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Illinois Psychiatric Society

ILLINOIS SECTION 1115 DEMONSTRATION WAIVERWAIVER

The following are comments provided by the Illinois Psychiatric Society (IPS) in response to the public comments and responses by IDHFS to the proposed 1115 Demonstration WaiverWaiver.  IPS applauds the effort of the 11 state agencies in working together to compose a program to improve behavioral healthcare in Illinois.
C.3: COMMENTS AND RESPONSES FOR SECTION 3.3: TRANSITIONAL SERVICES
Comment: One commenter pointed out a concern of having no coverage for inpatient opiate detoxification. 
Response: The proposed withdrawal management services do include residential detoxification services.
IPS Comment:  IPS appreciates that the proposed withdrawal management services include residential detoxification services.  However, there are times when patients require hospital inpatient detoxification services and therefore IPS recommends that hospital inpatient detoxification services be included in the proposal.
Comment: One commenter recommended giving DMH responsibility and oversight of behavioral health services provided in State corrections and county jails in order to ensure comprehensive oversight of behavioral health services in Illinois, both inside and outside correctional facilities. 
Response: Operational details like this for each benefit and initiative are being discussed and would be finalized during the terms and conditions process. 
IPS Comment: IPS recommends that a single authority provide mental health and substance abuse services to both the prison population and the community to better ensure continuity of care and reduce  recidivism. IPS recommends that HFS consider implementing the Bexar County (Texas) model to meet this goal. This model saved $50 million over  5 years and is recognized for its innovative interdisciplinary approach to mental health care and reducing criminal activity. For more information see http://www.fairfaxcounty.gov/policecommission/subcommittees/materials/jail-diversion-toolkit.pdf
Comment: One commenters urged IDOC collaboration with other State agencies to implement 305 ILCS 5/1-8.5 and 730 ILCS 5/3-14-1 which provides that re-entering men 105 and women have the opportunity to apply for Medicaid at least 45 days prior to release and allow for the suspension rather than termination of existing Medicaid coverage. 
Response: The State thanks the commenter for this suggestion and is currently working on a process to ensure that individuals entering IDOC have the opportunity to apply for Medicaid.
IPS Comment:  IPS supports the HFS response above as it reflects the requirements of the Prison Medicaid bill. IPS recommends HFS also implement the other portion of the Prison Medicaid bill.  In 2009, the Illinois legislature passed the Prison Medicaid bill: http://www.ilga.gov/legislation/BillStatus.asp?DocNum=760&GAID=10&DocTypeID=SB&LegId=41655&SessionID=76&GA=96  The bill requires reinstatement of an offender’s Medicaid benefits on release, Benefits should be suspended, instead of terminated, during incarceration such that an offender need not re-apply before release. This will allow for mental health services during the critical post-release time when offenders are otherwise most at risk for clinical decompensation and consequent recidivism. 
IPS recommends data collection for offenders identified as in need of mental health services while incarcerated. The data should include information about recidivism and the need for post-release mental health services. This data will assist in identifying future measures to provide better services while lowering crime rates in a fiscally sound manner. 
Comment: Multiple commenters requested additional details on what accountable providers will be held accountable for. 
Response: Operational details like this for each benefit and initiative are being worked through and more information would be available in the waiver terms and conditions. 
IPS comment: IPS looks forward to learning more about the specific operations of this initiative. IPS recommends that any measures for accountability be reasonable and practical. The measures ought not deter  providers from entering into agreements for service for fear of unreasonable consequences, nor establish a culture of “defensive” practice that is unnecessary and costly.

C4: COMMENTS AND RESPONSES FOR SECTION 3.4: REDESIGN OF SUBSTANCE USE DISORDER SERVICE CONTINUUM
Comment: One commenter asked why the State was only requesting level III.5 coverage for 15-30 days rather than 0-30 days. 
Response: The State believes that the recently released managed care rules allow States to pay for 0-15 day stays in level III.5 facilities. The State will clarify this with the Centers for Medicare and Medicaid Services.
IPS Comment:  IPS recommends DASA certification for providers of service in this area. IPS recommends having data collection regarding the number of hospitalizations after IMD services to determine whether such  services are successful and fiscally sound. 
C6: COMMENTS AND RESPONSES FOR SECTION 3.6: ADDITIONAL BENEFITS FOR CHILDREN AND YOUTH WITH BEHAVIORAL HEALTH CONDITIONS AND/OR SERIOUS EMOTIONAL DISTURBANCE
Comment: One commenter recommended the State implement the Medicaid CANS to serve as the uniform assessment tool to stratify youth into Medicaid service packages based on acuity. 
Response: The State is pursing the Medicaid CANS as the uniform assessment tool for youth through a SPA.
Comment: One commenter stated that because child mental health diagnoses may be more fluid than adult diagnosis and must be considered in the context of the child’s developmental stage, identification of children who may benefit from a pediatric IHH should include a combination of standardized tools that measure clinical and functional impairment, such as the Child and Adolescent Service Intensity Instrument (CASII) or the Child and Adolescent Needs and Strengths (CANS) tool. 
Response: The State appreciates this comment and is pursuing a SPA for the CANS.
IPS Comment:  Although the CANS assessment tool is widely used, its evidence base is weak. Therefore, IPS recommends implementation of the CASII tool and that training in the use of this tool be included in the terms and conditions.
C.7: COMMENTS AND RESPONSES FOR SECTION 4.1: INTEGRATION
Comment: Multiple commenters suggested the State set different reimbursement rates for the IHHs that treat those with moderate conditions and for IHHs that treat those with the most severe behavioral health conditions. 
Response: The State looks forward to working with Illinois stakeholders to design the integrated health homes. It anticipates that differential coordination payments based on level of acuity will be a component of the model.
IPS Comment: IPS supports this initiative, but requests involvement in clarification of the level of acuity and differential payment determinations. IPS represents over 1000 physicians who for decades have collectively been true providers of services across the range of clinical acuity. IPS believes expertise in such determinations rest with the providers of service and welcomes the opportunity to contribute to the process.

Comment: One commenter suggested the State should implement the new care coordination codes so that providers can be reimbursed for psychiatric consultation. 
Response: The State thanks the commenter for this suggestion.
IPS Comment: IPS recommends implemention of the new care coordination codes. Implementation of the new codes is critical to the emergence and success of  integration. Absent a plan for reimbursement, it is unlikely that high level care integration and the aspiration for meaningful patient outcomes will be successful.  
Comment: One commenter suggested psychiatrists should lead the integrated care teams 
Response: The State thanks the commenter for this suggestion.

IPS Comment: IPS recommends adoption of a model that includes psychiatric leadership for integration. Several models for integration have been put forth over the past decade, but those with the greatest evidence for meeting the “triple aim” have included psychiatric oversight and administrative accountability. 
Comment: One commenter requested additional details on the continuing education that will be provided to behavioral health providers in managing basic physical health condition. 
Response: Operational details like this for each benefit and initiative are being worked through and more information would be available in the waiver terms and conditions.
IPS Comment:  IPS supports this initiative. IPS recommends that continuing education meet tested standards such as those provided by the American Psychiatric Association training modules:
https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care/transforming-clinical-practice-initiative/integrated-care-training-modules?_ga=1.201260078.1012452209.1435603388
Comment: Multiple commenters suggested that tele-behavioral health in an FQHC/RHC school-based clinic would be an opportunity to promote integration of behavioral health with primary care. 
Response: The State agrees that tele-behavioral health is a critical component of the delivery system and has therefore included funding for telemedicine infrastructure in the workforce initiative. Operational details of these initiatives are currently being discussed and will be available at a later date.
IPS Comment: IPS appreciates HFS’ consideration of the tele-behavioral health initiative. IPS recommends that HFS support  a broad range of community services including those  for families and parents.
Comment: One commenter suggested training teachers to recognize mental illnesses and SUDs so that they can refer students for treatment. 
Response: The State thanks the commenter for this suggestion.
IPS Comment: IPS supports this initiative. Training teachers to recognize red flags for mental illness and substance use disorder is very important as children/adolescents will not necessarily know that they have an issue that requires treatment.  It is also important to examine the Social Emotional Learning curriculums at schools. 

C.9: COMMENTS AND RESPONSES FOR SECTION 4.3: WORKFORCE
Comment: Multiple commenters suggested rate reform as an important element in attracting and retaining a robust behavioral health workforce. 
Response: The State notes that rate reform is beyond the scope of the waiver but encourages the commenters to view the State's comments in the rate reform section. 
IPS Comment:  IPS recommends that Medicaid pay Medicare reimbursement rates to allow greater access to high quality care for Medicaid patients. With regard to telepsychiatry, in addition to the $25 facility fee, reimbursement should be provided to healthcare providers on both sides of the telepsychiatry service.  
Comment: Multiple commenters made recommendations focused on specific types of providers including: 
 Including certified alcohol and drug counselors (CADCs) in workforce initiatives; 
 Allowing APNs to practice at the top of their license and consider reforms to increase their scope of practice; 
 Expanding training for forensic psychiatry; 
 Expanding the mental health professionals that can participate in telemedicine to allow psychologists, psychiatric APNs, social workers and other appropriate mental health professionals to take advantage of telemedicine; 
 Creating fast-track training pathways for mid-levels – APNs and psychiatric social workers; 
 Exploring greater use of peer mentors/recovery coaches, as well as potential paths for credentialing; 
 Pursuing strategies to increase the supply of psychiatrists and other mental health professionals in the State, including loan repayment programs for a broad range of professionals working in community-based settings, including Qualified Mental Health Professionals (QMHPs), psychiatrists, psychologists, nurses, case managers, and social workers; and, 
 Citing CHWs as potential care coordinators and/or brokers for better community capacity. 
Response: As the State further defines the operational details of the workforce initiatives it will consider these recommendations.
IPS Comment:  There is currently only one forensic fellowship program in Illinois.  Therefore, IPS supports expanding the number of forensic fellowships in Illinois.  
Comment: One commenter cautioned against viewing telemedicine as a replacement for face-to-face contact with a provider. The commenter also suggested including a plan for training those physicians using telemedicine to better understand and respond effectively to their patients’ behavioral health needs. 
Response: The State thanks the commenter for this suggestion and will consider it as it further defines the operational details for this benefit.
IPS Comment:  IPS opposes the requirement for face-to-face contact for all telepsychiatry services. Instead, IPS recommends a situationally-based model whereby the advantages of telepsychiatry can be practically attained and adaptive to the setting and patient need. For example, some programs might wish to include face-to-face visits whereas in other situations, such as emergency rooms, face-to-face visits would be impractical and negate the usefulness of telepsychiatry.

Comment: One commenter suggested that emergency rooms should be included in the telemedicine needs assessment. 
Response: The State thanks the commenter for this suggestion and will consider it as it further defines the operational details for this benefit.
IPS Comment:  IPS recommends including emergency rooms in the telemedicine needs assessment. Many smaller  and rural hospitals do not have psychiatrists on staff. Persons in the emergency room cannot obtain needed psychiatric care and therefore are “boarded” in emergency rooms awaiting transfer and are sometimes untreated for hours.   The use of telepsychiatry in emergency rooms will expand our state’s psychiatric services and subsequently reduce emergency room wait times, improve clinical outcomes, prevent unnecessary hospitalizations, and coordinate care with community providers.
Comment: One commenter suggested that Professional Learning Collaborative and pediatric consultation model pilots developed by ICMHP and others be expanded to address shortages of child psychiatrists, nurses, and other mental health specialists trained to deliver early intervention strategies in educational and community settings and hospital-based services and developing incentives to encourage the next generation to pursue careers in pediatric mental health.
Response: The State thanks the commenter for this suggestion and will consider it as it further defines the operational details for this benefit.
IPS Comment: Learning collaborative programs between psychiatrists and pediatricians have been successfully modeled in North Carolina, Minnesota and Washington state. IPS encourages consultation with the Chair of the IPS Child and Adolescent Committee, who has specific training in this collaborative initiative. 
C.10: COMMENTS AND RESPONSES FOR SECTION 4.4: FIRST EPISODE PSYCHOSIS
Comment: One commenter suggested lowering the age range from 14 to 12 noting that studies of FEP programs, such as the Robert Wood Johnson Foundation research on Early Detection and Intervention for the Prevention of Psychosis Program (EDIPPP), demonstrate the effectiveness of FEP programs for children as young as 12. Additionally, expanding the age to 12 will align the State’s efforts with existing state law providing greater behavioral health treatment autonomy and confidentiality rights for children starting at the age of 12. 
Response: The State has made this change in the waiver application.
IPS Comment:  IPS appreciates this change. The American Psychiatric Association has guidelines for providing care to patients with schizophrenia: http://psychiatryonline.org/pb/assets/raw/sitewide/practice_guidelines/guidelines/schizophrenia.pdf
C.13 COMMENTS AND RESPONSES FOR FUNDING
Comment: Multiple commenters suggested that transitioning from state grants to Medicaid must be a gradual process and that stakeholder input should be solicited throughout. 
Response: The State thanks the commenters for this suggestion and will consider it as it further defines the operational details for this benefit.
IPS Comment:  IPS supports the comments and recommends that IPS serve as a consultant as the initiative unfolds. Abrupt discontinuation of funding programs, such as occurred with the Psychiatric Leadership Capacity Grants, has left community-based providers with little opportunity to adapt in a timely manner. Programming, resource allocation, and ultimately patient care may be jeopardized when funding sources are altered.

C.14: COMMENTS AND RESPONSES FOR RATE REFORM
Comment: Multiple commenters recommended reforming rates to expand capacity, promote workforce development and retention, and improve access to care. 
Response: The State plans to increase funding but intends to do so in a way that is clearly aligned with the outcomes the State seeks. This funding will be directed toward incentivizing the right behaviors and driving the integration of physical and behavioral health. It will not be a broad, undirected rate increase across the board. Increases in funding will be strategic, targeted, and consistent with the State's focus on paying for value, quality and outcomes.
IPS Comment:  IPS supports rate increases, especially those that incentivize psychiatric treatment of persons with Medicaid. IPS encourages the use of evidence based decision-making regarding incentivizing accepted practices and treatments versus those that have not been proven to yield positive outcomes or are provided by underqualified individuals. IPS recommends greater transparency with regard to reimbursement rates. IPS recommends that HFS collaborate with an academic (university) psychiatry department to assist in determining meaningful outcomes. 
C.17: COMMENTS AND RESPONSES FOR OPERATIONAL DETAILS
IPS Comment: IPS recommends that HFS consider adoption of the crisis bed model based in Peoria County.
According to the Director of this program, “The Human Service Center’s Community Crisis Center is a location that houses Emergency Response Service (ERS), Medical Detoxification, and Psychiatric Crisis Stabilization. We have 12 detox beds and 4 crisis beds though this can flex a bit to increase the number of crisis beds when needed. The unit is staffed 24/7 with nurses or paramedics, techs, and peer mentors. There are inclusion and exclusion criteria for the unit which serve to insure patients are both in need of our services and medically stable to remain in the facility. The patients must also be voluntary because we are an unlocked unit and do no form of seclusion/restraint or involuntary medications. Patients come to the facility through multiple avenues, including ERS, hospital step down, emergency department referral, and walk in. The patients in detox are rounded on by a physician 7 days per week. The crisis patients are rounded on 5 days per week. Providers are on call for both programs 24/7. There are standing orders for the patients and other medications needed by and individual are ordered by the physicians. We keep a limited formulary of stock psychiatric medications and others are obtained from a pharmacy with a prescription specifically for that patient. Stays are typically 72 hours for detox with extended stays for benzodiazepine withdrawal. Stays in the crisis beds are typically 24-72 hours but we have flexibility to meet the needs of the individual patient. The detoxification services are billed through insurance on a daily rate. The Psychiatric Crisis Stabilization beds are funded through a grant which we draw down on based on occupancy and expenses. When seen by a physician for psychiatric medication management, these services are billed through insurance. Case management and groups performed by social work and recovery specialists are also billed separately, as appropriate.”
C.18: COMMENTS AND RESPONSES FOR PREVENTION
Comment: One commenter recommended the State continue to initiate prevention and early intervention programs that promote early identification of mental, emotional, social and behavioral disorders in children and adolescents. 
Response: The State is committed to prevention and early treatment as evidenced by its early childhood initiatives, first episode psychosis initiative, and, perhaps most importantly, its integration funding and commitment to IHHs.
IPS Comment:  IPS supports these initiatives.  IPS  recommends consideration of Parent Child Interactive Therapy, an effective prevention program.
C.21: COMMENTS AND RESPONSES FOR RULE REFORM
Comment: One commenter requested the State to allow for same day billing for primary care and behavioral health services. 
Response: The State thanks the commenter for this suggestion.
IPS Comment: IPS recommends same day billing for primary care and psychiatry. An important component of integrated care is the “warm handoff” whereby  a primary care provider works directly with an onsite behavioral health professional -to provide needed mental health services, onsite, in a timely fashion. Moreover, the nonpayment policy is irrational. There is no clinical basis for delaying care and therefore no rational basis for nonpayment. The same services are provided regardless of timing, so it is nonsensical to deter same day services. 
Comment: Multiple commenters submitted rule change recommendations to improve the provision of behavioral health in Illinois. Suggestions included: 
 Remove barriers for prescribing psychiatric medications such as: (a) pediatricians that are willing to manage lower acuity children; (b) providers who struggle to get their kids the clinically appropriate drugs because of "step therapy";
Response: In parallel with this waiver, the State is examining Rule Reform and will take these suggestions into consideration.
 IPS Comment: Pediatricians do less prescribing, especially of psychotropic medications, when they have been trained.  IPS recommends that training programs be made available to non-psychiatrists who wish to prescribe psychotropic medications.
C.24: COMMENTS AND RESPONSES FOR RISK SELECTION
Comment: One commenter suggested to be careful when considering creating a behavioral health system that promotes the selection of clients for services which are most likely to attain a successful program of recovery. Providers should not be pressured or given incentives to "cherry pick" clients who are most likely to succeed with treatment expectations. 
Response: The State agrees that providers should not be incentivized to select clients who are most likely to succeed over those with the greatest needs. Many operational details for waiver benefits and initiatives are still being defined and the State intends to take great care to avoid the wrong incentives for providers.
IPS Comment:  IPS supports this position. Because psychiatrists often provide care for the most mentally ill persons in our state, IPS encourages a fair and balanced approach to determining outcomes and suggests HFS collaborate with an academic (university) psychiatry department to assist in gathering outcome data. Program Description: Page 2 states that one of the goals of the 1115 Waiver is to “reduce violent crime and violent encounters with the police.” According to studies, eliminating the effects of mental illness would only reduce all violence by 4%.   Over all, less than 5 percent of gun homicides between 2001 and 2010 were committed by people with diagnoses of mental illness.  
Thus, the primary focus should be on violence committed on persons with mental illness and substance use disorders (SUD) and not the theory that people with mental illness are violent.  Thus, IPS would encourage the use of CIT training for police as a way to keep people with mental illness and SUD out of the prison and jail system.
Institutional Care: IPS recognizes that the State and many patients with mental illness and SUD want to shift care from institutional care to community based services.  The waiver does not include evidence that community based care is in fact “lower cost” and that there is an “over-reliance” hospitals. Patients with mental illness and SUD, just like patients with heart conditions, require a continuum of care that includes both community based care, in-patient services and step down services including crisis beds.  IPS encourages evidence based, data driven, services.  It should be noted that there is a critical shortage of psychiatric beds forcing mental ill patients with severe symptoms to be held in emergency rooms, hospitals and jails while they wait for a bed.  In 2010, Illinois had 1429 psychiatric beds and in 2016 the number of beds decreased to 1341 beds so that there are only 9.3 beds per 100,000 people.
   
Psychiatrist Wait times: No citation was included to support the statement that wait times for psychiatrists are up to 3 months.  
According to the Illinois Association of Rehabilitation Facilities many of their member organizations have had to either lay off psychiatrists or decrease the number of hours that psychiatrists provide to community mental health centers due to the loss of the Psychiatric Leadership Capacity Grants (PLCGs) and this has increased the wait time for psychiatrists.  A big part of the issue with providing psychiatrist services is that the Medicaid reimbursement rate has not been increased since 1996 while the cost of living has increased 42%.  Attached please find a chart showing the Medicaid rates for the codes most commonly used by psychiatrists.  Illinois’ reimbursement rate for psychiatrists is the lowest in the nation.  IPS recognizes that the State did not get federal matching dollars by providing PLCGs.  By increasing Medicaid reimbursement rates, the State will get a higher matching rate from the federal government.  Higher reimbursement rates will support community mental health centers’ ability to employ psychiatrists.
Integrated Health Homes (IHH):  The 1115 Waiver proposal does not define how the IHHs will be created.  Will they be a capitated system? Also, IPS is not sure about how the concept will work on the fringes of the acuity bell curve.  For example, the IHH will not be able to manage a dangerous person who would require in-patient care nor would an IHH work well for the occasionally mentally ill person who needs less frequent care.  Another issue that would need to be addressed for IHHs is barriers in communication between state agencies including HIPAA and other restrictions.

Child and Adolescent Programs:  The 1115 Waiver states that it plans to fund Designated State Health Programs that include state health services provided through the Illinois State Board of Education.  However, the Waiver proposal does not specify any such programs.  
IPS would recommend the following programs be funded:
Training teachers to recognize mental illnesses and SUDs so that they can refer students for treatment.
Tele-behavioral health initiative:  this initiative would provide tele-behavioral health services at schools which would increase access to care for youths.  The number of sessions per student per week would depend on the level of care needed by the particular student.   Psychiatric consultation through a case manager could be used to provide psychiatric care for students. Evaluations should be evidence based. 
IPS would also recommend that youth over 14 should have their education needs explored with academic assessment with a goal to return to school or obtain a GED.
Finally, the Waiver does not specify who will be doing comprehensive assessments of children.  IPS would like to be involved in the determination of what providers are qualified to do children’s behavioral health assessments. 
Outcome measures: The only actual outcome measure listed in the proposal is the use of PHQ-9s.  There are a variety of scales that can be used to measure outcomes for mental illness and SUD that are included in the DSM5: https://www.psychiatry.org/psychiatrists/practice/dsm/dsm-5

IPS recommends that these measures be used in addition to the PHQ-9.  
Substance Use Disorders:  There are a number of issues that IPS has with the different programs mentioned in this section.
 Based on the language of the Waiver proposal, it appears that only Methadone will be included as an MAT.  However, this is illegal in that Public Act 99-0480 requires that, “Notwithstanding any other provision of this Code to the contrary, on or after July 1, 2015, all FDA approved forms of medication assisted treatment prescribed for the treatment of alcohol dependence or treatment of opioid dependence shall be covered under both fee for service and managed care medical assistance programs for persons who are otherwise eligible for medical assistance under this Article and shall not be subject to any (1) utilization control, other than those established under the American Society of Addiction Medicine patient placement criteria, (2) prior authorization mandate, or (3) lifetime restriction limit mandate.  Thus, IPS recommends that MAT include buprenorphine, suboxone and Vivitrol as these are all FDA approved forms of MAT.
The Waiver only provides for a pilot for the use of Vivitrol for ex-offenders leaving Sheridan Correctional Center.  Studies have shown that the outcomes for Vivitrol have been amazing.  https://www.oasas.ny.gov/admed/fyi/fyivivitrol.cfm
https://admin.publichealth.lacounty.gov/sapc/resources/VivitrolPilot1FinalReport.pdf
http://www.journalofsubstanceabusetreatment.com/article/S0740-5472(14)00074-9/abstract?cc=y=
By treating ex-offenders with a long acting injection of Vivitrol prior to discharge, the ex-offender will have a month within which to obtain continuing treatment.  Also, Vivitrol is an excellent MAT because many addicts have medication compliance issues. 
Stays in residential treatment for patients with SUD should not be limited to 30 days as that may be too short of a stay. The 15-day limitation articulated by CMS in the Final Medicaid Managed Care Rule applies to acute level services, not the community based Level 111.5 services [please note that the data used to establish the 15-day limit in those regulations was based on the acute care psychiatric demonstration project, not community based SUD services.  Even though CMS allowed 15 days for acute level SUUD services, including crisis residential SUD services, CMS recognized the importance of addressing the needs of individuals with SUD who require longer lengths of stay in non-hospital based residential treatment settings.  See State Medicaid Director letter (SMDL) (#15-003). Therefore, IPS recommends that Illinois should design the Waiver to permit a minimum of 45 residential days consistent with PA 99-0480.  PA 99-0480 adds to the list of required health benefits for the Illinois medical assistance program those adopted in 370c and 370c.1 of the Insurance Code.  This means the parity provisions and the minimum benefits each calendar year of at least 45 days of inpatient treatment (including residential), 60 visits for outpatient (including individual and group therapy), acute treatment services/withdrawal management and clinical stabilization services as well as no lifetime limits on inpatient or outpatient treatment.
Another question IPS has is whether the 15 and 30 day limitations on residential treatment would be limited to SUD or would also apply to residential stays for patients with mental illness?
It should also be noted that very few patients with SUD stay sober after a single stay in a rehabilitation facility.  The language of the Waiver is not clear whether the 15-30 day limitations apply to a single stay or whether that applies for an entire year.
 In addition, after residential treatment patients may need step down care such as Partial Hospitalization Programs or Intensive Outpatient Programs. 
Page 50 indicates that Illinois is going to “implement an independent third party pre-authorization services for SUD assessment, level-of-care, and length-of-stay recommendations.  This third party will pre-authorize services and perform chart audits and random site visits, among other functions. . .” IPS has several questions.
What entity will provide these pre-authorization services and audits? 
Will MCOs also be required to have third party authorization and audits or would they be doing their own pre-authorization services?
What will be the timing required for the third party to respond to pre-authorization requests?
Will the funding for these services be based on shared savings from the services?
Why is this being required for only SUD services and not mental health services?
Could the service use electronic prior authorization which allows for better tracking of the pre-authorization?
IPS is concerned that if MCOs are the entities doing the pre-authorization and audit services that those services will mirror what has happened already with MCOs’ influence on healthcare.  That is, short term decisions based on annual reporting versus a longer term view of the needs for persons with mental illness and especially for patients with SUD.
Post-payment audits: While this may not be a disincentive for psychiatrists to participate in Medicaid care at the beginning, it will later be a problem as there will be a washing out of the need for physicians to provide services.  Another issue is that the proposal does not indicate what criteria will be used for post-payment audits and whether stakeholders, including psychiatrists, will be allowed to provide input into the criteria used for post-payment audits. 
Page 60 indicates that provider operating models under the IHHs will shift to models that “maximize staff, leverage technology, and enable all providers to practice at the tops of their licenses.”  However, the Waiver proposal does not include a specific model.  While IPS supports the general idea of integrated care, it would prefer that the Waiver proposal reference a specific integrated care model. IPS would recommend the AIMS Model of Collaborative Care: 
https://aims.uw.edu/  Also, the Waiver proposal does not indicate how it would be implemented.  IPS would recommend that psychiatrists should be the team leaders for such care.








Crisis Beds: 
Why should IMD stays be able to be limited to 15 days for Medicaid Managed Care patients (the proposal provides that stays can be from 15-30 days but since 15 days are allowed many MCOs will limit stays to 15 days since they would probably prefer to pay for only 15 days rather than 30 days)?  Since this is a waiver request, why should the waiver limit the length of stay for patients in IMDs?
IPS supports the creation of crisis beds but does not believe that crisis beds should be housed in IMDs.  Crisis beds are a good way to keep patients out of emergency departments. This appears to be a way to find a use for IMDs rather than making sure crisis beds are housed in facilities that provide sufficient care for persons in crisis.  IMDs do not include the proper level of support.  Patients using crisis beds are still fairly acute-they are just short of in-patient hospitalization. Crisis beds should have 24/7 staffing, therapy groups and nursing staff. In Springfield, the crisis beds are located next to a residential facility and have a nurse and patients go to an out-patient clinic during the day that provides psychiatric services.  Also, IPS does not believe that psychiatric consultation is sufficient for patients in crisis beds.  Rather, patients should receive psychiatric care either in person or via telepsychiatry.  Patients who need either crisis beds or emergency room care often have stopped taking their medications or have been unable to renew their prescriptions.  Thus, psychiatrists are needed in order to provide these prescriptions as they may be all the help the patients need in order to return home.  Finally, IPS recommends that data should be collected on crisis beds. 

Services to ensure successful transitions from the Illinois Department of Corrections (IDOC) and Cook County Jail incarceration:
In 2009, the Illinois legislature passed the Prison Medicaid bill: http://www.ilga.gov/legislation/BillStatus.asp?DocNum=760&GAID=10&DocTypeID=SB&LegId=41655&SessionID=76&GA=96 The bill basically required that if an offender had Medicaid benefits the benefits would be suspended upon entry into prison or jail and then reinstated upon discharge.  Once the bill was passed, there was a rule making process.  However, when it came time for the rules to actually be implemented DHS said that they could not do what the rules required them to do-even though they had been the ones running the rule-making process.  Now that more offenders will be entering prison with Medicaid benefits, the rules should be implemented so that the benefits will only be suspended (not terminated) during incarceration and the prisoner will not need to go through the application process during discharge.
Page 39 of the Waiver proposal states that “Medicaid coverage for identifying Illinois licensed and/or certified behavioral health providers to be accountable for these individuals post-release.”  It is unclear exactly for what providers will be accountable; therefore, IPS recommends that the language of the proposal on this issue should be clarified.
The Service Delivery section on page 41 states reimbursement for services delivered prior to discharge will be contingent upon “demonstration of full and proper linkage to the behavioral health system (individual must have a care plan, a follow up appointment within 2 weeks of release, and proof of medication dispensing).  While this is a good idea theoretically; however, it is not practical.  This population is notorious for missing appointments, not having transportation, being unable to afford or obtain medications and generally not being compliant with their treatment plan.  Also, how would providers be responsible for dispensing of medications?  What if no medications are indicated? Is the language of the Waiver supposed to mean dispensing medications at the time of discharge or at the time of the first appointment after discharge?  Holding providers responsible for these requirements will likely lead to fewer providers willing to accept these patients.








Integrated Care:
Paragraph 4 states: “To make these changes, provider operating models under the IHHS (integrated health homes) will shift from those that focus primarily on managing member flow and volume toward those that optimize staff mix, leverage technology, and enable all providers to practice at the tops of their licenses. In addition, providers and payers will consistently share and review performance data to leverage best practices, monitor quality improvements and prioritize outreach efforts.”  IPS supports this program.  IPS believes that psychiatrists should be the leader of these teams as they must be the ones that diagnose and prescribe medications for the patient.
Exhibit 25 states that “continuing education will be provided to behavioral health providers in managing basic physical health conditions, as appropriate based on member circumstance, and developing processes to recognize and ensure members obtain appropriate support for more serious conditions.”  IPS would like to know who will do this training?  Would the continuing education requirement apply to psychiatrists as they have medical training during medical school and residency?

IPS strongly supports the Illinois DocAssist program and recommends expanding the DocAssist program to include psychiatric consultation for adults with mental illness and SUD.  This is because half of all patients with mental illness and SUD are seen by primary care providers but 84% of primary care providers feel unprepared and ill-equipped to manage patients with severe mental illness.  The expanded program would essentially be a virtual psychiatrist providing psychiatric consultation/referral resources and educational workshops for primary care providers.
Care Coordination Codes: CMS has proposed coverage for “Psychiatric Collaborative Care Management Services.” The coding for those services will support payments to psychiatrists for consultative services they provide to primary care physicians in the collaborative care model. IPS would like to know whether HFS plans to reimburse psychiatrists for these new codes as these would allow psychiatrists to provide consultative care to primary care providers in community health centers in an integrated care model. 
IPS also supports the disease specific integration pilots and would like to work with HFS on some ideas for which disorders, both psychiatric and physical, would be good for such pilots.  Recently, an article in Psychiatric News discussed a program for diabetes and depression: http://psychnews.psychiatryonline.org/topic/news-clinical?sortBy=Ppub
As for pain management, IPS recommends that this should be managed by pain physicians on a multidisciplinary team.






Workforce Initiatives:
The Waiver proposal includes a recommendation to create a loan repayment assistance program for healthcare workers who commit to serving Medicaid populations in rural areas or other underserved places.  IPS recommends that the proposal add psychiatrists to the list of healthcare workers eligible for the loan repayment program so that more psychiatrists will work in those areas.
The plan includes a recommendation to provide payments directly to provider organizations that operate residency programs to increase residency slots or establish new residency programs.  IPS has several issues with the proposal.  First, the proposal does not specify adding psychiatry residency slots or new psychiatry residency programs.  Given the fact that there is a shortage of psychiatrists, it would be a good idea to add psychiatry residency slots or programs.  Second, there could be a problem with adding slots.  This is because some residency programs have added slots to those paid for by the RRC and it is possible that those programs would accept the state funding and would just pay for the additional slots they already have.  Thus, language preventing this occurrence should be included. In addition, training programs may not trust that funding for additional slots would continue, due to the state’s fiscal situation, so they may be wary of creating new slots.  Third, it might be a better idea to fund integrated care training for primary care and psychiatry residents. Such training could be done on a year to year basis which might make it more attractive to training programs. 
IPS supports funding infrastructure for the provision of virtual care via telemedicine.  The Waiver states that a telemedicine needs assessment would be conducted across the state.  IPS recommends that the needs assessment should include not only outpatient treatment but also the use of telepsychiatry in emergency rooms.  Emergency rooms in rural hospitals and smaller community hospitals often don’t have psychiatrists or even other mental health care providers to evaluate patients.  Thus, patients end up spending many hours or even days in emergency rooms until they can be evaluated and treated.  Emergency room doctors are not very well trained in behavioral health and, therefore, many patients with mental illness and SUD do not get treatment or good treatment in emergency rooms.  If the emergency room had access to telepsychiatry they could put the patient in cue and within an hour or two, the patient would be seen by a psychiatrist.  Many patients end up in the emergency room because they have stopped taking their medication or because they could not get into see a psychiatrist to renew their prescription.  Thus, the telepsychiatrist, in some cases, could simply renew their prescription and the patient could go get the medication and they would not need to stay in the hospital.  If the psychiatrist decided the patient does need in-patient care, at least once the decision has been made, the hospital could start seeking an in-patient unit where the patient could receive care.




First Episode Psychosis Programs
IPS supports this program.  However, IPS 
would recommend that HFS consider collaborating with an academic partner to create this program.  IPS could help identify experts to prepare guidelines for this program.





C. 29: CCOMMENTS AND RESPONSES FOR OTHER COMMENTS
Comment: One commenter proposed the development of assertive community based aftercare services for post discharge inpatient children/adolescents. 
Response: The State thanks the commenter for this suggestion.
IPS Comment:  IPS recommends that HFS reconsider this recommendation Children and adolescents require a broad range of services including intensive outpatient programs, partial hospitalization programs, in-home services and wraparound services including per support services.

Respectfully submitted,

Ryan Finkenbine, MD
President, Illinois Psychiatric Society
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