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Protocol 

This protocol includes details regarding:  

· Potential Patient/Client (Individual) Selection
· Treatment Planning Process

· Reimbursement

· Evaluation
Each of these elements will be discussed in detail below.

Potential Patient/Client Selection 

1. MH/SUD partner staff will identify individuals who have indicated they are receiving primary care services at the partner CHC by asking them to identify their primary care clinic.  MH/SUD partner staff will request a release of information from the individuals who indicate that they are patients at the CHC, in order to contact the CHC and begin coordinating care.  The Release of Information included as Attachment A shall be used for this purpose.

2. MH/SUD partner staff will contact CHC staff to review which of the identified individuals are on the panels of the participating PCP’s and generate a confirmed list of shared patients/clients.  Individuals who have seen their PCP in the last year will be considered active patients and asked to participate in this project.  
3. A designated staff person typically from the MH/SUD partner will meet with identified individuals to explain the goal of the pilot which is to coordinate care between behavioral health and primary care providers in an effort to improve the quality of care and overall health of the individual participating, and will ask the individuals for their consent to participate in this project.  The Consent to Participate included as Attachment B shall be used for such purposes.
4. Individuals who are selected to participate in the project, as outlined above, will be assigned a Patient/Client ID by the MH/SUD partner in order to de-identify any documentation sent to CCC related to the evaluation of the pilot.  MH/SUD partner staff will keep a master list of names and assigned numbers. 
Shared Treatment Planning Process
1. After the initial list of participating individuals has been confirmed, designated MH/SUD and staff CHC will talk by phone to review the list of participating individuals and determine when to meet (by phone) and who will be reviewed at the next meeting.  

2. MH/SUD partner and CHC staff will fax one another their current information regarding diagnoses, current problem list/treatment goals, current medication list, the most recent lab results for review prior to the Shared Treatment Planning phone meeting to review and reconcile information.  

3. At the agreed upon time, MH/SUD and CHC staff will talk and review and reconcile and all the information shared, and determine any follow-up tasks as a result of the review.  While on the phone, MH/SUD and CHC staff person will complete the Findings and Recommendations portion of the form together, noting any new information or follow-up items. The final portion of the phone call will be a review of the form for consistency between the two sites, and determine when the next review will take place for that individual.

4. After the call, the Findings and Recommendations section of the Shared Treatment Planning Form, included as Attachment C, will be reviewed internally by the appropriate MH/SUD and CHC staff for relevant changes and additions.  Any action items generated by this internal review will be noted as Additional Recommendations on the Shared Treatment Planning Form, and shared with staff at the partnering agency via a follow-up phone call or at the next Shared Treatment Planning meeting depending on the urgency and timeframe for the next meeting.    

Note – the process outlined above is to be completed by qualified staff.  For the purpose of this project, “qualified staff” are defined as staff who are qualified to retrieve, understand, and share relevant treatment information with other qualified staff from the paired behavioral health or primary care organization, and can then share this information with the respective treating physician or provider, and can this enter this information in the patient/client’s permanent chart.  
Evaluation  

Providers and relevant staff at both MH/SUD partner and CHC organizations will be surveyed during and after the pilot in order collect information including expectations for the project, desired results, satisfaction with the process, and feedback for improvements.  

Attachment A


AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION
	I. PATIENT/CLIENT

	Last Name: Click here to enter text. 
	First Name: Click here to enter text.
	Middle Initial: enter here.

	Address: Click here to enter text.
	City/State: Click here to enter text.
	Zip Code: enter here.

	Telephone Number: enter here.
	SSN: Click here to enter text.
	Date of Birth: enter here.

	THE FOLLOWING ORGANIZATIONS ARE AUTHORIZED TO RELEASE and/or RECEIVE INFORMATON:

	☐ Family Recovery Center (Mental Health Systems) 

☐ Council of Community Clinics 
	☐ VCC (Vista Community Clinics  

	THE FOLLOWING INFORMATION IS TO BE DISCLOSED: (PLEASE CHECK)

	☐ Current Diagnoses

☐ Active Problem List (primary care)

☐ Current Treatment Goals (AOD)
	☐ Current Medications 

☐ Lab Results

☐ Ongoing Treatment Strategies

	Sensitive Information: I understand that the information in my record may include information relating to sexually transmitted diseases, acquired immunodeficiency syndrome (AIDS), or infection with the Human Immunodeficiency Virus (HIV). It may also include information about mental health services or treatment for alcohol and drug abuse. 

	Right to Revoke:  I understand that I have the right to revoke this authorization at any time. I understand if I revoke this authorization I must do so in writing. I understand that the revocation will not apply to information that has already been released based on this authorization.

	Photocopy or Fax: I agree that a photocopy or fax of this authorization is to be considered as effective as the original.

	Redisclosure: I understand I have authorized the disclosure of my health information and California law generally prohibits recipients of my health information from re-disclosing such information except with my written authorization, or as specifically required or permitted by law. 

	Other Rights:  I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I do not need to sign this form to assure treatment. I understand that I may inspect or obtain a copy of the information to be used or disclosed, as provided in 45 Code of Federal Regulations section164.524.

	A. SIGNATURE OF INDIVIDUAL OR LEGAL REPRESENTATIVE

	Signature: 
	Date: Click here to enter text.

	The above signed authorizes the behavioral health practitioner and the physical health practitioner to release the medical records and Information/updates concerning the patient. 

	Expiration: Unless otherwise revoked, this authorization will expire on the following date, event, or condition:  


If I do not specify an expiration date, event or condition, this authorization will expire in one (1) calendar year from the date it was signed, or 60 days after termination of treatment.


	B. VALIDATION OF IDENTIFICATION 

	Signature of Staff Person: 
	Date: enter here.


Attachment B


CONSENT TO PARTICIPATE

	II. CLIENT/PATIENT

	Last Name: Click to enter name.
	First Name: Click to enter name.
	Middle Initial: enter here.

	Address: Click to enter address.
	City/State: Click here to enter.
	Zip Code: enter text.

	Telephone Number: Click to enter here.
	SSN: Click here to enter text.
	Date of Birth: enter here.

	Purpose of Pilot:  I understand the purpose of the Blue Shield Shared Treatment Pilot is to coordinate care between behavioral health and primary care providers in an effort to improve the quality of care, and overall health of the individuals participating.  I understand the coordination of care will involve the sharing, comparing and reconciling of records between my behavioral health and primary care providers.     

	Right to Revoke:  I understand that I have the right to revoke this consent at any time. I understand if I revoke this consent I must do so in writing. I understand that the revocation will not apply to information that has already been released based on this consent.

	Expiration: Unless otherwise revoked, this consent will expire on the following date, event, or condition:  
If I do not specify an expiration date, event or condition, this consent will expire in one (1) calendar year from the date it was signed, or 60 days after termination of treatment.

	A. CONSENT OF INDIVIDUAL

	Signature:


	Date: Click here to date.

	By signing above I consent to participate in the Blue Shield Shared Treatment Planning Pilot.  

	VALIDATE SIGNATURE

	Signature of Staff Person:
	Date: Click to enter date.


Attachment C


Client Number: enter age.  Completed By:  enter name.   Organization: ☐NCHS ☐NCMH

Instructions Step 1:  In preparation for Shared Treatment Planning, designated staff at both agencies will gather preliminary information related to the topics listed below and share it with the partnering agency.   

· Most Current Contact Information [phone number(s)]

· Diagnoses

· Active Problem List ( primary care) / Treatment Goals (mental health)

· Current Medication List 

· Most Recent Lab Results

· Treatment Challenges: Are there challenges you’ve identified working with this individual?  Have you identified strategies that work well to overcome these challenges, or would you like to brainstorm potential strategies with your partnering agency? 

 Step 2 instructions: After the information has been shared designated staff at both agencies will review the information by phone and complete the Shared Treatment Planning - Findings and Recommendations section below: 

	Shared Treatment Planning Findings and Recommendations

	Updated Contact Information

	☐ Addition Changed Noted? If so, enter new information below:  

 Click here to enter text,    Click here to enter text,    Click here to enter text.

	Active Problem List/Treatment Goals

	☐ Active Problem List/Goals Shared 

☐ Addition Changed Noted? If so, enter new information below:  

Click here to enter text , Click here to enter text , Click here to enter text.

	Medications

	☐ Medication Lists Reconciled  

☐ Addition Changed Noted? If so, enter new information below:  

 Click here to enter text , Click here to enter text , Click here to enter text


	Labs

	☐ Current Lab Test Results Labs results reconciled?

☐ Addition Changed Noted? If so, enter new information below:  

Click here to enter text. Click here to enter text. Click here to enter text.
Are Lab Tests Needed Currently?   ☐  Yes     ☐  No      

If yes, who will order/perform?   ☐ PC    ☐ MH

If Yes, What Tests? Click here to enter text. Click here to enter text. Click here to enter text.
If all lab tests are current, when will they be needed next? Click here to enter text.
What tests will be needed then? Click here to enter ,  Click here to enter , Click here to enter

	Treatment Strategies 

	Has either organization identified strategies to assist with the challenges noted in Part A? 

☐ Yes    ☐ No   If so, what might you share about using such strategies?  Click here to enter text.

	Recommendations

	Agreement regarding Lab Test? (check one):

☐ Perform labs/tests at each site and share results

☐ All labs/tests to be done by PCP and share results

☐ All labs/tests to be done at Mental Health clinic and share results

	Agreed date for next Shared Treatment Planning meeting______________________

Agreed frequency for future meetings, if known: 

☐ Weekly

☐  Monthly

☐  Bimonthly

☐  Quarterly

	Other Click here to enter text.

	Additional Recommendations as a Result of Internal Review

	Visit Intervals recommended by PCP: Click here to enter text.   

☐ check if patient/client is overdue for a visit

	Other Click here to enter text.
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