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POSITION PAPER ON:

BUILDING AN OLDER ADULT SYSTEM OF CARE

Approved by the CMHDA Governing Board on

June 18, 2003

CMHDA must take a proactive role to ensure the development of older adults in keeping with the CMHDA Framework adopted in 2001.  To that end, several recommendations are presented, followed by background information and supporting statistics.   

Target Population

The OASOC service population includes persons 60 years and older, who, due to a mental disorder, have a reduction in personal or community functioning, and are best served in the public specialty mental health system.  This includes persons with co-occurring disorders who have primary diagnoses of mental illness. 
Services will be provided until the individual recovers or no longer accepts services, or until client outcomes would be better served outside the public specialty mental health system. 

Older Adults who meet the following target population definition are eligible to receive mental health services funded by realignment from county mental health departments (as contained in the Welfare and Institutions Code Section 5600.3):  

· A person who has a serious mental disorder who also meets the following criteria:

· Diagnosis of a mental disorder as identified in the most recent edition of the DSM, other than a substance abuse or developmental disorder or acquired traumatic brain injury unless that individual also has a serious mental disorder as defined in the statute.

· As a result of the mental disorder, the person has substantial functional impairments or symptoms, or a psychiatric history demonstrating that without treatment there is an imminent risk of decompensation to having substantial impairments or symptoms, and 

· As a result of a mental functional impairment and circumstances the person is likely to become so disabled as to require public assistance, services, or entitlements.

· A person who requires or is at risk of requiring acute psychiatric inpatient care, residential treatment, or outpatient crisis intervention because of a mental disorder with symptoms of psychosis, suicidality, or violence, and

· A person who needs brief treatment as a result of a natural disaster or severe local emergency.

Mental health services are also funded through Medi-Cal.  To be eligible for services reimbursed through Medi-Cal, Medi-Cal beneficiaries must meet the medical necessity criteria, which are described in Title 9, Chapter 11, Section 1830.205.  The complete medical necessity definition is provided in Appendix A. 2
Recommendations

1. CMHDA is committed to the principle of providing adequate, culturally and linguistically competent mental health services to older adults.  As resources allow, a percentage of all Mental Health services is to be earmarked for direct services to Older Adults.

2.  CMHDA will advocate for Medicare reimbursement parity for specialty mental health services.

3. CMHDA will advocate for adequate funding and the development of Federal waivers that demonstrate cost savings to allow Medicare reimbursement for community services including mental health services, such as: case management, housing, psychotherapy in non-clinical settings, day treatment and rehabilitation services.

4. CMHDA will develop service models that demonstrate collaboration, and will advocate for legislation that eliminates barriers to collaboration among systems and agencies towards cost effective, coordinated systems of care.

BACKGROUND
CALIFORNIA’S OLDER ADULT POPULATION

The 2000 Census showed that, in California, just over 14% of the population are aged 60 or older. In general California's older adult population, age 60 and over, is not only growing but is getting older and is expected to reach its peak some time around 2030 as the oldest of the baby boomers reach 85, while the youngest reach 65.  The characteristics of the older adult population for the next 7 to 40 years are:

· By 2010, 1 in 5 Californians will be age 60 or over. 

· The number of Californians age 60 and over is projected to grow 154% over the next 40 years.

· The influence of the 60 and over age group on California is expected to emerge most strongly over the next 17 years.  
· Between 2000 and 2030, minorities over age 60 will increase by 350%.

· With 3.3 million residents age 65 and over, California is home to the largest elderly population in the country, 10% more than Florida, which has the next greatest number. And while the rest of the country is also aging, the rate in California is far outpacing the national average for a number of reasons, according to state demographers:

· California already has a proportionately larger share of people in their 40s than other states, and those people will be at or near retirement age within the next 20 years.

· Californians also have a longer average life expectancy than residents of other states.  This inherently boosts California's retirement population in comparison to other states. And, because of California's mild climate, there is migration into the state by retirement-age people, according to the demographics unit of the state Department of Finance.

· Today, 1 in 77 Californians are more than 85 years old (the "oldest old"); that number will grow to 1 in 62 in 2010 and 1 in 34 by 2030. 

· The "oldest old" age group in California since 1950 had an average increase of less than 100,000 every 10 years.  But starting in 2000, the rate of increase is accelerating so that the average will be about 300,000 every ten years by 2030.  Just about every county in the state is being impacted and will be impacted by the growing number of residents over age 85.  And counties can expect to experience even higher growth rates after 2020. 3
BARRIERS TO CARE &

PREVALENCE OF MENTAL HEALTH DISORDERS IN OLDER ADULTS

Major barriers currently hinder the delivery of adequate mental health services to older adults, and these barriers will only become more pronounced as the number of older people dramatically increases in the coming decades.  Almost 20% of those who are 55 years and older experience specific mental disorders that are not part of "normal” aging.4 The most common mental health disorders treated within the California by the Department of Mental Health are schizophrenia and other psychotic disorders; mood disorders including depression and bipolar disease; anxiety disorders and adjustment disorders.   Within California, older adults account for about 2 % of dollars spent for all mental health services. 5
Barriers to care include fragmentation of services among public and private mental health service providers, physical health providers, and social services.  A senior or family member often has multiple contacts with a variety of providers before accessing appropriate mental health services.  Multiple public and private health insurance plans, disparate and unreliable funding streams, multiple entry points, multiple third part payors, and an incomplete patchwork of state and local laws and policies that are frequently in conflict add to this difficulty.  Additionally, there are cultural and linguistic barriers that ethnic populations and their families encounter in seeking mental health services. 6
Dementia disorders are not included in the Medi-Cal medical necessity target population.  However, the California State Department of Mental Health cooperates with the Department of Health Services in providing assessment of individuals with apparent cognitive deficits such as displayed by dementia disorders, including Alzheimer’s through use of the Pre-Admission Screening And Residential Review (PASARR). Nationally, the prevalence of this diagnosis grows with age from over 1.4% for older adults under age 70 years to 25% for those over age 85 years.7

OLDER ADULT WORKFORCE ISSUES 

There are national shortages of health and social service professional and paraprofessional personnel who have expertise in providing geriatric mental health care.  For example, presently, there are 200-700 geropsychologists and 2,425 board-certified geriatric psychiatrists nationally.  Less than 5 percent of members of the National Association of Social Workers identify their primary focus of practice as Aging. Surveys suggest that 53 percent of graduate social work programs have no fieldwork faculty in aging and 21 percent have no classroom faculty. 8

FUNDING STREAMS

MEDICARE

Currently, Medicare mental health benefits include the following: 

· Inpatient psychiatric care.  Coverage is limited to 190 days (lifetime) 

· Outpatient psychotherapy requires a 50% co-payment, while a 20% co-payment is required for medical management, diagnostic services and professional services for evaluation. 

· Partial hospitalization is a structured program of intensive services for those in acute psychiatric distress who would be hospitalized without these services.  Certification by a physician is required. 9
The most important gaps in Medicare’s mental health benefits include the following:

· Lack of prescription drug coverage.  The new generations of medications represent a major advancement in treatment technology for the mental health field.  Some Medicare managed care and Medigap plans cover prescription drugs, but many beneficiaries have no prescription drug coverage. The President’s proposal to create a prescription drug benefit under Medicare would address this issue. 

· Differences in co-payments.  A 50% co-payment is required for beneficiaries who use outpatient psychotherapy services, while only a 20% co-payment is required for most other outpatient health services.  The Centers for Medicaid and Medicare Services (CMS) estimates that 33% of Medicare beneficiaries have secondary coverage for this additional co-insurance from Medigap or Medicaid plans.

· Limited coverage of community-based services.  Community care programs such as crisis or assertive community treatment teams, psychosocial rehabilitation, wrap-around services, or intensive case management for persons with severe mental illnesses are not covered under Medicare.  These types of care coordination approaches have been successful in helping older adults remain in their own homes and preventing them from being inappropriately admitted to costly institutions.  

· Medicare has a limit of 190 lifetime days for inpatient treatment in specialty psychiatric hospitals.  This is not an absolute limit on inpatient care, since beneficiaries exceeding the 190 days in specialty hospitals could access inpatient care in general hospitals, but this limit can disrupt continuity of care and may not be appropriate to every patient’s needs. 10
MEDI-CAL AND WAIVERS

Those mandatory Medicaid (Medi-Cal) services most relevant to the mental health of older persons are described below:

· Nursing facility services for those age 21 and over include skilled nursing care, rehabilitation services, and health-related services.  The facility must maintain an on-going program directed by a qualified professional designed to meet the physical, mental, and psychosocial well-being of each resident as well as treatment required by mentally ill and mentally retarded residents not otherwise provided for by the state, and

· Home health services for individuals entitled to nursing facility services.  Services must be provided at a recipient’s place of residence and must be ordered by a physician and reviewed every 60 days.  These services include nursing and home health aide services provided by a home health agency and medical supplies or equipment suitable for use in the home.  Note: Does not usually include mental health services. 11
MEDICAID (MEDI-CAL) OPTIONAL SERVICES MOST RELEVANT TO MENTAL HEALTH INCLUDE:

· Rehabilitation services may be provided in any setting and generally includes mental health services such as individual and group therapies; psychosocial services; and physical, occupational, and speech therapies.  These benefits must be recommended by the physician;

· Targeted case management services assist an individual to gain access to needed medical, social, educational and other services.  These services enable States to reach beyond the bounds of the Medicaid program to coordinate a broad range of activities and services, for example housing or legal services.  States must submit a separate plan amendment for each target group being served;

· Institutions for mental diseases (IMDs).  States may provide optional coverage for those 65 years of age or older who are in hospitals or nursing facilities that have inpatient facilities of 16 or more beds and a patient roster consisting of more than 51% severe brain disorders by primary admitting diagnosis.  This means that a facility that qualifies as an IMD may receive a higher reimbursement rate if the state in which it is located chooses to provide this benefit;

· Personal care services are provided to individuals who are not inpatients or residents of a hospital, nursing facility, or institution for mental disease. They are most often related to performance of activities of daily living or instrumental activities of daily living; for example, eating, bathing, light housework or medication management. They must be authorized by a physician and be provided by a qualified individual;

· Home and community-based services (HCBS). States may request waivers of certain Federal requirements in order to develop Medicaid financed community-based treatment alternatives.  Federal regulations permit HCBS programs to cover services for specific groups rather than for all Medicaid beneficiaries; for example, the elderly, persons with physical disabilities, the developmentally disabled, mentally retarded, or those with mental illness.  Furthermore, waivers allow states to cover Medicaid services that the state has not otherwise elected to make available under the state’s Medicaid plan; to cover services on less than a statewide basis; or to cover additional services that are not within the scope that a state could otherwise elect to include in its Medicaid program. With the approval of CMS, states create their own package of HCBS for persons who would otherwise be in an institution without these services.  

· In a waiver program developed for the elderly, a person would have to be 65+, certified as needing the level of care in a nursing home, and meet income eligibility criteria set by the State which may be up to 300% of the Supplemental Security Income (SSI) requirement.  There are currently over 240 HCBS waiver programs.  All states have waiver programs for the elderly, but the services included vary by each state.  Services may include case management, personal care, respite care, adult day health services, homemaker/home health aide services, habilitation, and other services.  The law also permits day treatment or other partial hospitalization services, psychosocial rehabilitation services, and clinic services (whether or not furnished in a facility) for individuals with chronic mental illness. 12
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APPENDIX A

Medical Necessity Criteria are described in Title 9, Chapter 11, Section 1830.205.  Medical Necessity Criteria for MHP Reimbursement of Specialty Mental Health Services.

     (a) The following medical necessity criteria determine Medi-Cal reimbursement for specialty mental health services that are the responsibility of the MHP under this subchapter, except as specifically provided.

     (b) The beneficiary must meet criteria outlined in (1), (2), and (3) below to be eligible for services:

     (1) Be diagnosed by the MHP with one of the following diagnoses in the Diagnostic and Statistical Manual, Fourth Edition, published by the American Psychiatric Association:

 
(A) Pervasive Developmental Disorders, except Autistic Disorders


(B) Disruptive Behavior and Attention Deficit Disorders


 (C) Feeding and Eating Disorders of Infancy and Early Childhood


(D) Elimination Disorders


(E) Other Disorders of Infancy, Childhood, or Adolescence


 (F) Schizophrenia and other Psychotic Disorders


(G) Mood Disorders


(H) Anxiety Disorders


(I)  Somatoform Disorders


(J) Factitious Disorders


(K) Dissociative Disorders


(L) Paraphilias


(M) Gender Identity Disorder


(N) Eating Disorders


(O) Impulse Control Disorders Not Elsewhere Classified


(P) Adjustment Disorders


(Q) Personality Disorders, excluding Antisocial Personality Disorder

      (R) Medication-Induced Movement Disorders related to other included diagnoses.

      (2) Must have at least one of the following impairments as a result of the mental disorder(s) listed in subdivision (1) above:


      (A) A significant impairment in an important area of life functioning.

      (B) A probability of significant deterioration in an important are of life functioning.

      (C) Except as provided in Section 1830.210, a probability a child will not progress developmentally as individually appropriate. For the purpose of this section, a child is a person under the age of 21 years.

      (3) Must meet each of the intervention criteria listed below:


(A) The focus of the proposed intervention is to address the condition identified in (2) above.


(B)
The expectation is that the proposed intervention will:

1. Significantly diminish the impairment, or

2. Prevent significant deterioration in an important area of life functioning, or

3. Except as provided in Section 1830.210, allow the child to progress developmentally as individually appropriate.

(C) The condition would not be responsive to physical health care based treatment.

(c) When the requirements of this section are met, beneficiaries shall receive specialty mental health services for a diagnosis included in subsection (b)(1) even if a diagnosis that is not included in subsection (b)(1) is also present. 







