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Question 1: What ratio of Care Coordinator and BH Clinician to # of FTE of PCPs?  That can help provide some insight into what is needed.  I anticipate that the ratio will be different.  Also- who specifically do you include in your team discussion?  How frequently do you hold those?  Have you had the clinical review completed by a Psych NP or Psychiatrist?  or a Master's/ Doctoral level Clinician?

· Ratio of BH Clinician to PCP:
When initiating the hiring of BH Clinicians for integrated settings, an initial goal is 1 Behavioral Health Clinician (LCSW, MFT, or Psychologist) to every 3 PCPs.  This is a good starting place.  It assumes PCP panel sizes of 1500 and, on average, 60% of those patients will need Behavioral Health Services.  The 1 to 3 ratio gives the Behavioral Health Clinician a panel of 2700 patients.
It is important to note that this is a starting place.  Given the Behavioral Health needs of patients in the safety net, the ultimately clinics will want to consider 1 BH provider to 1 PCP.  On average, a full time BH Clinician in an FQHC sees 300-400 patients per year.  If they have a panel of 900 (60% of 1500) it assumes approximately 35-45% of their panel (and the panel consists of folks who have been referred by PCP or have self-referred) is active.  

· Ratio of Care Coordinator to BH Clinician

If the clinic is using a model like the one presented in the webinar where the BH Clinician and Care Coordinator are a team responsible for a set of tasks (outreach and engagement, supporting patient self- management, shared care planning, measurement based practice, population based services, and ensuring care coordination) for a percentage of the PCPs patients, then the clinic would have 1 Care Coordinator for each BH Clinician.  Therefore, when starting to build an integrated and coordinated patient-centered clinic, the goal is one Care Coordinator to each PCP.   As the program grows, there will be 1 Care Coordinator to each PCP.

Another model, however, is to create criteria for patients receiving Care Coordination.  This would then assume that Care Coordinators can have a lower ratio to the BH Clinician as they will only see the patients on the BH Clinicians caseload meeting that criteria.  For example, patients with housing needs and food insecurity, also get Care Coordination.  This would require more analysis though as there will be some patients with these social determinants of health who do not want BH/need services.  60% of patients per PCP panel needing BH Services is generally accepted.  However, identifying the percentage of patients getting care coordination based on criteria requires the clinic identify those criteria and then screen per those criteria to come up with a formula for ratio of CC to PCP.

· Who is in the systematic case review to assess population needs/adjust plans, how often do these meetings happen and for how long?

Systematic case review meetings generally occur 2x per month and each meeting lasts 1 hour.  Attendees include:  Care Coordinator, BH Clinician, and Psychiatric Consultant.  In general, it is a psychiatrist who leads the systematic case reviews.   This is because psychiatrists get 2 years’ worth of training in doing psychiatric consultation.   In addition, psychiatrist get 4 years of medical training prior to psychiatry training.  However, they would not be led by a BH Clinician because Collaborative Care models that have demonstrated positive outcomes (physical and behavioral health outcomes) have 3 core components: a) psychiatric assessment; b) care coordination and behavioral health treatment for symptom monitoring, treatment, and care coordination; c) specialist provided stepped care recommendations that commonly include medication adjustments.  If patients rise to the level of needing a systematic case review, it is generally for those with psychiatric disorders who are not progressing toward their goals.  If the Care Coordinator, in preparing for a systematic case review meeting, reviews serial assessments and believes that the recommendations needed include physical health, a PCP can be asked to provide Medical Consultation.  

Question 2: So, are they providing care coordination and/or management to ALL diabetics or just for those with A1C >9?  What does PRIME require?


The PRIME DY 12 criteria for individuals getting assigned a care coordinator is in the midst of re-evaluation. For DY 11, it was anyone 18-75 with Diabetes. For DY 12, under consideration are criteria that incorporate physical health, mental health and/or substance use disorder diagnoses. We anticipate these changes being made public at the time of the January Reporting Manual publication.
When building an integrated care coordination program, clinics should consider these expanded criteria.  In the Collaborative Care models, patients who screen positive for specific mental health disorders, depression, and anxiety (whether or not they meet criteria for SMI) get care coordination and treatment.  Since the goal of the PRIME behavioral health and primary care integration project is Care Coordination and Behavioral Health Integration, as clinics are developing their program, and in light of the possible changes in the PRIME specs, they should consider adding mental health and/or substance use disorders to their criteria.  

Question 3: Are you saying that anyone with DM needs to be assigned a CC, even if well controlled?  For instance, with A1c of <7? 

See above comment about the changes under consideration. If the patient has well controlled diabetes, no other chronic physical health conditions AND does not screen positive for mental health and/or substance use disorders, then they do not need to have a Care Coordinator assigned.  It is important to remember that the goal of the PRIME project is NOT just care coordination but care coordination in a clinic with behavioral health integration.  So the target population is not just individuals with chronic physical health condition but also those with a mental health and/or substance use disorder.
Question 4: Are there any good algorithms available for how to assign these people? esp. in light of the PRIME metrics.  I am thinking about 2.3 also.  Specifically, who to assign to the RN-CM, Clinical therapist or care coordinator (MA, LVN, BHS)
This is likely a more global question for future consideration, thx

See answers to Question 1 for algorithms.   We will go into the assignment question in greater detail at a webinar related to integrated complex care in our next series of webinars.  However, the quick answer:

· [bookmark: _GoBack]As an integrated team with a RN-CM, Clinical Therapist, and Care Coordinator, the caseload can range from 150-160 (assumes that some patients will be new with higher needs and others are on maintenance contact.  It also assumes that there are criteria established for discharge from the ICC team and routine meetings to assess readiness for discharge).   The RN Care Manager is the single point of access.  That individual will have a caseload that ranges from 65-80 depending on patient needs.  That individual will assign patients to the Clinical Therapist whose primary issues are behavioral health-based on screening- AND they need/want behavioral health treatment.  Their caseload will also range from 65-80.  The Care Coordinator is an extender of both the CM and the CL so they will not carry a caseload but be available to support CC needs of the CM and the CL.  
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