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Digital Health Services Commission (DHSC) Recommendations for Improving Behavioral and Physical Health Integration in Utah: Addressing electronic data exchange and communication between providers and payment model reform

December 9, 2016

A broad panel of expert speakers, staff, Commissioners, and guests spent time discussion at the November 2015 DHSC on the issue of integrating behavioral and physical health services through bettering health information exchange. After thoughtful discussion and presentation of the issue, this document communicates the opportunities we see as a Commission for forwarding state action on this topic.

Background:

To put this issue in perspective, in 2014, Milliman, Inc. studied claims data in the US for Medicaid, Medicare, private entities and also looked at the issue of integration of behavior health and physical health[endnoteRef:1]. They found that people with chronic medical and behavioral health conditions have two to three times more healthcare costs during their lifetime than people with just chronic physical conditions. Additionally, they report successful integration of behavioral and physical health care can save 26-48 billion dollars annually to the larger US healthcare systemi. According to a Utah-based qualitative survey of emergency medical service providers, behavior and psychiatric issues are the second most common reason why people call EMS, higher than for chest pain[endnoteRef:2]. Utah remains vastly understaffed with Behavioral Health providers; a health professional shortage area designation remains in place for most Utah counties at this time[endnoteRef:3]. Additionally, electronic health records and information exchange are not adequate in cross-delivery of information between behavioral and physical health providers. Our community Health Information Exchange (cHIE) has innovated in facilitating communication from physical health providers to behavioral health providers and payer representatives using Admit/ Discharge/Transfer (ADT) messaging. Yet, we have a gap and the potential for improvement is vast. [1:  S. P. Melek, D. T. Norris, and J. Paulus, Economic Impact of Integrated Medical-Behavioral Healthcare: Implications for Psychiatry (Denver, Colo.: Milliman Inc., April 2014. 
http://www.aha.org/content/14/milliman_economicimpact_behavhealthcare2014.pdf]  [2:  Presentation, Iona Thraen, Utah Department of Health, State Innovation Model Planning Presentation 2013]  [3:  Utah Office of Primary Care and Rural Health, July 2015. http://health.utah.gov/primarycare/pdf/Primary_Care_Office/mapHPSA_MentalHealth.pdf] 



1) We recommend that Utah citizens and its legislative leaders have an opportunity to address federal review of the Confidentiality of Alcohol and Drug Abuse Patient Records (42CFR Part 2) Rule as it significantly impacts the ability to coordinate care between physical and behavior health providers and Personal health information in electronic health records (EHRs).

Federal confidentiality regulations drafted in the early 1970s and last revised in 1987, commonly referred to as 42 CFR Part 2, state that without written authorization from the patient, clinicians cannot access patients’ substance use history and treatment regimens except in cases of emergency. The regulation’s prohibition on unauthorized re-disclosure has been a challenge for provider-to-provider information exchanges. We very much understand and support the need for confidentiality of protected health information (PHI) for all individuals receiving health care services including the treatment of substance use disorders. When the regulations were written, substance abuse treatment was primarily conducted by specialty treatment providers, and as a result, the impact on coordination of care was not raised as a core issue. We recommend that consent and re-disclosure aspects of 42CFR Part 2 need to be modernized to fit the care-coordination needs in the world of electronic health records and data clearinghouses.  Our real purpose is to provide the best information to improve patient care and improve reimbursement mechanisms necessary to reduce cost.

We would like to request that our state and federal leaders review the recent update from the Substance Abuse and Mental Health Services Administration (SAMHSA) on the results of the 2015 public listening sessions. SAMHSA proposes steps to modernize certain aspects of 42 CFR Part 2 including requesting Congressional action.  Over the last 25 years, significant changes have occurred within the U.S. health care system that were not envisioned by these regulations, including new models of integrated care that are built on a foundation of information sharing to support coordination of patient care, the development of an electronic infrastructure for managing and exchanging patient data, the development of prescription drug monitoring programs and a new focus on performance measurement within the health care system. 

2) Utah can advance the understanding of the current 42 CFR Part 2 law through wider education on the ability to share appropriate health data, securely and confidentially with existing law. Utah can encourage appropriate Qualified Service Organization Agreement (QSOA) arrangements for organizations that work closely in patient care to remove some burden from providers as they integrate their care.

A Qualified Service Organization Agreement (QSOA) is an agreement between a Part 2 program and a Qualified Service Organization (QSO) that permits the exchange of patient identifying information without consent. Patient consent for sharing is not required with a QSOA. The information exchanged must be limited to the information needed to provide services listed in the agreement. Redisclosure of patient information must be properly addressed between the parties,[endnoteRef:4] and Utah providers can ensure this with proper consents and disclosures as advised by national best practices.  [4:  S.A. Wattenberg. Frequently Asked Questions Applying the Substance Abuse Confidentiality Regulations to Health Information Exchange (HIE). Substance Abuse and Mental Health Services Administration U.S. Department of Health and Human Services. http://archive.samhsa.gov/healthPrivacy/docs/EHR-FAQs.pdf] 

3) Utah should continue to innovate and advocate for co-location of physical and behavioral health services to maximize personal relationships and teamwork between behavioral and physical health care providers for best outcomes.

Utah’s own Midtown Community Health Center and Weber County Mental Health Service participated in a landmark study on physical health outcomes in integrated settings[endnoteRef:5]. Findings from this study showed that integrated programs with direct provider-to-provider communication (not necessarily electronic integration) is likely important for better outcomes. [5:  Scharf, Deborah M., Nicole K. Eberhart, Nicole Schmidt Hackbarth, Marcela Horvitz-Lennon, Robin Beckman, Bing Han, Susan L. Lovejoy, Harold Alan Pincus and M. Audrey Burnam. Evaluation of the SAMHSA Primary and Behavioral Health Care Integration (PBHCI) Grant Program: Final Report (Task 13). Santa Monica, CA: RAND Corporation, 2014. http://www.rand.org/pubs/research_reports/RR546.html
] 



4) Utah can expand the use of ADT messaging for high risk patients through the HIE. UHIN can partner with clinical entities to expand the opportunities for communication and improve care coordination systems. 

UHIN has a great track record working with Valley Mental Health, Utah Medicaid and Medicare Advantage payers, and hospital emergency departments to alert providers to emergency department visits that may require follow-up, intervene when a better care option is available to meet the patient needs, and to better coordinate patient needs. This model has the potential to increase communication and is already available to be scaled.
 
5) Lastly, the integration of payment models supported by appropriate health information exchange is the next step for Utah to truly address this gap. The DHSC will support advance of these models as they emerge and support the removal of health data barriers that are hindering progress for best outcomes.
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