
develop, manage and comprehensively support a statewide Telemedicine program to improve access to 
care.  Following a quality improvement initiative, the plan was able to increase access to specialty services for 
members in rural areas.  This intervention was of particular importance to members in need of psychiatric 
care, the specialty service most in demand through telemedicine services.  SSB’s Telemedicine Program 
in California has allowed patients to receive consultations from medical specialists throughout the state. 
Telemedicine can be used by local primary care providers to obtain second opinions on difficult cases to 
avoid misdiagnosis and to help prevent them from prescribing ineffective medications. 

key objectives:	
  To increase appropriate treatment for Severe Mental Illness (SMI)
  To reduce mental health-related preventable hospital admissions 
  To address cultural and ethnic disparities in behavioral health care 

actions taken:	WellPoint’s SSB Telemedicine program offers coverage in 24 of the 58 counties in the state.  
The program offers access to approximately 25 specialties.  The five most commonly used specialties are 
Psychiatry, Dermatology, Endocrinology, Neurology and Pediatrics.  An appropriate and adequate selection 
of specialists is critical to the success of a telemedicine network.  It can be difficult to recruit specialists who 
participate in programs that cover uninsured, underinsured, or Medicaid patients. 

SSB provides Presenting Sites with access to an appropriate specialist network.  Reimbursement comes 
from billing payers, not from grant funds.  This intervention was designed to address underutilization of 
the telemedicine program, which resulted in limited access to specialty services, including psychiatric care.  
Through marketing, negotiations, and selective support, telemedicine specialists contracted with SSB have 
been encouraged to contract with Medicare, Medicaid, CHIP and as many other health plans as possible. 

The strategies listed below, were used to develop and maintain a robust network of specialists providing 
services, regardless of the patients’ payer source:

  Recruiting private provider groups not affiliated with the severely impacted University of California 
Telehealth programs 

  Providing site fee reimbursement for specialty centers 
  Providing small incentives to encourage targeted providers to serve Medicaid patients 
  Contracting FQHCs that have comprehensive behavioral health specialists, which seek out Medicaid 

patients (due to their reimbursement model, and which are usually very financially stable) 
  Recruiting semi-retired physicians and specialty groups with excess capacity and an affinity for 

technology

These efforts have helped specialists to realize the primary care practices in “Presentation Sites” are 
necessary customers.  If the specialist is not contracted with a majority of payers, the specialist becomes 
an out-of-network provider for some patients and cannot provide services.  The Site Coordinator for 
Presentation Sites will do business first with specialists who accept the most insurance plans. 
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Background - Specialty Contracting for the Medicaid Population 

The SSB Telemedicine Program has 59 Presentation Sites, locations where the patient is presented to 
a remote specialist via telecommunications technology, diagnostic equipment, and computers and 19 
Specialty Centers (the specialist’s location).  SSB supplies the equipment, software and maintenance; 
conducts the trainings; provides marketing materials; and disseminates information on how to apply for 
grant funding and discounted phone services.  All of these services are offered with the hope of easing the 
financial burdens incurred by the site to access specialty care, and to ensure program sustainability and 
longevity.

In 2006, WellPoint’s SSB began a process of evaluating the impact of the Telemedicine Network, with the 
goal of improving access for members in need of specialty consultations.  Despite operation for almost eight 
years (1999–2006), the team had been disappointed in the utilization of the SSB Telemedicine Network.  A 
survey or Presentation Sites (primary care facilities) revealed the following issues: 

1. 95% of the Presenting Sites were Federally Qualified Health Centers (FQHCs) or Rural Health 
Clinics (RHCs) with, on average, above 75% of the patient population on Medicaid. 

2.  The majority of available specialists either refused to see Medicaid patients, demanded block time 
payment for seeing Medicaid patients, or were booked up for many months 

3.  Greatest specialty demand was for Behavioral Health providers (Psychiatrists) and the supply was 
minimal. 

California has the fourth lowest Medicaid (Medi-Cal) payment rate in the nation, averaging 56 percent of 
federal Medicare rates,1 and pays out less in benefits per enrollee than any other state.2  These low payment 
rates are making it increasingly difficult for physicians to treat Medi-Cal patients, while staying financially 
viable.  This is illustrated by the fact that only 57 percent of physicians were able to accept new Medi-Cal 
patients in 2008.3  

SSB discourages the practice of Presenting Sites purchasing specialist block time with grants because we 
believe that model is not sustainable. For instance, grants are short-term and unpredictable, with added 
administrative burdens on the Presenting Sites. Normalizing the reimbursement process for both the 
Presenting Site and the specialist through contracts with health plans allows both entities to be concerned 
only with their own claims and billing activities. If reasonable rates are negotiated, both parties are in 
service to members for the long term. 
 
outcomes:	Since it was implemented in 2008, the recruiting strategy has resulted in rapid utilization 
growth.  The data shows a marked increase in mental health and other telemedicine encounters since the 
model became operational.  As broadly contracted specialty providers became available to the Presenting 
Sites, utilization grew at a fast pace.  In 2007, 1312 of the 2927 clinical consultations were psychiatric 
consultations.  In 2010, 3515 of the 6740 clinical encounters were psychiatric consultations. Contracting 
efforts became more focused on the specific specialties that Site Coordinators identified as being in short 
supply. 

geographic location:	Case study was conducted in California. 

contact:	 Carolyn P. Carter  
  Business Development Manager, WellPoint State Sponsored Business 
  (661) 510-4493; carolyn.carter@wellpoint.com 

_______________________________________________________
1 Medicaid-to-Medicare	Fee	Index,	2008.”	Kaiser	Family	Foundation.	April	2009.

http://www.statehealthfacts.org/comparetable.jsp?Ind=196&cat=4	
2 Medicaid	Payments	per	Enrollee,	FY2007.”	Kaiser	Family	Foundation.	2010.

http://www.statehealthfacts.org/comparemaptable.jsp?typ=4&Ind=183&cat=4&sub=47&sortc=5&o=a
3  ”California	Health	Care	Almanac:	California	Physician	Facts	and	Figures.”	California	Health	Care	Foundation.

July	2010.	pg.	6-7.
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nursewise®/nurse Response™ (a centene company) 
Diabetes education for sMI  

description:  NurseWise of Arizona has developed a diabetes education program for persons with Serious 
Mental Illness (SMI) which is delivered in conjunction with a community behavioral health services provider.  
Through the combined health and behavioral health program, NurseWise is able to provide integrated care 
services for people with SMI, and to enhance screening for diabetes.  As part of the program the community 
provider identifies and invites members to participate in a weekly support group that addresses mental, 
physical and social health issues.  An RN with both diabetes education and psychiatric nursing experience 
leads the group and tailors materials and interventions to the unique needs of this population.  Members 
meet weekly, keep their own workbooks and the group activities are documented in their medical record.  
Members learn how to manage their diabetes and how to communicate their needs and progress to their 
behavioral and medical providers.   

key objectives:	
  To increase appropriate treatment for serious co-morbidities associated with SMI
  To improve long-term medication adherence
  To use and measure the effectiveness of appropriate patient education
  To improve coordination of care for persons with SMI when services are carved out

         
actions taken:	Key initiative taken to meet the program objectives include:

  Development of referral and admission criteria for the diabetes education group with the behavioral 
health agency. 

  Engaging persons with SMI in self management of their diabetes through structured group 
meetings, activities and feedback mechanisms (blood sugar checks, as an example)

  Integration of medical and physical care within a single point of care.  The SMI participants are able 
to attend diabetes education at the same clinic setting where they receive psychosocial therapies and 
medication management.  Education group records are available for the behavioral health prescriber 
and therapist in the participant’s medical record.

  Our RN educator has developed the diabetes education program activities for this group and tailors 
modules according to their functional level.

 
outcomes:	This program began in 2010, and allows the agency prescriber to order labs directly or obtain 
records from the PCP with release from the participant.  The program is carried out at one site, and the 
number of group participants varies over time from four to eight.  The intended measures from this program 
include the engagement of participants as measured by attendance at weekly groups, as well as HbA1c 
measures as provided by behavioral health agency records. 

geographic location:	Case study program was conducted in Pinal County, Arizona. 

contact:	 Kim Drexel
  Manager, Call Center Operations, NurseWise/Nurse Response
  (480) 317-2141 ext 26609; kdrexel@centene.com

Performcare (Part of the ameriHealth Mercy family of companies)
enhanced care Management for High-Risk Members 

description:  The Enhanced Care Management Program was implemented in 2007 by PerformCare, a 
managed behavioral health and human services company providing services to Medicaid beneficiaries in 
Pennsylvania.  Through this program, PerformCare identifies high-risk members, including those with serious 
mental illness (SMI) and provides increased care management services to ensure these members have access 
to community services, experience coordinated mental health treatment, connect with supportive providers 
and receive outreach as needed.  In Pennsylvania Medicaid, the counties are the primary contractors for the 
Behavioral Health program.  These county stakeholders meet monthly to brainstorm supportive initiatives for 
each member.  Regular outreach and contact occurs between the clinical care manager and these members to 
assess ongoing needs, provide support and encourage members’ recovery efforts.  

key objectives:	
  To improve identification of members with SMI
  To increase appropriate treatment for SMI
  To increase appropriate treatment for serious co-morbidities associated with SMI
  To reduce mental health-related emergency room utilization
  To reduce mental health-related preventable hospital admissions
  To enhance care coordination by using peers and other non-physician providers  

         
actions taken:	Through the Enhanced Care Management for High-Risk Members initiative in 2007, 
PerformCare developed a forum for community stakeholders to discuss and brainstorm solutions for SMI 
members identified as High Risk.  Over the past four years the program has grown to include activities that  
incorporate outreach calls to SMI members identified as high risk, and activities to evaluate needs, coordinate 
care and connect members with services.  The program encourages members to contact the clinical care 
manager for assistance during high-need time periods.  The program also includes treatment team meetings, 
outreach phone calls and monthly meetings to ensure member’s treatment teams coordinate care.

Enhanced care management:  
1. Diverts mental health inpatient admissions when appropriate through outreach to members, member’s 

treatment team and other invested parties.
2. Works with the providers to facilitate discussion with and explanation for the member to arrange an 

assessment for and referral to community case management services
3. Calls members to discuss their perspective on service needs and potential assessment for services.  

With member consent, a conference call will immediately be made to the provider to ensure connection 
with services.

4. Contacts the member’s providers to determine if they are actively providing services with the member 
and encourage development of a wellness recovery plan. 

5. If treatment protocols are not effective or previous attempts to engage the member are unsuccessful, 
arranges a service plan team meeting.  The clinical care manager coordinates a meeting to assist in 
determining alternative treatment, assure that all steps are in place, and facilitate the follow- through 
on recommendations.

6. Facilitates service planning and recovery plans.  The service plan and/or recovery plan is either 
reviewed or developed at the service planning team meeting, ensuring that  recovery principles are 
followed and it includes the following areas: a focus on strengths, self-help and self-management; 
peer support; proactive crisis planning and effective hospital alternatives; an emphasis on rights and 
informed consent; and effective treatment approaches.
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outcomes:	The Enhanced Care Management 
Program has successfully increased 
communication contacts with members 
that facilitate care and reduce preventable 
admissions and inpatient stays.  The data 
below indicates that in calendar year 2011 
there have been 1,077 unique contacts with 
SMI members meeting the high risk criteria.  
On average, each month 76.5 members are 
contacted by the clinical care manager to 
coordinate care, connect members with 
community services and to assess their needs.  
This averages out to between 1.5 and 2.5 
contacts with each SMI member each month.

Additionally, the clinical care managers’ 
activities to support this population resulted in 
a significant decrease in the number of mental 
health inpatient admissions, total mental 
health inpatient days and average length of 
mental health inpatient stay for SMI members 
determined to meet the high-risk criteria.   
Sixteen SMI members could be tracked 
with 12 months of data prior to engagement 
and 12 months post engagement; these are 
represented in the below graph.  Prior to 
entering into the Enhanced Care management 
Program, these members experienced 51 
mental health inpatient admissions totalling 
510 days.  Each member’s engagement in the 
program is then broken into a first and second 
half.  Mental health inpatient admissions 
decreased to 36 in the first half of engagement 
and 12 in the second half of engagement.  Days 
on a mental health inpatient unit decreased 
to 471 days in the first half of treatment and 
117 in the second half of treatment.  Finally, 
for an entire year following discharge from 
the Enhanced Care Management Program, 
these 16 members experienced only 12 mental 
health inpatient admissions and 67 days on a 
mental health inpatient unit.  This represents 
a decrease of over 76 percent for mental health 
inpatient admissions and nearly 87 percent for 
total mental health inpatient days. geographic location:	Case study program was conducted in Pennsylvania.

contact:	 Nancy Kocher 
  Director of Clinical Operations 
  (717) 671-6500; nkocher@cbhnp.org
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MDwise Hoosier alliance (Part of the ameriHealth Mercy family of companies)
four-Quadrant Model of care Management  

description:  MDwise Hoosier Alliance implemented a four-quadrant model of care management in October 
2011.  The program has integrated behavioral and physical health for Medicaid members with serious mental 
illness (SMI) in the complex care management program.  The four-quadrant program uses a thorough health 
assessment to identify physical and mental health needs of a member and to assign the member to a care 
management category based on health risk.  Rather than assigning two care managers to members with co-
morbid behavioral health (BH) and physical health (PH) conditions, one care manager is assigned to manage all 
the member’s conditions.  A four-quadrant approach is used to identify the behavioral and physical health needs 
of the member and to assign a care manager with an appropriate skill set.  The care manager coordinates multi-
disciplinary services using regular integrated case conferences.

key objectives:	
  To improve identification of members with SMI
  To increase appropriate treatment for SMI
  To increase appropriate treatment for serious co-morbidities associated with SMI
  To improve long-term medication adherence
  To reduce mental health-related emergency room utilization 
  To reduce mental health-related preventable hospital admissions 

         
actions taken:	Due to the high level of co-morbidities between SMI and physical health conditions as well as 
for chronic medical conditions, depression and the poorer outcomes for this population, the MDwise Hoosier 
Alliance care management department has integrated behavioral health and physical health support so that 
members with co-morbid BH and PH conditions are assigned one complex care manager to work with the 
member and address both BH and PH conditions.  This model replaces the traditional co-management model 
where two care managers, one BH and one PH, are assigned to the member and co-manage the case. 
MDwise Hoosier Alliance identifies at-risk members through multiple avenues, including referrals from 
Utilization Management, data mining and provider referrals.  Once identified as at- risk, the member is assessed 
for both behavioral and physical health issues.  Members are assigned to a quadrant depending on their 
behavioral and physical health needs. 

  Quadrant I members have low behavioral and physical health needs and are provided low-level care 
management supports primarily by care management technicians.

  Quadrant II members have high behavioral health and low physical health needs.  Quadrant II members 
are served by complex care managers with a strong behavioral health background. 

  Quadrant III members have high physical health and low behavioral health needs.  Quadrant III members 
are served by complex care managers with a strong physical health background. 

  Quadrant IV members have high behavioral and physical health needs.  Quadrant IV members are served 
by a super care manager who has experience in both BH and PH.

The care managers receive intensive training in managing all conditions which is supplemented with support 
from a psychiatrist and physician advisors.  Integrated case conferences occur at least monthly.  Staff presents 
cases that are discussed in a group setting with oversight from the physician advisors.  This program was 
implemented October 3, 2011. 
 

outcomes:	The outcome measures which have been identified are for members who are fully engaged in care 
management.  The outcome measures currently identified are as follows:

1. Inpatient admissions
2. ER admissions
3. Medication adherence
4. Visit adherence

This program was implemented during 2011.  Currently, MDwise Hoosier Alliance is finalizing baseline 
measurements.  The plan anticipates the first measurement report to be provided in January 2012. Outliers will 
be identified as three standard deviations.  Additional planned measurements include:

  Percent of members transitioning between quadrants
  Percent of members disenrolled and reason for disenrollment

 

geographic location:	Case study program was conducted in Indiana. 

contact:	 Katey Weaver, LSW, MBA 
  Clinical Manager, MDwise Hoosier Alliance Behavioral Health  
  (717) 909-2124; kweaver@performcare.org
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Keystone Mercy Health Plan (Part of the ameriHealth Mercy family of companies)
Health choices/Health connections 

description:  This project was part of the larger Rethinking Care program of the Center for Health 
Care Strategies.  HealthChoices/Health Connections was the southeast Pennsylvania entry in a two-year 
collaborative demonstration project designed to improve coordination of care for individuals with serious 
mental illness (SMI).  This project was aimed at Medicaid beneficiaries only.  The initiative was sponsored by 
the Pennsylvania Department of Public Welfare (DPW) and the Center for Health Care Strategies.  Program 
partners were Keystone Mercy Health Plan (KMHP), the Behavioral Health (BH) leadership of Bucks, Delaware, 
and Montgomery counties and Magellan Behavioral Health of Pennsylvania (MBH, the administrative partner of 
the counties). The goal of the project was to design, implement and assess strategies for improving coordination 
of physical and behavioral health.  The strategy was to define and implement specific performance goals, linked 
to a shared savings pool for each year.  Program evaluation is being performed by Independent Pharmaceutical 
Research Organization (IPRO), responsible for collection and scoring of the partner’s performance against 
established targets, and Mathematica Policy Research (responsible for evaluation of overall project, including 
process effectiveness and member impact). 

key objective:	
  To improve coordination of care for SMI when services are carved out. 

         
actions taken:	The program partners, including Keystone Mercy Health Plan: 

1. Established a Navigator model, utilizing existing staff from the counties’ BH staff, as the primary 
member contact, as well as the contact on the member’s behalf for the physical health (PH) and BH 
managed care oganizations (MCOs), primary care provider, BH provider and, as indicated, specialty care 
provider. 

2. Created a specific member consent, designed to facilitate communication between designated 
stakeholders in the member’s care.

3. Targeted members either already receiving care in the BH system, or members that would most likely 
benefit from engagement. 

4. Fully engaged ONLY those members completing a project consent form (in order to protect the privacy 
of the members involved).

5. Established multidisciplinary case conferences, both intraplan and between all project partners 
(including member Navigator) for complex cases. 

In year one, DPW established four performance goals for the project.  Each performance goal reflects aspects 
of care important to improving coordination for members with SMI.  Partners needed to develop quality 
improvement strategies that improve care for members in order to improve performance on program metrics.  
Each goal counted for 25 percent of the available shared savings pool: 

  Member Stratification and Re-stratification: The partners needed to demonstrate ability to provide an 
initial stratification level, as well as track and document any movement within stratification levels, from 
both the PH and BH perspectives. The performance targets for this measure were:
 Documentation of the stratification and re-stratification process.
 Demonstration that 90 percent of all project-eligible members received an initial stratification within 

60 days of program launch, and that 90 percent of new members identified receive stratification 
within 60 days of identification.

 Documentation of member movement within stratification levels at least annually.

  Integrated Care Plan: Creation of a communication tool, referred to as the Member Health Profile, 
which summarizes and integrates selected PH and BH utilization information over a rolling 15-month 
period.  The profile includes a rolling 12-month review of pharmacy utilization.  The performance 
target for this measure was the creation of 1,000 integrated member profiles by the end of the first year 
(June 30, 2010).

  Hospital Notification Process: The PH and BH MCOs will track information and notify each other 
about inpatient utilization activity of identified members. To achieve this performance target, plans 
were required to document successful hospital notification of the project partner within one business 
day of when plans were notified at a 90 percent success rate. Additionally, the plans needed to provide 
evidence for active post-discharge care coordination. 

  Pharmacy Utilization: Focused attention on member adherence with atypical antipsychotic 
medications. To achieve this performance target, the plan needed to identify members as non-adherent 
or defined as having a medication possession ratio of < 0.8 and communicate this fact with prescribing 
providers for 90 percent of these members.  

In year two: In addition to the four performance measures from year one (which account together for 50 
percent of the year two score) the following measures were included, each accounting for 25percent of the 
Shared Savings pool:

  Reduction of emergency room (ER) utilization: Target = decrease of  > 3.0 ER visits per 1,000 members
  Reduction of inpatient utilization:  Target = combined decrease of  > 3.0 discharges per 1,000 members 

 Physical Health Rates
 Mental Health Rates

 

outcomes:	Qualitatively, through the project KMHP case managers gained greater knowledge of how BH 
issues are managed: what programs exist, the program contacts and how the programs work, etc.  We were 
also able to help our BH partners gain a better understanding of the care management processes and issues 
on the PH side: how benefits are administered; and how to ensure members gain access to required services/
equipment, etc.  Part of the final project evaluation from MPR will focus on these aspects of the project.

Year 1 Performance Measures

53

Performance Measure HCHC
Stratification of at least 90 
percent of members into risk 
groups



Patient-centered care plans 
for 1,000 members during 
year one



Notification of at least 90 
percent of admissions within 
one business day of 
responsible entity learning of 
admission
Prescriber notification of at 
least 90 percent of medication 
refill gaps for atypical 
antipsychotics leading to a 
medication possession ratio 
of < 0.8



 
 
In year two, evaluations by both IPRO and MPR are ongoing. It is not clear at this time when we 
might expect IPRO’s review for year two. It is anticipated that MPR’s final overall program 
evaluation will be available sometime in the second quarter of 2012.   The project ended as of 
June 2011. The counties fully intend to try to continue and expand the Navigator model to 
other members under their care…Medicaid (including KMHP members, and members under 
other payors), Commercial and Medicare. DPW would like to see this type of care coordination 
continued and expanded.  A key outstanding question is how to facilitate sharing of PHI 
between the BH and PH plans to facilitate effective care coordination without running the risk 
of violating strict PA statutes 
 
Organization Information: Geographic location of program, Contact Information 
 
Geographic location of case study program: Southeast Pennsylvania, in the Philadelphia area.  
Name of person completing form:   Fazlu Rahman, M.D   
Title:           Physician Advisor, Medical Director  
Department:         Medical Affairs  
E‐mail:         fazlu.rahman@amerihealthmercy.com 
Phone:         (215) 937 ‐8315 
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In year one, IPRO determined that HealthChoices/Health Connections successfully met requirements 
for three-of-the-four DPW performance measures.  Mathematica Policy Research (MPR) implemented 
their evaluation model.  Although there were differences in population baseline characteristics, all trends 
in outcome measures were reported as consistent.  There was no demonstrated program impact on 
aggregate rates of ER visits or hospitalizations.  The program did improve access to multidisciplinary 
care through rounds/case conferences and PH-BH navigator/care manager teams.

In year two, evaluations by both IPRO and MPR are ongoing. It is not clear at this time when we might 
expect IPRO’s review for year two.  It is anticipated that MPR’s final overall program evaluation will be 
available sometime in the second quarter of 2012.  The project ended as of June 2011  The counties fully 
intend to try to continue and expand the Navigator model to other members under their care.  Medicaid 
(including KMHP members, and members under other payors), Commercial and Medicare.  DPW would 
like to see this type of care coordination continued and expanded.  A key outstanding question is how to 
facilitate sharing of PHI between the BH and PH plans to facilitate effective care coordination without 
running the risk of violating strict Pennsylvania statutes.
 

geographic location:	Case study program was conducted in Southeast Pennsylvania in the 
Philadelphia area.  

contact:	 Fazlu Rahman, MD   
  Physician Advisor, Medical Director, Keystone Mercy Health Plan
  (215) 937 -8315; fazlu.rahman@amerihealthmercy.com

nursewise®/nurse Response™ (a centene company)
Health Risk assessment (HRa) for sMI  

description:  This program was developed to increase screening with a health risk assessment for patients 
identified with a Serious Mental Illness (SMI).  Communication and coordination of care is vital in bridging 
the gap between behavioral health and medical providers to promote the improvement of quality of care for 
persons receiving services from both systems.  NurseWise successfully accomplishes this communication and 
coordination by telephonic contacting persons with SMI to complete Health Risk Assessments (HRA), which 
are then saved in a secure system for both behavioral health and medical providers to access.  The regional 
behavioral health authority provides the call lists based on enrollment and identification of SMI status. 

key objectives:	
  To increase appropriate treatment for Serious Mental Illness (SMI)
  To increase appropriate treatment for serious co-morbidities associated with SMI
  To improve coordination of care for persons with SMI when services are carved out
  To enhance care coordination by using peers and other non-physical providers

         
actions taken:	Key initiatives taken to meet the program objectives include:

  Persons identified as having a Serious Mental Illness are contacted to complete a HRA.  When 
appropriate, behavioral health providers are contacted and asked to assist the person in making an 
appointment with their PCP. 

  The HRA tool is initiated through a behavioral health managed care system and focuses on physical 
conditions in order to facilitate coordinated care needs. The tool is specific to the SMI population.

  Handoffs to the treating behavioral health provider agency are conducted as a coordination of care 
call to the agency if the participant responds that they have not seen a PCP in over a year or have a 
complex medical condition. The agency pint of contact follows up with the participant to coordinate an 
appointment with their PCP. 

  Behavioral health and medical documents are stored in a secure database.  All providers can access 
and update information as needed.

  NurseWise® uses Peer Support partners, self-identified as receiving mental health services, to conduct 
outreach.  They are trained in application of the HRA tool and in the medical terms used.  These are 
employees of NurseWise and provide other telephonic services to persons with SMI as well. 

outcomes:	Outcomes to be measured:
  Completion rate of HRA’s over an annual period , calculated by the number of HRA’s completed 

divided by the total of SMI enrollees per county
  Number of PCP appointments scheduled for SMI enrollees

geographic location:	Case study program was conducted in Yuma, Pinal, Gila, Cochise and Santa Cruz 
counties in Arizona.

contact:	 Kim Drexel
         Manager, Call Center Operations, NurseWise/Nurse Response
         (480) 317-2141 ext 26609; kdrexel@centene.com
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Value behavioral Health of Pa, Inc.
Improving access to care in a Rural community  

description:  ValueOptions developed this pilot project to increase access to behavioral health services in 
a rural underserved area of Florida.  ValueOptions, an independent behavioral health and wellness company 
partnered with a community mental health/substance abuse provider (David Lawrence Center) and Verizon. 
The project is proving that communications technology can bring doctors and patients together virtually 
to increase accessibility, improve care and reduce costs.  The target population was the Haitian community 
that had migrated to Immokalee, Florida.  The technology was used for children and adults.  Cultural 
competency and transportation challenges locally were preventing them from accessing needed behavioral 
health services.  The telepsychiatry was useful for the entire population, with a satisfaction rate of over 99% 
for the members and the physicians alike.  This pilot worked so well because ValueOptions wrapped case 
management around these members to assist them in getting care.   

key objectives:	
  To increase appropriate treatment for Serious Mental Illness (SMI).
  To improve long-term medication adherence
  To reduce mental health-related preventable hospital admissions
  To improve identification of members with SMI
  To reduce mental health-related Emergency Room utilization
  To address cultural and ethnic disparities in behavioral health care
  To enhance care coordination by using peers and other non-physician providers  

         
actions taken:	A doctor typically needs to “see” the patient, read body language, see facial expressions 
and catch the nuances in voice for an effective behavioral health visit.  Replication of the in-person 
experience is the key factor in tele-psychiatry.  “When you are seeing someone for mental health service, it is 
very critical for it to be as close to a real face-to-face visit as possible.  There can be no lag in sound or picture 
quality,” says Dr. J. David Moore, DLFAPA, Medical Director, ValueOptions Tampa Regional Service Center.  
To extend psychiatric care to members living in remote areas, ValueOptions decided to bring psychiatric 
evaluations to them virtually. 
To accomplish the goal of increasing access to psychiatric evaluations while preserving the important 
doctor/ patient relationship, ValueOptions determined that they would need superior communications 
technology performance.  Through a partnership with Verizon, ValueOptions provided the safest, high- 
quality, real time technology available.  The video units are so easy to use that there was very little training 
of the doctors or staff at the remote site.  Training revolved around how to handle medications and getting 
prescribed medications to the members.
ValueOptions implemented the pilot project with Medicaid members and physicians in Immokalee and 
Naples over the past year.  In both Immokalee and Naples, a monitor with a camera sat on desks.  The 
member sat in front of the one in Immokalee while the physician sat in front of the one in Naples.  These 
units were more than sufficient to allow engagement of the member with the physician.  
Based on the success of the pilot, ValueOptions has recently expanded efforts to encompass up to 15 
additional mental health centers.  Staff of these centers will be trained in appropriate care scenarios 
involving both tele-psychiatry and tele-behavioral health during the next two-to-three months.

outcomes:	This technology based solution enables better use of limited physician resources, improving 
access to care and prevention for rural and remote members while helping control delivery costs.  The 
anecdotal evidence of success is backed up by the numbers: for a 14-week period from June 28 to October 
1, 2010, the service had a 62 percent increase of care delivery to clients over the same period the previous 
year.  That equates to a jump from serving 95 clients and providing 645 services during the June to October 
timeframe in 2009, to 157 clients served and 1,223 services provided during the same period in 2010.  The pilot 
project experienced over 90% satisfaction from the members and the physicians.  

ValueOptions has been thrilled with results at the David Lawrence Center and is looking to expand in other 
areas with tele-psychiatry.  With the advent of 4G wireless technology, ValueOptions is eager to explore a 
mobile solution in which case managers meet members in homes, community centers and other locations.  
And with the success of their pilot program, ValueOptions is proving that with the right communications 
technology and clinical expertise, barriers to access will continue to fall and quality of care will continue to 
rise.  Dr. Moore continues to monitor the use of tele-mental health to improve access to needed services for 
ValueOptions members.
 

geographic location:  Case study program was conducted in Immokalee, Florida and Naples, Florida 

contact:	 J. David Moore, MD, DLFAPA  
  Medical Director, ValueOptions, Tampa Service Center
  (813) 246-7212; jdavid.moore@valueoptions.com
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Health Partners of Philadelphia, Inc. 
Improving coordination of care for our Young Members with 
emotional Health needs/Medications  

description:  Health Partners of Philadelphia, Inc. is a non-profit, hospital-owned physical health MCO 
serving more than 170,000 members in the Philadelphia region. Behavioral Health services for children 
and adults are carved-out in Pennsylvania.  Health Partners is accountable for physical care services and 
all pharmacy services, including behavioral health medications.  Health Partners recognizes that emotional 
health and physical health are intricately linked and must be addressed together to improve health outcomes.  
This is especially true of the child population, which includes treating and educating the entire care support 
system in addition to the child.  Through an analysis of pharmacy claims, the plan identified a high number 
of children who were prescribed at least one of the classes of psychotherapeutic medications.  The plan 
developed a best practice to improve documented coordination of care between our PCPs and contracted 
behavioral health services providers.  The initiative is designed to improve coordination of primary and 
behavioral care, improve patient/family/care-giver education, and improve clinical monitoring for side effects 
of psychotherapeutic medications. 

key objectives:	
  To improve coordination of care for Serious Mental Illness (SMI) when services are carved out
  To increase appropriate treatment for serious co-morbidities associated with SMI
  To address cultural and ethnic disparities in behavioral health care
  To improve identification of members with SMI
  To increase appropriate treatment for SMI
  To improve long-term medication adherence
  To reduce mental health-related Emergency Room utilization 
  To reduce mental health-related preventable hospital admissions
  To use and measure the effectiveness of appropriate patient/parent education
  To enhance care coordination by using peers and other non-physician providers 

         
actions taken:	In 2008, Health Partners began using pharmacy claims data to develop a baseline for 
documenting coordination of care between the member’s primary care provider (PCP) and his/her behavioral 
health specialist.  (At times, this PCP provider is independently prescribing BH meds without a BH provider). 
These members were identified as those having more than one prescription for a medication classified as a 
behavioral health drug.  As a best practice, patient children and/or their parents on these medications need 
to have education on the behavioral health condition and medication, regular evaluations for side effects, 
laboratory testing, and coordination with behavioral health providers. 
Through extensive medical record review, the plan found that compliance/coordination of care by the PCP 
was low.  The plan developed a comprehensive initiative designed to:

  Educate providers (including how to identify new, young patients with emotional/behavioral health 
needs and maintain good documentation in the member’s medical record)

  Enhance communication between plan PCPs and behavioral health specialists
  Increase patient medication compliance 
  Raise awareness of Health Partners’ Special Needs Unit as a key provider and member resource
  Enhance overall “big picture” synchronization of young members’ physical and mental health

Health Partners spent the first year educating providers about the importance of communication, 
documentation and follow up on the patient’s behavioral health needs in the primary care setting.  Health 
Partners also used quarterly physical health and behavioral health collaboration meetings as a forum 
for further discussion and follow up. PCP education was accomplished through network management 

consultants and QM Nurse visits to MCO provider offices to offer education, review of findings and a tool 
to facilitate better documentation.  Providers were selected for a visit determined by their baseline rates of 
performance in chart review.  The collaborative meetings offered a multidisciplinary forum for physical and 
behavioral health care givers to discuss opportunities to improve coordination of care.   
Health Partners then established a focus group of plan PCPs to work with the Quality Management Committee 
to review documentation tools for use by our network providers and BH providers. Through these meetings, we 
created a quick-to-complete follow-up checklist that is kept in the PCP’s member chart and updated as needed 
at each visit.  Through the checklist and educational efforts, Health Partners encourages use of our behavioral 
health guidelines to monitor the patient’s behavioral health status and offer counseling in areas like lifestyle 
(drugs, smoking and sexual activity), as well as medication compliance and education regarding side effects.  
The plan communicates with provider through a quarterly provider newsletter, the provider section of the 
website, and other provider communications vehicles.
Health Partners’ Special Needs Unit (SNU) is always available to assist providers and members with resources 
regarding children and teens’ behavioral health needs. Each quarter, the SNU meets with our behavioral health 
contractors/providers to discuss the most complicated scenarios and responses. 
In addition, plan outreach includes member education, such as regular articles in our Member Newsletter 
informing parents and caregivers of the importance of getting care whenever mental health medications were 
being used.  
 
outcomes:	 Overall, the 
results are encouraging, 
demonstrating compliance 
over time in a tremendously 
challenging area of care.  As 
noted in the attached graph, 
we continue to monitor 
coordination of care by PCPs 
including:

  BH medications 
confirmed

  Compliance 
documented

  Side effects reviewed
  Coordination of care 

(psychiatric and 
physical)

  Parental education
  Laboratory work

This best practice includes review of all PCPs who have eligible members with one or more prescriptions for 
a medication classified as a behavioral health drug.  We continue to focus on additional communication or 
education which would further improve coordination of care.
 

geographic location:		Case study program was conducted in Philadelphia, Pennsylvania and the 
surrounding four counties. 

contact:	 Mary K Stom, MD
  Chief Medical Officer & Senior Vice President of Healthcare Management
  Health Partners of Philadelphia, Inc. 
  (215) 991-4102; mcstom@healthpart.com

Blue=2008, Purple = 2009, White = 2010
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MDwise
Integrated Healthcare in Indiana  

description:  MDwise and the State of Indiana are collaborating with three multi-site clinic providers 
in the MDwise Behavioral Health and Medical Networks to develop integrated healthcare models for 
members with mental health and medical care needs.  These initiatives were begun by the three clinics 
in 2008, 2009 and 2010 respectively.  The first two are funded by MDwise and the third by the State 
of Indiana.  Each clinic is working towards the goal of improving access to care, improving patient 
outcomes, increasing appropriate care for co-morbid medical conditions and to reducing hospital 
admissions.  Each clinic developed its own model for co-locating or coordinating services, increasing 
screening for mental health and other needs, facilitating access to practitioners, and improving office 
operations to facilitate integrated care.  The impact of the projects is measured through health plan 
data on use of health services, emergency care and hospital admissions as well as patient and provider 
satisfaction.  Federal agencies including HRSA, SAMHSA and CMS are supporting the initiative with 
technical assistance.  

key objectives:	
  To increase appropriate treatment for Severe Mental Illness (SMI)
  To increase appropriate treatment for serious co-morbidities associated with SMI
  To reduce preventable mental-health-related hospital admissions

         
actions taken:	MDwise is working with three clinics to integrate behavioral health and medical 
services, with a particular emphasis on members with serious mental illness.  The overall program goals 
include: 

  Healthier, more satisfied patients
  Decreased readmissions to Hospital/ER 
  Increased productivity, more revenue, more services provided in clinics
  Practitioners functioning in ideal roles: prescribing, counseling, social work, case management, 

with coordination between multidisciplinary services.  
  Cost savings to Medicaid

While each clinic has designed its own model, common integration features of the programs include:
  Co-located services
  Use of patient navigators to help patients move through the clinic visits, and “warm” handoffs 

between medical and behavioral programs to ensure patients have needed follow through
  Increased screening using validated tools
  Emphasis on brief solution therapy
  Utilization of outside agencies when appropriate 
  Direct patients to most appropriate level of care
  Work with PCPs to treat complex medical cases

outcomes:	MDwise uses health plan data and member surveys to evaluate the impact of the program.  
Surveys of clinic staff show satisfaction with clinician’s ability to coordinate and manage care and 
decreased access barriers for patients.  In addition, the plan is beginning to see trends in the reduction 
of hospital admission and access to appropriate medical care.  The longer a patient is in integrated 
healthcare, the greater the reduction in cost as the patient is receiving the appropriate care at the right 
time, in the right place.

geographic location:	Case study program was conducted in Indianapolis, Indiana and Lake County, 
Indiana.

contact:	 Lynn Bradford, PhD, HSPP
  Director of Behavioral Health, MDwise
  (317) 822- 7307; lbradford@mdwise.org
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MidTown and North Shore Members with at least one month of eligibility prior to and 
after initial integration visit.

    Prior to Integration Post Integration
Inpatient Claims PMPM   $115   $90
Outpatient Claims PMPM     $62   $58
Professional Claims PMPM  $120   $93

MidTown and North Shore Members with 6+ months of eligibility prior to 9+ 
months after initial integration visit.

      Prior to Integration       Post Integration
Inpatient Claims PMPM   $415   $274
Outpatient Claims PMPM   $196     $83
Professional Claims PMPM  $430   $164
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Value behavioral Health of Pa, Inc.
Monitoring for Risk of Metabolic syndrome in Persons Prescribed 
second Generation atypical antipsychotic Medications  

description:  Value Behavioral Health of Pennsylvania (VBH-PA) implemented an intervention in 2006 
to increase the monitoring of Medicaid patients for risk factors for metabolic syndrome.  The initiative 
addresses psychiatrists prescribing Second Generation Atypical Antipsychotic Medications (SGAs) and 
seeks to increase the coordination of care with primary care physicians.  SGAs are used appropriately for 
treatment of serious mental illness, but come with an increased risk to the patient of developing metabolic 
syndrome or diabetes related to weight gain.  SGA prescribing and monitoring practices have been studied 
from 2006 -2011 in 10 large mental health outpatient provider practices, with the goal of increasing evidence 
based monitoring for side effects of SGAs.  Annual feedback and self-monitoring tools have been provided 
by the VBH-PA Quality Department.  The quality of monitoring and coordination of clinical services with 
primary care providers has increased steadily during the intervention period. 

key objectives:	
  To increase appropriate treatment for serious co-morbidities associated with SMI
  To improve coordination of care for SMI when services are carved out 

         
actions taken:	Value Behavioral Health-PA developed an intervention to improve care for patients 
prescribed one of the following SGAs: Abilify, Clozaril, Zyprexa, Seroquel, Risperdal, Risperdal Consta, 
Geodon, or Invega Sustenna.  The company developed a screening tool based on the recommendations of 
the Consensus Statement on Antipsychotic Drugs and Obesity and Diabetes, a white paper published by 
the American Diabetes Association, American Psychiatric Association, American Association of Clinical 
Endocrinologists, and North American Association for the Study of Obesity.1   That document outlines 
clinical monitoring necessary for early identification and management of metabolic syndrome or diabetes.  
Chart audits were conducted annually from 2006-2011.
The Consensus Statement was sent to the providers with the request for charts  to carry out a  baseline 
measurement.  Each year since 2006, the providers have received the results of the study and their individual 
results.  VBH-PA also developed and sent to providers a monitoring tool they could use or adapt to aid them 
in increasing their monitoring practices.  Providers scoring less than 80% were asked to develop corrective 
action plans to increase monitoring practices. 

outcomes:	The primary outcome measures will be the follow-up after hospitalization rate (FUH) for 
behavioral aftercare services, readmission rate for participating members, and level of member satisfaction 
with the program.  Additional measures may include prescription medication utilization and physical health 
appointment adherence.    
     figure 1:  annual Rate of Monitoring for Metabolic syndrome

Table 1 outlines the annual monitoring rate of each indicator.  All 16 indicators showed some improvement.  
The increases in total percentages over the past year ranged from five percent to 100 percent.

table 1:   Percentage of Monitoring Documentation
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Table 1 outlines the annual monitoring rate of each indicator.  All 16 indicators showed some 
improvement.  The increases in total percentages over the past year ranged from five percent to 
100 percent. 

Table 1
Percentage of Monitoring Documentation 

RISK FACTOR MONITORED 2006 2007 2008 2009 2010 2011

Personal history of diabetes 19% 25% 59% 60% 70% 79%
Family history of diabetes 4% 11% 24% 45% 69% 77%
Personal history of obesity 18% 32% 55% 51% 69% 80%
Family history of obesity 0% 9% 24% 43% 64% 77%
Personal history of dyslipidemia 21% 25% 62% 55% 69% 82%
Family history of dyslipidemia    0% 10% 24% 42% 64% 77%
Personal history of hypertension 24% 35% 60% 55% 70% 77%
Family history of hypertension   0% 11% 26% 45% 67% 79%
Personal history of cardiovascular disease 13% 24% 59% 53% 69% 81%
Family history of cardiovascular disease   1% 14% 24% 42% 72% 77%
Weight recorded  21% 61% 78% 72% 85% 90%
Height recorded 3% 29% 48% 58% 61% 74%
Waist circumference recorded 0% 24% 33% 25% 25% 50%
Blood pressure recorded 18% 50% 59% 60% 77% 92%
Fasting plasma glucose ordered 13% 61% 71% 79% 82% 86%
Fasting lipid profile ordered 12% 51% 69% 75% 47% 84%

In 2009, VBH-PA began tracking the number of individuals identified as having, or at risk of 
developing, metabolic syndrome, the rate that providers referred to supportive services, and the 
number of individuals who followed up with these services.  This year, 35 individuals were 

In 2009, VBH-PA began tracking the number of individuals identified as having, or at risk of developing, 
metabolic syndrome, the rate that providers referred to supportive services, and the number of individuals 
who followed up with these services.  This year, 35 individuals were identified as either having, or at risk for 
developing, metabolic syndrome.  Twenty-two of these individuals were given a referral to a supportive service.  
All of these were to the individual’s primary care physician (PCP).  Documentation indicated that 12 of these 
individuals followed up with their PCP.  Table 2 compares these rates over time.  
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identified as either having, or at risk for developing, metabolic syndrome.  Twenty two of these 
individuals were given a referral to a supportive service.  All of these were to the individual’s 
primary care physician (PCP).  Documentation indicated that 12 of these individuals followed up 
with their PCP.  Table 2 compares these rates over time.   

Table 2 
Rate of Integrating Care

2009 2010 2011

At risk or diagnosed with metabolic 
syndrome 

21% 80% 59%

Referred to PCP 27% 28% 63%
Followed up with PCP 59% 63% 55%

Figure 2 
Provider Scores Based on Use of Monitoring Tools 

Discussion 

The fifth annual re-measure of provider monitoring practices for metabolic syndrome shows 
continued improvement since this quality improvement intervention and study began in 2006.  
Completion of personal and family histories increased by 16 percent over last year, while 
completion of physicals and laboratory tests improved by 25 percent.  Eighty percent of 
providers are now utilizing a template or incorporating monitoring prompts on existing forms.  
Only two of the providers utilizing such a form scored less than 80 percent.  Finally, providers 

___________________________
1	Consensus	Development	Conference	on	
Antipsychotic	Drugs	and	Obesity	and	Diabetes:	
American	Diabetes	Association,	American	
Psychiatric	Association,	American	Association	
of	Clinical	Endocrinologists,	North	American	
Association	for	the	Study	of	Obesity,	DIABETES	
CARE,	Volume	27,	Number	2,	February	2004.
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figure 2:  Provider scores based on Use of Monitoring tools

Discussion

The fifth annual re-measure of provider monitoring practices for metabolic syndrome shows continued 
improvement since this quality improvement intervention and study began in 2006.  Completion of personal 
and family histories increased by 16 percent over last year, while completion of physicals and laboratory tests 
improved by 25 percent.  Eighty percent of providers are now utilizing a template or incorporating monitoring 
prompts on existing forms.  Only two of the providers utilizing such a form scored less than 80 percent.  
Finally, providers are demonstrating commitment to integrated care, as individuals with elevated risk factors 
are referred to their PCPs 125 percent more than they were last year.

geographic location:	Case study program was conducted in nine counties in Southwestern Pennsylvania. 

contact:	 Leigh Gardner 
  Director of Quality Management, Value Behavioral Health of PA
  (724)744-6310; leigh.gardner@valueoptions.com

optumHealth Pierce Regional support network and Recovery 
Innovations, Inc.
Peer bridger Program 

description:  OptumHealth Pierce Regional Support Network and Recovery Innovations provides 
services to uninsured and Medicaid beneficiaries in Tacoma, Washington.  OptumHealth Pierce Regional 
Support Network utilizes “Peer Bridgers” to provide in-home and community support to program 
members.  In addition to helping to bridge community services for Medicaid members, the program 
supports non-Medicaid individuals transitioning from an inpatient setting to the community and supports 
them in applying for Medicaid.  Peer Bridgers have a lived experience of mental health conditions and 
recovery, and can uniquely relate to many of the challenges individuals may be experiencing.  Peer 
Bridgers link participants to community, recovery and wellness supports in an effort to increase self-
empowerment and hope, improve personal success and adjustment to the community, assist eligible 
individuals in obtaining benefits, and reduce the need to return to inpatient services.   

key objectives:	
  To reduce mental health-related preventable hospital admissions
  To enhance care coordination by using peers and other non-physician providers 

         
actions taken:	Peer Bridgers receive special recovery model training which provide them with tools 
to help themselves and others on their recovery journey.  The Peer Bridger helps to foster hope and 
serves as an advocate, role model and mentor assisting individuals coming out of inpatient services in 
becoming engaged in a broad range of community-based and natural supports.  As a result of their shared 
experiences, Peer Bridgers and individuals are able to create a mutually supportive relationship based 
on trust and respect.  Through this special relationship, individuals feel understood and empowered to 
express their needs and drive their own person-centered recovery plan.  Peer Bridgers assist individuals by 
teaching and role modeling wellness management skills, coping skills, independent living skills and social 
skills.  Peer Bridgers engage individuals during hospitalization and discuss with the participant what the 
immediate needs are to successfully manage their recovery.  The Peer Bridger also assists individuals in 
accessing available resources for an average of 14 days post-discharge.  These resources include but are 
not limited to temporary/permanent housing; accessing primary care services and needed medications; 
recovery and social support groups; shopping for groceries; etc.  The Peer Bridger program relies on the 
peer-to-peer relationship to increase a person’s sense of connectedness to their community.  Services 
empower and educate individuals to allow each person to move forward in their recovery, while providing 
a safety net should they feel like they need additional supports to successfully adjust and remain in the 
community.

outcomes:	We have served 113 individuals since July 2010 and those unique individuals had 137 
hospitalizations from July 2009 to prior to entering the Peer Bridger Program.  Since entering the 
program, those unique individuals have had only 21 hospital admissions to-date. 

geographic location:	Case study program was conducted in Tacoma, Washington.

contact:	 Cheri Dolezal 
  Executive Director, OptumHealth Pierce Regional Support Network
  OptumHealth Behavioral Solutions
  (253) 292-4183; cheri.dolezal@optum.com
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optumHealth behavioral solutions, Public sector, tennessee
Regional Mental Health Institute subacute Member Initiative 

description:  When OptumHealth started to manage the behavioral services of the Medicaid Health plan 
in Middle Tennessee in February 2007, West Tennessee in September 2008 and East Tennessee in January 
2009, we noticed that the respective Regional Mental Health Institutes (RMHI) held several members who 
were authorized at the subacute level of care.  Many of those members had lived at an RMHI for years, with 
one member having tenure of over 20 years and another over 50.  There were many reasons for this:  the 
most prominent including a lack of step-down treatment placement and resources, as well as a deeply held 
belief by hospital staff that those members could not successfully live outside of a hospital environment. 
Additionally, there was a significant number of members who had co-morbid Behavioral Health and Physical 
Health issues that were not serious enough to require a nursing facility, but too severe for them to live alone 
or with family. 
OptumHealth’s initiative uses a team approach between Utilization Management (UM), Field Care 
Advocates (FCA), and contracting — all working together to move applicable long-term subacute members 
out of the RMHIs into more appropriate community treatment settings. 
The initiative began in May 2008 in Middle Tennessee and March 2009 for West and East Tennessee.  
 
key objectives:	

  To find the most appropriate, least restrictive and least costly level of care for long-term subacute 
members at RMHIs

  To decrease inappropriate hospital utilization (the cost for subacute admission at an RMHI was the 
same as for acute)

  To partner with hospital staff, who felt very protective of members, to assure them that OptumHealth 
had the member’s best interest in mind, and to help them better understand the principles of 
recovery and resiliency  

         
actions taken:	Both Utilization Management (UM) and Field Care Advocates (FCA) teamed together to 
examine closely whether or not long-term subacute members met medical necessity for their current level of 
care.  The FCA performed face-to-face assessments with each member; attended treatment team meetings; 
met with families, conservators, and Powers of Attorney (POAs); and worked to identify appropriate step-
down treatment options.  Additionally, Senior Management worked with contracting to create co-morbid 
Supported Housing sites where subacute members with co-morbid Behavioral Health and Physical Health 
issues could live in the community and receive treatment.  

outcomes:	Within a year of the program’s inception, over 100 subacute members were discharged to 
community-based services and continue to live successfully outside of the hospital.  Several of these 
discharged members had been in an institute for five or more years; one had a tenure of over 20 years, and 
another over 50 years. 
There were less than a handful of denials of continued subacute care by the OHBS MDs overall, and no 
denials whatsoever in Middle TN.

geographic location:	Case study program was conducted in all five Regional Mental Health Institutes 
located throughout Tennessee. 

contact:	 Maureen Arden
  Executive Director, TennCare HC Delivery Systems
  Optum Health Behavioral Solutions
  (615) 493-9490; maureen.m.arden@uhc.com

select Health of south carolina (Part of the ameriHealth Mercy    
family of companies)
screening brief Intervention and Referral to treatment (sbIRt)  

description:  Select Health of South Carolina is implementing an evidenced-based approach to applying 
the SBIRT model in pregnant women enrolled in the Medicaid health plan.  Select Health is participating in a 
state-lead initiative by engaging network providers and members.  The goal of the SBIRT program is to identify 
problematic substance use and to reduce and prevent substance abuse and dependency, as well as screen for 
mental health needs in pregnant Medicaid enrollee.  South Carolina’s revised SBIRT tool screens for mental 
health issues and all types of substance use and provides information and assistance that is tailored to the 
individual patient and their needs.  The model focuses on risk and targets individuals who might be at risk of 
developing or having a mental health and/or substance use disorder.  This project will focus specifically on 
members who are seen at a primary care physician’s (PCP’s) office or an OB/GYN to capture pregnant women 
who are at risk for substance use or currently acknowledge substance use.  All high-risk mothers will have this 
screening currently through the comprehensive behavioral health assessment. 

key objectives:	
  To improve identification of members with serious mental illness (SMI) 
  To reduce mental health-related emergency room utilization 
  To reduce preventable mental health-related hospital admissions
  To improve coordination of care for SMI when services are carved out
  To reduce health care costs, decrease the frequency and severity of drug and alcohol use, reduce the risk 

of trauma, increase the percentage of members who enter specialized mental health and substance abuse 
treatment and improve health delivery.  

         
actions taken:	This project is in the planning stage. South Carolina has decided to pilot this program with 
the pregnant Medicaid population and the managed care organizations (MCOs).  South Carolina statistics show 
that 30% of Medicaid births are to women with a history of tobacco or substance use during pregnancy and 
experienced complications during pregnancy and delivery.  Of that 30 percent, 58 percent were births with single 
diagnosis of tobacco disorder, 3 percent with opioid dependence and 11.6 percent of women of childbearing age 
reported binge drinking in the past month.  The program was modeled after the SBIRT in Washington State.  
Select Health is focusing on the pregnant population to go hand in hand with a state initiative to improve birth 
outcomes.  Two staff members have been trained in SBIRT to provide direct training to identified PCPs and 
OB/GYNs who have been identified for the pilot.  Select Health will send monthly reports to the state and the 
state will employ an agency to compile the information for the program as a whole.  The state agency will keep 
the information separated by plan participant.  Case managers will be involved with ongoing education of the 
involved providers to ensure that we are capturing all pregnant members seen at the pilot offices. 

outcomes:	Select Health has identified the following metrics to evaluate the impact of the SBIRT program: 
  Total number or members identified through a PCP or OB/GYN referral who received treatment 
  Total number of members who reported healthy delivery after substance abuse and treatment. Total 

number of members who were seen in the emergency room and cost out of the total identified for mental 
health (MH)/substance abuse (SA) treatment. 

The official start date is January 1, 2012, and the initiative will be rolled out to 15 providers statewide at first.  The 
state will solicit feedback from providers before rolling out SBIRT statewide.

geographic location:	South Carolina targeted pregnant population in this case study. 

contact:	 Angela Glyder  
  Director, Integrated Care Management, Select Health of South Carolina
  (843) 569-4869; angela.glyder@selecthealthofsc.com
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wellPoint state sponsored business (ssb) 
teaming with community advocacy organizations to Help 
Improve Mco behavioral Health case Management for   
Medicaid Members   

description:  The CommunityConnect Health Plan’s Behavioral Health Case Management team serving 
Milwaukee, Wisconsin and the surrounding counties has formed a unique collaboration with a local 
community service organization, Community Advocates, to increase the depth of involvement with its 
Medicaid members with mental illness and to add value to its existing programs and services.  By combining 
traditional MCO case management techniques with face-to-face outreach that meets the member on their 
terms, in their environment, and, when possible, in their native language, the program has opened the door to 
new solutions.  

key objectives:	
  To increase appropriate treatment for Severe Mental Illness (SMI)
  To improve long-term medication adherence 
  To reduce mental health-related preventable hospital admissions 
  To enhance care coordination by using peers and other non-physician providers 
  To improve the health of the population  
  To enhance the patient experience of care (including quality, access, and reliability)  
  To control or reduce the per capita cost of care or increase efficiency 

         
actions taken:	Case Management of the MCO Behavioral Health Medicaid population is essential to 
improving medication compliance, follow-up care, efficiency of treatment delivery, empowerment of the 
consumer and controlling the cost of care.  The usual and customary methods for Behavioral Health Case 
Management have centered on contact with providers and members using telephonic outreach, written 
outreach, automated appointment reminder calls to members, and efforts to improve provider collaboration 
throughout the continuum of care.  Community Connect Healthplan and Community Advocates case 
management teams have enhanced member outreach beyond the traditional interventions to include more 
intensive outreach including face-to-face interventions to target service delivery to those members who are 
difficult to reach through more traditional methods, members with multiple barriers to securing and following 
up with treatment, and members who are hesitant to engage in case management programs.  

Members targeted for enrollment in the program are not limited to a specific diagnostic category, but include  
members with serious and chronic mental health and substance abuse conditions, members with co-morbid 
medical and mental health difficulties,  members with multiple hospitalizations over a six month period,  
members at serious risk for re-admission, and members targeted through Community Connect’s utilization 
and case management programs requiring enhanced community-based interventions.  

To initiate face-to-face outreach, CommunityConnect’s Behavioral Health case managers identify members for 
referral based on proactive, reactive and event-driven triggers.  A referral summarizing who the member is and 
what type of assistance is requested is sent to the staff of Community Advocates. A Community Advocates 
case manager then responds directly to the CommuntyConnect case manager to further discuss case details.  
Frequent communication and case coordination between CommunityConnect and Community Advocates 
takes place throughout the process until the member’s goals are met.  Due to this ongoing communication, 
Community Advocates has been able to identify previously unknown areas of need for members. 

This approach can result in greater follow-through for the member as the outreach becomes much more 
personal and the member experiences a greater sense of being cared for.  In some instances, the team has been 
able to access and provide information to members suspected to be victims of domestic abuse.  Without direct 
contact in this type of situation, it would be difficult to know whether or not members utilize the resources 
offered to them. By having Community Advocates initiate that personal face-to-face contact, the members are 
able to receive the information confidentially and in the presence of a trustworthy source. 

outcomes:

*The Community Connect and Community Advocates partnership has been operational and assisting 
members for one year. Outcome measurement is ongoing and will focus on the number of members where 
identified goals have been completed, nature and type of barriers identified to obtaining necessary services and 
treatment, improved processes for contacting difficult to reach members, and outcome measures associated 
with efficiency and cost of care for members enrolled in the program.

geographic location:	Case study program was conducted in Wisconsin. 

contact:	 Joseph Garten, PhD  
  Director of State Sponsored Behavioral Health Services, WellPoint State Sponsored Business 
  (317) 287-2920; joseph.garten@wellpoint.com 

delivery to those members who are difficult to reach through more traditional methods, members with 
multiple barriers to securing and following up with treatment, and members who are hesitant to engage 
in case management programs.   
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To initiate face‐to‐face outreach, CommunityConnect’s Behavioral Health case managers identify 
members for referral based on proactive, reactive and event‐driven triggers.  A referral summarizing 
who the member is and what type of assistance is requested is sent to the staff of Community 
Advocates. A Community Advocates case manager then responds directly to the CommuntyConnect 
case manager to further discuss case details. Frequent communication and case coordination between 
CommunityConnect and Community Advocates takes place throughout the process until the member’s 
goals are met. Due to this ongoing communication, Community Advocates has been able to identify 
previously unknown areas of need for members.  
 
This approach can result in greater follow‐through for the member as the outreach becomes much more 
personal and the member experiences a greater sense of being cared for. In some instances, the team 
has been able to access and provide information to members suspected to be victims of domestic abuse. 
Without direct contact in this type of situation, it would be difficult to know whether or not members 
utilize the resources offered to them. By having Community Advocates initiate that personal face‐to‐face 
contact, the members are able to receive the information confidentially and in the presence of a 
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Outcomes: 
 

 
Outcomes Community Connect and Community Advocates Summary 

for YTD 2011* 
 
# of Cases Triaged and Evaluated for 
Intensive Case Management: 

88 

# of Cases Enrolled in Community 
Connect and Community Advocates 
Program 

46 

% of Cases with identified goals 
completed and/or in ongoing Case 
Management: 

72% 

 
*The Community Connect and Community Advocates partnership has been operational and 
assisting members for one year. Outcome measurement is ongoing and will focus on the 
number of members where identified goals have been completed, nature and type of barriers 
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nursewise®/nurse Response™ (a centene company) 
tribal warm line 

description:  The NurseWise Tribal Warm Line program was developed in 2010 to improve access to behavioral 
health care for Native communities in Arizona.  The program goal is to implement a service model that will 
impact existent disparities in health care by establishing points of contact within the tribes.  Historically in 
Arizona, the Native American population has had the lowest penetration rate into enrolled behavioral health 
services of all reported ethnic groups.  Data from Indian Health Service indicates a serious discrepancy between 
the overall health of American Indian and Alaska Natives and the general population (NIH, 2008).  Staffing for the 
tribal warm line is provided by members of the tribe who live and work amongst their callers.  The tribal warm line 
offers a powerful, technologically enhanced service delivery model for tribal members to connect with others who 
share the same culture and belief system which will reduce high-cost crisis interventions and services.  The tribal 
warm line provides a caring, knowledgeable contact who can assist the caller in accessing needed care through 
referrals for services available within their community.   

key objectives:	
  To address cultural and ethnic disparities in behavioral health care
  To improve coordination of for Serious Mental Illness (SMI) when services are carved out
  To enhance care coordination by using peers and other non-physician providers 

         
actions taken:	Key initiatives taken to meet the program objectives include:

  A Native American Peer Line was established initially for support, then once engaged, tribal members 
could benefit from referrals for needed behavioral health and medical services.

  Leverage expansive network and technological capacity of NurseWise to assuage the isolation of tribal 
communities and provide economic opportunities.

  Espouse cultural ideology support using progressive teleheath measures, by employing tribal members at 
the NurseWise Tribal Warm Line.

  Provide tribal employees call center training with additional curriculum regarding the warm line program, 
services available in and near the tribal communities, and identification of potential behavioral health 
emergencies.

  Provide peer services through the warm line that provides linkages for screening and intakes for 
behavioral health and medical services. 

 
outcomes:	In the first month of operations the NurseWise Tribal Warm Line has received 14 calls from the 
community.  This is significant as standard mass marketing efforts have been side-stepped in favor of grass-
roots efforts including small meetings with stakeholders, participation in local community events, and an email 
campaign initiated by Indian Health Services.  Initiatives will be local, community-driven and represent a novel 
way of delivering behavioral health care to tribal communities. Outcomes will continue to be measured around 
these initiatives. 
Outcomes to be measured include:

  Percentage increase in utilization of the warm line by tribal members
  Increase in subsequent engagement in treatment through measuring penetration amongst tribes in 

behavioral health services enrollment

geographic location:	Case study program was conducted in Native communities in Arizona.

contact:	 Kim Drexel
  Manager, Call Center Operations, NurseWise®/Nurse Response™
  (480) 317-2141 ext 26609; kdrexel@centene.com

beacon Health strategies
westchester cares action Program (wcaP) chronic Illness 
Demonstration Project  

description:  Beacon Health Strategies and Hudson Health Plan developed a comprehensive care 
coordination program in conjunction with the New York State Department of Health for a cohort of Medicaid 
Fee-For-Service recipients who have multiple chronic conditions, including serious mental illnesses.  This 
brings a managed care approach to this population.  An integrated team conducts field-based assessments 
and formulates individualized treatment plans to facilitate access to primary medical care, behavioral health 
treatment and related support services.  The WCAP collaboration has achieved reductions in inpatient claims 
while improving quality metrics in its first year of operations.  Hudson is a Managed Care Plan that provides 
health insurance to over 100,000 people eligible for Medicaid, Family Health Plus and Child Health Plus in 
six New York counties.  Beacon is a leading managed behavioral health organization serving over six million 
individuals in multiple states.    

key objectives:	
  To increase appropriate treatment for serious co-morbidities associated with Serious Mental Illness 

(SMI)
  To reduce mental health-related preventable hospital admissions
  To reduce mental health-related Emergency Room utilization 
  To improve long-term medication adherence
  To improve coordination of care for SMI
  To enhance care coordination by using peers and other non-physician providers 

actions taken:		WCAP is comprised of an interdisciplinary team who conduct field-based enrollment, 
assessment and care coordination activities.  The team consists of a two RN Care Coordinators, a licensed 
Master-level Social Work Care Coordinator, two Integrated Care Coordinators, and a Peer Support Specialist.  
The team is supervised by a RN.  Each WCAP member is assigned one primary Case Manager who is 
responsible for addressing medical and behavioral health issues without interdisciplinary “handoffs.”  
Validated assessment tools are used to determine treatment planning priorities and to chart progress through 
reassessments at six month intervals.  
The DOH furnishes a roster of potential candidates on a quarterly basis.  This roster contains basic 
demographic information and the last address and phone number known to the DOH.  WCAP must locate 
the candidates, inform them about the services available through WCAP, and encourage them to voluntarily 
join the program.  WCAP has developed a network of 29 community-based organizations who have signed 
confidentiality agreements known as Memoranda of Understanding (MOU) that permits an exchange of 
information.  Establishing a community presence and earning the respect of community-based organizations 
has been essential to support our enrollment and engagement activities.  
Beacon developed a proprietary system to document comprehensive assessments and to construct patient-
centered care plans.  Along with a complete assessment, members get an individualized treatment plan 
and a written crisis response plan.  Members are provided weekly telephonic coaching using motivational 
interviewing to promote treatment plan adherence, along with face-to-face appointments at least every 
three months.  Establishing a medical home for clients receiving fragmented care is central to care planning 
efforts.  WCAP also makes referrals to mental health clinics, chemical dependency treatment centers and 
other specialties as needed.  Care coordination and safe transitions of care from different treatment settings 
is facilitated through communication with the medical home and client education and coaching to promote 
treatment plan adherence.  
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outcomes:	WCAP commenced enrollment operations on August 3, 2009.  Over 400 members have been 
enrolled since implementation.  A comparison of utilization data for 83 clients who have six months of 
continuous enrollment indicates a 10% reduction in inpatient service utilization over that period.  For those 
with one year of enrollment in the program, there has also been a statistically significant reduction in acuity 
scores.  Additionally for these enrollees, SF-12 scores indicate a significant improvement in their perception 
of their ability to manage their chronic conditions.  A comprehensive review of the program’s impact will be 
conducted by an independent third party after the conclusion of the program on March 30, 2012.  

geographic location:	Case study program was conducted in Westchester County, New York. 

contact:	 Dan H. Rome, MD 
  Chief Medical Officer, Beacon Health Strategies, LLC
  (617) 747-1077; dan.rome@beaconhs.com

PaRt 3:  statistical Data and additional Information
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Distribution of Mental Health and substance abuse Inpatient stays 2008

SOURCE:		HCUP	Facts	
and	Figures:	Statistics	on	
Hospital-based	Care	in	the	
United	States,	2008:	Agency	
for	Healthcare	Research	and	
Quality	(US);	2010.
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Distribution of Mental Health expenditures by service (2003)

Distribution of Mental Health expenditures by Public Payer (2003)
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SAMHASA’s	National	Survey	on	Drug	Use	and	Health	(NSDUH)	also	found	in	
2008	that	just	over	half	(58.7	percent)	of	adults	in	the	United	States	with	a	
serious	mental	illness	(SMI)	received	treatment	for	a	mental	health	problem.		
Treatment	rates	for	SMI	differed	across	age	groups,	and	the	most	common	
types	of	treatment	were	outpatient	services	and	prescription	medication.

state Mental Health budgets fY2011-fY2012   (Percentage, High to low)

IV     Appendices

APPENDIX IV: State Mental Health Budgets FY2011-FY2012
(Percentage, High to Low)

State FY2011
(Millions)

FY2012
(Millions)

Change
(Millions) Percent Change

Illinois $465.9 $403.7 -$62.2 ▼ -13.4%
Indiana $270.3 $245.6 -$24.7 ▼ -9.1%
Nevada $138.4 $126.2 -$12.2 ▼ -8.8%
North Carolina $656.2 $608.0 -$48.2 ▼ -7.3%
Idaho $50.1 $46.9 -$3.2 ▼ -6.4%
Minnesota $217.5 $204.4 -$13.1 ▼ -6.0%
California* $3,025.4 $2,848.0 -$177.4 ▼ -5.9%
South Carolina $120.4 $113.7 -$6.7 ▼ -5.6%
Alabama $67.9 $64.2 -$3.7 ▼ -5.4%
Montana $64.4 $61.2 -$3.2 ▼ -5.0%
Nebraska $113.0 $108.2 -$4.8 ▼ -4.2%
South Dakota $47.2 $45.5 -$1.7 ▼ -3.6%
District of Columbia $167.3 $161.6 -$5.7 ▼ -3.4%
Kentucky $182.6 $177.1 -$5.5 ▼ -3.0%
Arkansas $75.6 $73.3 -$2.3 ▼ -3.0%
New York** $3,665.7 $3,570.5 -$95.2 ▼ -2.6%
Oklahoma $187.6 $183.1 -$4.5 ▼ -2.4%
Vermont** $156.6 $153.6 -$3.0 ▼ -1.9%
Colorado $116.9 $115.0 -$1.9 ▼ -1.6%
Delaware $76.2 $76.0 -$0.2 ▼ -0.3%
Tennessee $173.9 $174.0 $0.1 ▲ 0.1%
Virginia $385.8 $386.6 $0.8 ▲ 0.2%
Missouri $288.4 $289.5 $1.1 ▲ 0.4%
Texas** $957.0 $964.1 $7.1 ▲ 0.7%
Florida $574.5 $580.9 $6.4 ▲ 1.1%
Massachusetts $621.3 $629.8 $8.5 ▲ 1.4%
Alaska* $82.8 $84.7 $1.9 ▲ 2.3%
Hawaii $168.5 $172.7 $4.2 ▲ 2.5%
Louisiana $403.8 $414.1 $10.3 ▲ 2.6%
Maine $78.0 $80.3 $2.3 ▲ 2.9%
Pennsylvania $695.4 $717.2 $21.8 ▲ 3.1%
Rhode Island $94.0 $97.0 $3.0 ▲ 3.2%
Wisconsin** $424.6 $438.4 $13.8 ▲ 3.3%
New Mexico $101.3 $104.8 $3.5 ▲ 3.5%
West Virginia $152.4 $159.3 $6.9 ▲ 4.5%
Ohio $464.8 $485.9 $21.1 ▲ 4.5%
Kansas $96.5 $101.1 $4.6 ▲ 4.8%
Mississippi $223.9 $235.3 $11.4 ▲ 5.1%
New Jersey $806.2 $849.6 $43.4 ▲ 5.4%
Utah $80.9 $85.3 $4.4 ▲ 5.4%
Maryland $627.2 $665.1 $37.9 ▲ 6.0%
Connecticut $671.5 $715.3 $43.8 ▲ 6.5%
Oregon $340.7 $364.6 $23.9 ▲ 7.0%
Georgia $448.0 $480.0 $32.0 ▲ 7.1%
New Hampshire $95.2 $102.7 $7.5 ▲ 7.9%
Wyoming $51.1 $57.4 $6.3 ▲ 12.3%
Michigan $1,074.5 $1,222.9 $148.4 ▲ 13.8%
Washington $382.2 $443.1 $60.9 ▲ 15.9%
Arizona $436.7 $520.5 $83.8 ▲ 19.2%
North Dakota $59.5 $73.9 $14.4 ▲ 24.2%
Iowa $153.6 $208.2 $54.6 ▲ 35.5%

*Medicaid funds moved from state mental health authority to separate Medicaid agency.          
**Total Funds, including state, county, federal, grant and other revenue sources.        *Medicaid	funds	moved	from	state	mental	health	authority	to	separate	Medicaid	Agency.
**Total	Funds,	including	state,	county,	federal,	grant	and	other	revenue	sources.

												 Source: National Alliance on Mental Illness
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Mco acute-care benefit carve-outs, by state

Note:		36	states	contract	with	MCOs.		Not	all	states	responded	to	this	question.

SOURCE: KCMU/HMA Survey of Medicaid Managed Care, September 2011
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Inpatient Discharges for MH and sa conditions by Payer

Distribution of Discharges by Primary Payer and MHSA Diagnosis,* 2008

*	Based	on	principal	CCS	diagnosis.
**	Includes	other	payers	such	as	Workers’	Compensation,	TRICARE,	CHAMPUS,	
CHAMPVA,	Title	V	and	other	government	programs.
***	Includes	discharges	classified	as	self-pay	or	no	charge.

Source: AHRQ HCUP 2008
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This section highlights selected organizations representing stakeholders in mental health services delivery and 
support.   Listings were selected for their resources that can be applied to understanding and improving health 
and other services for people with SMI and are not all inclusive.  Listings are excerpted from the organizations’ 
websites.  Organizations are classified according to key target audiences and services, but many offer resources 
for multiple stakeholders.  This section does not include all providers or organizations. 

Provider and Insurer Organizations

AMERICAn PSyCHIATRIC ASSOCIATIOn (APA)
www.psych.org

The American Psychiatric Association is the world’s largest psychiatric organization.  It is a medical specialty 
society representing more than 36,000 psychiatric physicians from the United States and around the world. Its 
member physicians work together to ensure humane care and effective treatment for all persons with mental 
disorders, including intellectual developmental disorders and substance use disorders.  APA Members are 
primarily medical specialists who are psychiatrists.
___________________________________________________________________________________________

AMERICAn PSyCHOLOgICAL ASSOCIATIOn (APA)
www.apa.org

The APA is a scientific and professional organization that represents psychology in the United States. With 
more than 154,000 members, APA is the largest association of psychologists worldwide.  The mission of the 
APA is to advance the creation, communication and application of psychological knowledge to benefit society 
and improve people’s lives.
___________________________________________________________________________________________

THE ASSOCIATIOn fOR BEHAvIORAL HEALTH And WELLnESS (ABHW) 
www.abhw.org

ABHW is an association of the nation’s leading behavioral health and wellness companies.  These companies 
provide an array of services related to mental health, substance use, employee assistance, disease management, 
and other health and wellness programs to over 110 million people in both the public and private sectors.
___________________________________________________________________________________________

nATIOnAL COunCIL fOR COMMunITy BEHAvIORAL HEALTHCARE (nCCBH) 
www.thenationalcouncil.org

NCCBH is the unifying voice of America’s behavioral health organizations. With 1,950 member organizations,  
NCCBH members serve more than 6 million adults and children with mental illnesses and addiction disorders.  
NCCBH members are committed to providing comprehensive, quality care that affords every opportunity for 
recovery and inclusion in all aspects of community life. The National Council advocates for public policies in 
mental and behavioral health that ensure that people who are ill can access comprehensive healthcare services.  
It also offers state-of-the-science education and practice improvement resources.
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PaRt 4:  Resources u.S. PSyCHIATRIC REHABILITATIOn ASSOCIATIOn(uSPRA)
www.uspra.org

USPRA’s mission is to advance the availability and practice of psychiatric rehabilitation so that all individuals 
with a serious mental illness have access to the supports they need to recover.  With 1,400 members, USPRA 
is the preeminent association advancing the practice of psychiatric rehabilitation and recovery. Psychiatric 
rehabilitation promotes recovery, full community integration and improved quality of life for persons who have 
been diagnosed with any mental health condition that seriously impairs their ability to lead meaningful lives. 
Psychiatric rehabilitation services are collaborative, person-directed and individualized. 

advocacy organizations

nATIOnAL ALLIAnCE On MEnTAL ILLnESS (nAMI)
www.nami.org

NAMI is the nation’s largest grassroots mental health organization dedicated to building better lives for the 
millions of Americans affected by mental illness. NAMI advocates for access to services, treatment, supports and 
research and is steadfast in its commitment to raising awareness and building a community of hope for all of 
those in need. NAMI also offers mental health information and resource linkages for people with mental illness 
and their families.  
____________________________________________________________________________________________

nATIOnAL COALITIOn On MEnTAL HEALTH RECOvERy (nCMHR)
www.ncmhr.org

NCMHR works to ensure that consumer/survivors have a major voice in the development and implementation of 
health care, mental health, and social policies at the state and national levels, empowering people to recover and 
lead a full life in the community.

____________________________________________________________________________________________

nATIOnAL EMPOWERMEnT CEnTER (nEC)
www.power2u.org/index.html

The mission of NEC is to carry a message of recovery, empowerment, hope and healing to people with lived 
experience with mental health issues, trauma and extreme states. NEC is a consumer/survivor/ex-patient-
run organization and each one living a personal journey of recovery and empowerment. NEC has a toll-free 
information and referral line and information about topics such as advance directives, shock treatment, 
meditation and self-help techniques, coping with depression schizophrenia, along with local self-help groups and 
legal services.
___________________________________________________________________________________________

MEnTAL HEALTH AMERICA (MHA)
www.mentalhealthamerica.net/go/home

MHA (formerly known as the National Mental Health Association) is the country’s leading nonprofit dedicated 
to helping all people live mentally healthier lives. With more than 320 affiliates nationwide, MHA represents 
patients, providers and families who promote mental wellness for the health and well-being of the nation. 
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Integrated care Resources

CEnTER fOR InTEgRATEd HEALTH SOLuTIOnS (CIHS)
www.integration.samhsa.gov/

Center for Integrated Health Solutions (CIHS) is hosted by NCCBH for a SAMHSA collaboration with the Health 
Resources and Services Administration (HRSA).  CIHS promotes the development of integrated primary and 
behavioral health services to better address the needs of individuals with mental health and substance use conditions, 
whether seen in specialty behavioral health or primary care provider settings. 
______________________________________________________________________________________________

InTEgRATEd CARE RESOuRCE CEnTER
www.integratedcareresourcecenter.com/

The Integrated Care Resource Center was established to help States learn about best practices for delivering 
coordinated health care to Medicaid’s high-need, high-cost beneficiaries. The resource center is assisting the CMS 
Medicare-Medicaid Coordination Office and the Center for Medicaid, CHIP, and Survey & Certification in working 
with States to design and implement new programs that better serve beneficiaries, improve quality and reduce costs. 
______________________________________________________________________________________________

MISSOuRI HEALTHnET InTEgRATEd CARE InITIATIvE
www.commonwealthfund.org/Innovations/State-Profiles/2011/Jan/Missouri.aspx

One model for integrating mental health and clinical care services is under development through a 
partnership between the Missouri Medicaid Agency (MO HealthNet), the state Mental Health Agency, 
and Community Mental Health Centers.  An initial report on this promising initiative (linked above) was 
developed by the Commonwealth Fund. 

state and local Governmental organizations 

nATIOnAL ASSOCIATIOn Of COunTy BEHAvIORAL HEALTH And dEvELOPMEnTAL dISABILITy 
dIRECTORS (nACBHdd)
http://nacbhdd.org/index.cfm

NACBHDD is the voice for county and local behavioral health and developmental disability authorities in 
Washington, DC. NACBHDD offers education, policy analysis, and advocacy, and promotes national policies that 
recognize and support the critical role counties play in caring for people affected by mental illness, addiction, and 
developmental disabilities. NACBHDD is also an active partner in efforts to improve access to, funding for, and 
quality of behavioral health services, especially those that serve the most vulnerable in our communities. 
______________________________________________________________________________________________

THE nATIOnAL ASSOCIATIOn Of MEdICAId dIRECTORS (nAMd) 
http://medicaiddirectors.org/

NAMD is a bipartisan, professional, nonprofit organization of representatives of state Medicaid agencies (including 
the District of Columbia and the territories). NAMD is committed to providing a focused, coordinated voice for the 
Medicaid program in national policy discussion and to effectively meet the needs of its member states now and in the 
future.  The website includes a listing of state Medicaid agencies. 

nATIOnAL ASSOCIATIOn Of STATE MEnTAL HEALTH PROgRAM dIRECTORS (nASMHPd) 
www.nasmhpd.org

NASMHPD represents state executives responsible for the $36.7 billion public mental health service 
delivery system serving 6.8 million people annually in all 50 states, 4 territories, and the District of 
Columbia.  NASMHPD has also developed a series of technical papers including “Integrating Behavioral 
Health and Primary Care Services: Opportunities and Challenges for State Mental Health Authorities” 
that can be found here:   www.nasmhpd.org/general_files/publications/med_directors_pubs/Final%20
Technical%20Report%20on%20Primary%20Care%20-%20Behavioral%20Health%20Integration.final.pdf

federal Government organizations (sources for Data and Patient Information
and additional links)

THE AgEnCy fOR HEALTHCARE RESEARCH And QuALITy (AHRQ)
www.ahrq.gov/research/mentalix.htm

AHRQ hosts a resource center for quality improvement in mental health services.  The agency conducted a 
Patient Outcomes Research Team (PORT) project on improved care for schizophrenia that developed a series of 
treatment recommendations.  The PORT recommendations have not been recently updated.   AHRQ also hosts 
the National Guideline Clearinghouse, a repository of clinical practice guidelines including those for treatment 
of serious mental illness at www.guideline.gov 
____________________________________________________________________________________________

CEnTERS fOR dISEASE COnTROL And PREvEnTIOn
www.cdc.gov/mentalhealth/

The CDC Mental Health website offers basic public health information on mental health. The site aims to foster 
collaboration and advancement in the field of mental health in support of CDC’s public health mission. 

____________________________________________________________________________________________

nATIOnAL InSTITuTE Of MEnTAL HEALTH (nIMH)
www.nimh.nih.gov/health/index.shtml

The mission of NIMH is to transform the understanding and treatment of mental illnesses through basic and 
clinical research, paving the way for prevention, recovery, and cure.  The NIMH website offers patients and 
providers up to date research, data, and treatment information.  
____________________________________________________________________________________________

SuBSTAnCE ABuSE And MEnTAL HEALTH SERvICES AdMInISTRATIOn (SAMHSA)
www.samhsa.gov/about/

SAMHSA‘s goal is to effectively target substance abuse and mental health services to the people most in need 
and to translate research in these areas more effectively and more rapidly into the general health care system. 
SAMHSA administers a combination of competitive, formula, and block grant programs and data collection 
activities.  SAMHA offers a wide variety of reports and data on mental health and substance use, including 
segment of the SAMHSA website dedicated to co-morbid conditions and integrating mental health and 
substance abuse services.  
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Reports and Publications

Achieving the Promise: Transforming Mental Health Care in America.  
The President’s New Freedom Commission Report on Mental Health (2003)
http://store.samhsa.gov/shin/content//SMA03-3831/SMA03-3831.pdf

HCUP Facts and Figures: Statistics on Hospital-based Care in the United States, 2008
“Hospital Care for Mental Health and Substance Abuse Conditions”
Healthcare Cost and Utilization Project (HCUP).
Agency for Healthcare Research and Quality (US); 2010.
www.ncbi.nlm.nih.gov/books/NBK52723/

Improving the Quality of Healthcare for Mental and Substance Abuse Conditions (2005)
http://iom.edu/Reports/2005/Improving-the-Quality-of-Health-Care-for-Mental-and-Substance-Use-
Conditions-Quality-Chasm-Series.aspx

Mental Disorders and Medical Co-Morbidity (2011)
Robert Wood Johnson Foundation
www.rwjf.org/pr/product.jsp?id=71883

NASMHPD – Series of Technical Papers and Issue Briefs (multiple years)
www.nasmhpd.org/publicationsmeddir.cfm 

Surgeon General’s Report on Mental Health (1999)
www.surgeongeneral.gov/library/mentalhealth/home.html

sponsored links

QuALITySOLuTIOnS 360
www.qualitysolutions360.com

note:  Access is password controlled. Contact your Johnson & Johnson account representative for access.
This non-branded website is intended for medical directors and other healthcare managers of member populations or 
employee populations.  It includes health information and tools on a wide variety of topics, including mental health  The site 
offers information, web resources and case studies on evidence based medicine practice. 
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