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. EXECUTIVE SUMMARY

Since the efforts of Dorethea Dix in the mid 1800’s, government, be it state or county; has taken
responsibility for the care and treatment of the most vulnerable in society — people with mental
illness. Providing for this population has evolved through the years from largely institutional
care in state facilities, to a system of support and rehabilitation in community settings. These
later approaches coupled with new medications and treatment protocols have enabled many
people with mental illness to lead satisfying lives in communities of their choice. Despite the
gains made in recognizing and treating mental illness, planning, organizing, funding and
delivering quality mental health care remains a difficult challenge for most governments to
achieve.

In late 1997, The lowa State Mental Health Planning Council sought to address this challenge by
calling for the study and evaluation of lowa’s public mental health system. The Council, in
cooperation with the lowa Department of Human Services, developed a request for proposals to
conduct an evaluation focusing on how the lowa system of public mental health care compares to
other state and county systems. This report details the results of that study.

Like most public systems, lowa’s system of public mental system is in transition. Over the last
several years, new legislation, new funding, the advent of Medicaid managed behavioral
healthcare have placed new demands and expectations on the lowa system. While some of these
initiatives have resulted in improvements in care, others have resulted in the closing of some
community mental health centers, battles over legal settlement; and confusion over the roles and
responsibilities of state and county government.

This evaluation has found that in many ways lowa’s mental health system compares favorably to
those found in other states. Readmission rates at the state’s mental health institutes are lower
than some states, inpatient length of stays under the Mental Health Access Plan (MHAP) are
low, and many of the state’s county mental health systems have developed innovative services
and programs. However, the evaluation has also found that lowa’s system of public mental
health care is stymied by many organizational and financial considerations. These include
multiple systems of care; multiple funding streams; a limited statutory requirement to provide
community based care; limited state funding; heavy reliance on property taxes at the county level
to fund care; and the lack of a shared vision among stakeholders and constituents. These issues
have created a climate of animosity and mistrust among these stakeholders.

To address these issues, the evaluation recommends a series of new initiatives designed to
streamline the organization and funding of mental health services in lowa, and initiatives that
will address service gaps which may exist in the current system of care for children and
adolescents, and adults. Specifically, the evaluation recommends the following:



A

10.

11.

12.

System Improvements
Increase the state’s contribution to funding the mental health system to provide certain levels

of property tax relief to Counties and to support development of a required minimum set of
services across the state.

Retain the local administration of mental health services for the indigent.

Change the mental health statutory requirement to include a community based mental health
service system with a minimum set of services that must be provided for adults with a serious
mental illness and children and adolescents with serious emotional disturbance.

Simplify the eligibility system for people with serious mental illness by requiring counties to
serve all eligible residents without reference to legal settlement.

Establish incentives for counties to collaborate in providing community based mental health
services.

Encourage counties and county collaborations to develop the capacity to compete for future
integration of Medicaid and other mental health funding sources.

End financing that encourages over-utilization of the state mental health institutes.

Clarify the role of the state in the mental health system to focus on allocating resources,
setting standards, evaluating performance, and promoting quality improvement. Organize
the structure of state staff to correspond to these functions.

Establish a minimum set of performance measures that all public mental health systems of
care must collect and report.

Utilize benchmarking data to track system performance and to focus on particular areas of
the lowa system that needs improvement.

Encourage consumer and family participation in the governance and oversight of the
state/county mental health system.

Provide technical assistance and support for meeting the needs of special populations,
including the elderly and those with a dual diagnosis of mental illness and substance abuse.

Medicaid Improvements

Integrate Psychiatric Mental Institutions for Children with other Medicaid funds.
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2. Expand utilization and enrollment in the Medicaid system for adults and children with
mental illness to increase access to mental health services and maximize Federal Financial
Participation (FFP).

3. Improve access to long-term and rehabilitative services by adding the Medicaid
Rehabilitation Option to the state Medicaid Plan.

4. Improve protocols for client referral between the lowa Plan and county administered
services.

C.  Technical Assistance Improvements

1. Better define the technical assistance needs of state and county systems of care to focus on
treatment and service improvements; administrative and management improvements; and
systems improvements.

2. Foster system-wide ownership of improvement initiatives by developing a collaborative
model for delivering technical assistance.

Implementing these recommendations will not be easy. The difficulty lies in that these
recommendations seek fundamental change in way the current system of care in lowa is funded
and administered.  These types of change will require new appropriations, as will
recommendations that seek to ensure that a minimum level of community care is available for
children and adults across the state.

Government provision of mental health care has come a long way from the days of Dorethea
Dix. By implementing these recommendations, lowa can realize its long awaited goal of
creating a cost effective, accessible and quality system of mental health care for its most
vulnerable citizens.

The Technical Assistance Collaborative, Inc.

December 1998
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Il. INTRODUCTION

In December of 1997, the lowa State Mental Health Advisory Planning Council through the
Department of Human Services (DHS) engaged the Technical Assistance Collaborative, Inc.
(TAC) to undertake an evaluation of lowa’s public mental health service system. The
purpose of the evaluation was to assess the performance of lowa’s mental health system in
relation to current standards, benchmarks and best practices found in public mental health
systems in the United States. The evaluation had four key components:

Task One Identification of Performance Indicators, Benchmarks and Best Practice
Areas;
Task Two Assessment of lowa’s Performance in Relationship to Performance

Benchmarks and Best Practices;

Task Three Identification of Technical Assistance Needs and Strategies to Improve
lowa’s Performance in Relationship to Benchmarks; and

Task Four Preparation of a Final Report and Recommendations.

TAC previously submitted reports summarizing Tasks One, Two, Three, and draft
recommendations. This Final Report integrates the contents of all these documents,
completing Task Four.

A.  Purpose of This Report

The State Mental Health Planning Council charged TAC to evaluate lowa’s entire system of
public mental health services as a whole. Thus, the scope of this project included: lowa’s
Medicaid behavioral health managed care program; portions of the Medicaid mental health
system that operate outside the managed care program (such as Psychiatric Medical
Institutions for Children); community and institutional mental health services managed by
lowa’s counties; and those children mental health services that are managed by the
Department of Human Services in collaboration with decategorization boards. This
required that the roles of the administrative bodies, including the Department of Human
Services, the managed care organization contracted to managed Medicaid behavioral health
services, ninety-nine counties, thirty-seven decategorization boards, seventeen human
service administrations, and four state hospitals be considered. In addition, school systems
and Area Educational Agencies that play important roles in children’s mental health and
related services were included as system stakeholders. The evaluation was to include:

¢ Quantitative data on the structure of lowa’s mental health system and evaluation of key
indicators of its performance;

Technical Assistance Collaborative, Inc.
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e Qualitative data collected through the perceptions and opinions of consumers and
families and other key system stakeholders.

The Council charged TAC to develop criteria for the evaluation by seeking benchmarks for
significant measures of performance of public mental health systems from other states and
counties, and by identifying national and lowa specific best practices in mental health
service administration and provision. TAC then analyzed lowa’s performance with respect
to these criteria and identified barriers that impede the delivery of mental health care in
lowa and opportunities for improvement. The team considered how to take advantage of
those opportunities to most effectively address problems, and what technical assistance the
state would need in order to do so.

B.  Project Approach

Upon receipt of a contract from the lowa Department of Human Services, TAC assembled a
team of evaluators with considerable experience in the organization, financing and delivery
of public mental health services. Led by Martin Cohen and Richard Dougherty, the
evaluation team has made a number of trips to lowa to interview key informants and
conduct focus groups with stakeholders. In addition, the team reviewed documents and
available data on lowa’s mental health system, and gathered information and relevant
research to provide performance benchmarks and best practices to use as standards for this
evaluation.

For Task Two, the team surveyed Central Points of Coordination (CPC’s), Human Service
Area Administrators (HSAA'’s), and Special Education Directors of Area Education
Administrative (AEA) offices, asking them to rate different aspects of the current system.
The team also compared lowa’s mental health system to mental health systems of other
states and counties on certain performance indicators, to the extent that available data
allowed. Completion of Tasks Three and Four drew upon this body of work to identify
barriers and opportunities specific to lowa’s mental health system, and to identify lowa’s
technical assistance needs. The Evaluation Team shared its findings and recommendations
in regular meetings throughout the project with the Oversight Committee. In addition, the
Team Leaders presented the conclusions of each report to the Committee. The reports were
then refined and further developed to incorporate the Committee’s input.

C. Organization of the Report

Section 11 of this report describes the methods used to collect the data needed for this
project. Our stakeholder and key informant data collection included structured interviews
with key stakeholders, focus groups, and the survey of administrators concerned with the
local mental health system. We also describe how we sought and analyzed performance
data for benchmarking lowa to other mental health systems and for comparing lowa county
systems to each other. Finally, we conducted an extensive review of the literature regarding
the practice of mental health treatment for information about best practices.
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Section IV provides a description of lowa’s current mental health system as it was
organized during the period of this project, including the Medicaid system of care, the
state/county system of care for adults with mental illness, and the children’s mental health
services provided through the decategorization system.

Section V contains our findings from Tasks One, Two, and Three. First we describe what
we learned from our lowa informants through interviews, focus groups, and our survey.
This is followed by our analysis of performance benchmarking data comparing lowa’s
overall system to other state and county systems, and analyzing variation between counties
within lowa. The next section describes best practices of relevance to lowa. The final
section summarizes the organizational, financial, legal, and political issues that serve as
barriers to the improvement of lowa’s mental health system.

Section VI provides an overview of strategic opportunities available to lowa to improve its
mental health service system. This is followed by our detailed recommendations for
fundamentally restructuring lowa’s state/county mental health system, and for addressing
problems in its Medicaid mental health system. These recommendations also describe what
kinds of technical assistance will be needed as part of these improvement initiatives and
suggests a model for delivering technical assistance. Section V11 is a brief conclusion.

Technical Assistance Collaborative, Inc.
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I11. METHODOLOGY

TAC sought input from a wide variety of system stakeholders from the beginning of the
project both to identify issues of concern and to discover what they considered to be the
strengths and weaknesses of the system in order to focus the evaluation. Simultaneously,
TAC consultants interviewed key informants and identified key documents and data needed
to understand how lowa’s complex mental health system operates. This information was
collected from structured interviews and focus groups, using the methods described in
Sections A and B. TAC also administered a survey to local system administrators that
provided data on their perceptions and preferences that could be analyzed by type of
community (rural or urban) and by type of respondent, as described in Section C.

This data on stakeholder perceptions was complemented by comparing lowa to other states
and counties, using a variety of performance measures. This effort raised a number of
methodological issues described in Section D. Finally, TAC’s approach to identifying
relevant best practices in mental health service and administration are described in Section
E.

A. Interviews

Key informant interviews were held during January and February of 1998. In all, 33 key
informants were interviewed using a standard set of interview questions developed for this
project. Each informant was sent a confirmation letter with the questions at least three days
prior to the interview. The questions requested informants to recommend the primary goals
for the evaluation, indicate how the evaluation could help them, and identify major
problems or opportunities for improvement in lowa’s mental health delivery system. The
full text of the questions is included in Appendix 1.

Interviewers attempted to adhere to these questions as much as possible, but by the very
nature of these interviews, broader areas and topics were explored depending upon the
knowledge or area of expertise of the interviewee. All those interviewed were told that their
answers would be used to compile findings and observations, but that no specific answer
would be attributed to a specific person. For that reason, no attributions are given to these
observations.

The pool of key informants was developed by the Department of Human Services, Division
of Mental Health and Developmental Disabilities, with suggestions from the project’s
Oversight Committee and the evaluators. A complete list of interviewees is included in
Appendix 2. Interviewees included representatives from the following organizations or
areas:
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Providers

Community mental health centers
Rehabilitation agencies

Guidance centers

Children and family agencies
Homeless services

Supported employment

County Government

CPC Coordinators
lowa State Association of Counties

Mental Health and
Developmental Disabilities
Commission

Members

Department of Human Services
Leadership, Senior
Management and Key Staff

Mental Health and Developmental
Disabilities
Adult, Children and Family

e Medicaid/Mental Health Access Plan

e Economic Assistance

Other State Agencies e Elder Affairs

e Education

e Economic Development

e Juvenile Justice

Advocacy Organizations e Family

e Consumer

Other Interested Organizations | e Child and Family Policy Center

e MHAP Managed Care Vendor

e University of lowa, lowa Consortium
for Mental Health Services, Training
and Research

B.  Focus Groups

Members of the evaluation team conducted five focus groups during the first two weeks of
February. Group members were asked to identify current concerns in the mental health
system, recommend issues that should be addressed in our evaluation, the most important
benchmarks for that system, and ways that the evaluation could be of assistance. Finally,
the groups were asked to consider their vision or wish list for improving the mental health
system.

Some groups were able to discuss particular issues in more detail than others. Some of the
groups did not focus on performance indicators in as much detail as others were able. This
flexible approach allowed discussion and reporting of a breadth of issues for some groups,
but more depth on certain, pressing issues for other groups, hence complementing each
other in the end.

In order to ensure that TAC got a statewide perspective, additional focus groups were
conducted in Council Bluffs, Des Moines, lowa Falls, and Cedar Rapids in May.
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Participants included consumers and families, Central Point of Coordination (CPC)
administrators, and some providers. Given the high representation of CPCs during the
second round of focus groups, discussions tended to focus on the county administrator’s
perspective in regards to the public mental health system in lowa. In addition, consultants
interviewed the Superintendents of all four Mental Health Institutes and some of their staff.
Similar to the first round of focus groups, the themes covered during these focus groups
varied depending on the perspectives of the attendees. A complete list of focus group
participants is included in Appendix 3.

C.  Stakeholder Survey
1. SURVEY CONTENT AND ADMINISTRATION

In an effort to assess the perceptions of key stakeholders regarding the performance of
lowa’s public mental health system against national best practices, a key stakeholder survey
was developed (provided in Appendix 4). TAC prepared a draft survey to the Oversight
Committee for review and comment. After Oversight Committee suggestions were
incorporated, the final survey was sent to all CPCs, HSAAs, and Directors of Special
Education at AEAs to solicit structured feedback through the use of the standard survey
instrument. At the request of Carl Smith of the Oversight Committee, the survey distributed
to AEAs contained an additional section with questions tailored to the knowledge and
experience of these stakeholders and their perceptions about the lowa public mental health
system.

Survey Administration

Respondents were provided instructions (Appendix 5) on how to complete the
survey to ensure consistency. Each respondent was asked to complete only one
survey, answering all questions if possible. Respondents were assured that no
individual responses would be identified in order to encourage candor. Before
distributing the survey, it was evident that certain terms or questions might be
unfamiliar to some of the respondents, particularly Directors of Special Education at
AEAs. To address these issues, Directors of Special Education were encouraged to
pay particular attention to questions 36-42 and 56-62 as these related directly to
mental health services provided to children and adolescents. In addition, all
respondents were given the choice of selecting “N/A” as a response, indicating that
they were unsure about an answer to a particular question, or did not have enough
information to answer the question.

Survey Contents

The survey was organized to correspond to the best practice areas identified as
important in lowa’s mental health system. The topics addressed by the survey are
summarized below. Respondents were asked to rate agreement or disagreement with
a particular statement about lowa’s public mental health system by circling a
response from the following choices: strongly disagree, disagree, neutral, agree,
strongly agree, or N/A (not able to answer the question or by responding to a 5-point
scale specific to the question).
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State/County Relations: Appropriateness and clarity of the roles and
responsibilities of DHS, CPCs, and the State County Management Committee
(SCMC) in the administration and oversight of lowa’s public mental health
system and opinions about the recently promulgated HF 2545 rules (the rules
were in draft form at the time of survey).

Community Empowerment Boards: Initial baseline of the reaction of
stakeholders to the newly passed Community Empowerment Board legislation
pertaining to the delivery of services to children from one to five years of age.

Managed Care for Mental Health Service Provided to Medicaid Recipients: The
impact of the MHAP program on accountability and quality of mental health
care, cost shifting to county funded services, and coordination of care with
county funded services.

Multiple County Collaboration: Opportunities for multi-county collaboration; the
practicality of such collaboration; and the likelihood of pursuing such
collaborative efforts.

Legal Settlement: Efficiency of legal settlement administrative processes, ease of
understanding legal settlement rules, and its impact on the provision of mental
health services.

Eligibility: Respondents’ reactions to the possibility of implementing statewide
standards for consumer financial eligibility for services, and a minimum set of
community based services available to all eligible consumers.

Mental Health Services to Children and Adolescents: Coordination of care,
decategorization, and quality/appropriateness of mental health services provided
to children and adolescents; perception of the degree of availability/access and
appropriateness of utilization of a range of mental health services for children
and adolescents in the respondent county(ies).

Mental Health Services to Adults: Perception of the degree of availability/access
and appropriateness of utilization of a range of mental health services for adults
in the respondent county (ies).

Special Populations and Issues: Diversion from the criminal justice system;
mental health service system coordination the criminal justice system; mental
health services to the elderly; outreach to homeless persons; discharge planning
after an inpatient stay; and family support for children with mental illness.

Consumer and Family Involvement: Participation of consumer and family
members in treatment planning and oversight, evaluation and planning matters
for the local system of mental health care.
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e Coordination with Special Education: Ease of access to the mental health service
system by Directors of Special Education, overall quality, responsiveness, and
adequacy of the service system in the multi-county respondent AEA.

2. SURVEY ANALYSIS

TAC staff tabulated results of the surveys and preliminary summary results were presented
to the Oversight Committee in draft form at their August 5, 1998 meeting. Further analysis
was performed by TAC staff to verify the results. TAC also stratified the results of the
analysis for urban and for rural areas, and by type of respondent. If a single or multi-county
CPC area population was greater than 30,000 persons according to most recent U.S. Census
estimates, it was classified as urban, with all others classified as rural. Respondents were
classified as CPCs, HSAAs and AEAs.

D. Performance Benchmarking
1. PERFORMANCE DATA

Collection of performance data on other mental health systems of care was unexpectedly
challenging. Despite the prominence of important health data collection initiatives such as
the Health Plan Employer Data and Information Set (HEDIS), developed by the National
Committee on Quality Assurance (NCQA), and the mental health focused Performance
Measures for Managed Behavioral Healthcare Programs (PERMS), developed by the
American Managed Behavioral Healthcare Association (AMBHA), and the measures
included in the Mental Health Statistics Improvement Project (MHSIP), developed by the
Substance Abuse and Mental Health Services Administration (SAMSHA), many state and
county systems have not yet developed the capacity to produce the needed data.

TAC contacted state and county mental health administrators to request available data on
the performance of their own systems of care. A full list of states and individuals contacted
is provided in Appendix 6. We were surprised at the difficulty in getting data from states
and counties. Many of those that did provide data expressed strong reservations about the
validity of that data. The data that we were therefore able to obtain had significant
limitations:

e First, some systems do not separate mental health services from other medical and
health related services.

e Second, in some cases the organization of delivery systems varies widely from state
to state, making it difficult in some cases to provide comparable data across funding
streams or required services.

e Third, some administrators indicated that the data was supplied by contractors and
the purchaser was not yet satisfied that the data collection methods were accurate.
In other cases, unduplicated client counts were not available.
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e Fourth, few systems have a full year of data available making it difficult present data
for comparable periods.

e Fifth, much of the available data is specific to the lowa system being measured and
is either not collected by other systems, or is defined differently by other systems
and is therefore not directly comparable.

e Finally, much of the available data pertains to aspects of mental health system
performance that are no longer considered useful for system management. Few
systems have fully implemented AMBHA or MHSIP measures.

We presented our initial data, including some data on commercial populations, to the
Advisory Committee and jointly identified those measures for which data was available and
which would provide the most meaningful comparisons to lowa’s mental health system.
The following 15 items were selected. The indicators in italics were not collected by most
systems we surveyed due to difficulties in collecting it, and our analysis does therefore not
include them. However, due to the availability of certain data elements such as capitation
rates, additional indicators not included in the following list are included in our analysis.

INDICATORS
1. | Penetration Rate
2. | Psychiatric Length of Stay
3. | Inpatient Utilization
4. | Outpatient Utilization
5. | Readmission Rates
6. | Wait Times
7. | Telephone Access: Abandonment rate and speed of answer
8. | Administrative Expenditures
9. | Per Capita Direct Expenditures
10. | Community Tenure
11. | Involuntary Admissions
12. | Complaints and Grievances
13. | Criminal Justice System Involvement
14. | Service Denials
15. | Geographic Availability

To collect this data, we developed a standard performance data request form and sent to
twenty state and county mental health administrators across the country. Respondents were
asked to define the parameters of their systems of care such as covered population, payor
sources, and date range for reported data to provide a basis for determining applicability of
the benchmarks. (See Appendix 7 for the performance data request form and example
request letter.) In order to maximize the amount of data we were able to collect, we
followed-up personally on the majority of requests by telephone calls or electronic mail
messages. Despite these efforts, the response rate to our requests was lower than expected.
We received responses from seven out of the twenty state and county mental health
administrators contacted, a response rate of 35%. In addition, three of the seven
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administrators who responded to our request stated that they were unable to provide any
relevant data for our analysis. Additional data sources, such as the Internet and state public
information offices, were contacted in order to augment the data received from our standard
request. Our analysis does not include some of the data collected due to the fact that it
represented systems and populations so different from lowa that it would not have been
useful for comparison purposes, or was considered too old to be of use for this study. As a
result, this report includes graphical presentations and corresponding descriptions only for
the subset of requested measures for which sufficient comparable data was collected.

We also collected and analyzed lowa specific data from the Mental Health Access Plan
(MHAP), the four MHIs, and from the County Management Information System (CoMIS).
In addition, data was requested from national organizations such as the National Association
of State Mental Health Program Directors (NASMHPD).

Despite our efforts to collect comparable data, the measures we have analyzed are from
unique systems of mental health care and information systems, and may represent different
periods of time, or different covered populations. In order to address the comparability of
data, all sources are described in terms of the covered population, system of care, and date
range of data. In addition, we attempted to minimize such differences by presenting data
from the most recent time period data for public mental health systems only.

E. Best Practices

A review of national best practices in the field of mental health administration and service
provision can help the stakeholders of the mental health system develop a more integrated
vision for the future. TAC consultants identified areas of practice that would be of particular
relevance in lowa. The practices fell into four general areas: state-county relations, legal
settlement, mental health services to children and adults (including special populations or
services needs identified as significant in lowa), and consumer involvement. For each area,
TAC drew upon the consultants” knowledge as well as reviews of relevant literature to
identify best practice standards, and to select programs or systems that provide examples of
successful implementation of the practices. These best practice areas were provided for the
review of the Oversight Committee, and based on Oversight Committee input were
integrated into recommendations for system improvement. A list of references has been
provided for additional information about best practices than was summarized in this report.
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IV. DESCRIPTION OF CURRENT SYSTEM

A. Administration and Overview

Historically, the state of lowa has used a de-centralized, county-based system to administer,
fund and provide mental health services to consumers. This is reflective of the population
of the state in which an overwhelming majority of the counties are rural. Over the past
several years, however, many legislative and other efforts have attempted to enhance the
administration and delivery of mental health care throughout the State. These changes in
the administration and organization of mental health services have somewhat altered the
roles and responsibilities of the lowa Department of Human Services, counties and private
sector entities, in the administration, funding, and delivery of services throughout the State.
In order to evaluate the system of care in lowa, it is essential to not only understand the
current system of care, but also the recent changes that have impacted this same system of
care.

1. STATE ADMINISTRATION

The lowa Department of Human Services (DHS) functions as the state mental health
authority. In this capacity, is has responsibility for oversight of the statewide system of
care, acting as the regulatory agency and accrediting entity for mental health centers and
mental health providers. DHS promulgates and administers rules that govern mental health
service delivery in the State. DHS also maintains responsibility for allocation of federal and
state funds to counties in order that they can arrange for and provide care from persons in
need.

In 1992, DHS was given a mandate by the legislature to develop managed care programs for
the Medical Assistance Program (Medicaid) whenever feasible. After planning efforts, the
Medicaid program, as administered by DHS, Division of Medical Assistance received
waivers of Sections 1915 (b) and 1902 (a) of the Social Securities Act to operate a single
statewide contract for mental health services to Medicaid recipients. After initial delays due
to procurement litigation, the Mental Health Access Plan (MHAP) was implemented in
1995. In 1998, the program was expanded and re-bid. The most recent Request for
Proposal (RFP) integrated substance abuse services with the mental health services that
have been contracted for under this plan in past years.

2. COUNTY ADMINISTRATION

While DHS maintains these roles, lowa is primarily a county administered system of care
which has undergone some recent modifications intended to enhance the overall county
accountability in administrative capacities. Senate File 69 provided property tax relief to
counties through state funding for the mental health, mental retardation, and developmental
disabilities service system. The SF69 legislative changes resulted in an increase in state
funding of mental health (MH), mental retardation (MR), and developmentally disabled
(DD) services. The State of lowa provided $61 million for FY 1996, $78 million for FY
1997 and $95 million for FY 1998. At the same time, SF69 froze the county tax levy
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monies that could be expended for MH/DD, thereby eliminating the option for county
expansion of funding for these services. As a result these funds did not result in a lot of
additional funds for services, since these funds were used for property tax relief.

This legislation also enhanced the county-based administration and management of these
services. The law required counties to:

e improve accountability, service coordination, and appropriateness of publicly
funded mental health services;

e establish a Central Point of Coordination (CPC) process (single point of entry
process) either on a single county or multiple county basis; and

e submit County Management Plans by counties (or multi-county CPC areas) to the
State County Management Committee (SCMC). These plans require that counties
identify and describe the manner in which mental health services would be provided in
the county, including requirements for planning, provider network identification and
contracting, eligibility determination, service coordination, service tracking, evaluation
and monitoring, and quality assurance.

Additional legislative changes and administrative rule changes have put in place financial
incentives for demonstrable county administrative improvements. This legislation (HF
2545) requires collection and submission of performance measure data related to:

e equity of access to services,
e community-based supports,
e consumer participation, and
e administration.

The 99 lowa counties are responsible for meeting the needs of elderly, poor, sick and
disabled residents as set forth by the Code of lowa. As part of these responsibilities,
counties must the pay for hospitalization of persons in state operated mental health institutes
(MHIs) and arrange for certain services to persons who are chronically mentally ill (CMI).
At present, the 99 county systems individually submit County Management Plans, however
there are 79 CPC administrators who manage the local systems of care for single and multi-
county areas.

B. Funding

1. FEDERAL FUNDS
Supplemental Security Income (SSI).

Most disabled persons are eligible for the federal entitlement program serving aged, blind,
or disabled persons Supplemental Security Income (SSI). SSI eligibility automatically
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entitles the client to Medicaid (Title X1X), which covers medical expenses. SSI provides a
monthly income level of $494. In addition, SSI provides a monthly supplement to certain
beneficiaries residing in congregate care facilities, such as Residential Care Facilities
(RCFs).

Medicaid (Title XIX)

In addition to the primary health care and MHAP (lowa Plan) benefits, the Medicaid
program funds several special programs for the MH/MR/DD populations. These services
include: Intermediate Care Facilities for Person with Mental Retardation (ICF/MR); Home
and Community Based Waiver, which allows the state to redirect Medicaid funding from
institutional setting to support a flexible array of community services on behalf of persons
who MR/DD: and Enhanced Services.

Title XIX Enhanced Services

Enhanced services is used to identify three services that were added by DHS to the
Medicaid Plan in 1989. These services require counties to pay half the match on the non-
federal share when services are provided to persons with mental retardation, a
developmental disability or chronic mental illness that are not in the lowa Plan. In addition
to these services, the state requires counties to pay 100 percent of the non-federal share for
adult ICF/MR services and the home and community-based waiver for persons who would
otherwise be in an ICF/MR. The Enhanced services are Case Management for persons with
mental retardation, developmental disabilities and chronic mental illness, Partial
Hospitalization and Day Treatment.

2. STATE FUNDS
MH/DD Services Funding

Community service funds are distributed to counties on a two-part formula: 50% based on
the proportion of the poverty population and 50% based on the percentage of the total state
general population. For FY’99, $17.5 million was allocated to counties for community
services. Recent legislative changes have modified the allocation of these funds to waive
old regulations if these funds are used by counties in accordance with a state approved
county management plan. In addition, HF 2545 has established a provision for an allowable
growth fund. This growth fund includes $18.1 million for FY’00, amounts to funds
previously appropriated plus the 2.48 percent allowable growth factor recommended in the
Governor's Budget. HF 2545 appropriates funds to each of four priority areas on a per capita
basis, 75% based on poverty proportion and 25% based on percentage of the total state
general population. The 75/25 formula replaces the 50/50 formula and is allocated as
follows: Growth - $12 million, Per Capita Expenditure Target Pool - $2.1 million, Risk Pool
- $2 million, and the Incentive and Efficiency Pool - $2 million. In order to receive money
from the Incentive and Efficiency Pool, counties must submit data on time, collect and
report selected performance measure data, receive an acceptable score on County
Management Plan submissions in order to obtain these funds.

State Payment Program

The State Payment Program operates in conjunction with county funded services for people
with mental illness, mental retardation or other developmental disabilities. The program
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pays for services to a county resident without legal settlement in any county, when the
resident county would otherwise be liable under the county management plan to provide the
service if the resident had legal settlement in the county.

Services funded included adult day care, adult residential services, supervised apartment
services, adult support, supported employment and other vocational services, and
transportation. In FY1996 services to 495 people statewide were funded through this
program. Those with mental retardation were 55% of all enrollees; those with a mental
illness were 41% of all enrollees, and those with a developmental disability were 4% of all
enrollees. Looking at only the new enrollees (from January 1996 through June 1996), 71%
had a mental illness, 25% had mental retardation, and 4% had a developmental disability.

Property Tax Relief Payments

This payment began in FY 1995/96 to reduce the county levies for MH/MR/DD services.
The funds were distributed to counties using a three part formula: the county’s share of the
population; the county’s share of the state’s total taxable property valuation; and the
county’s share of the base year MH/MR/DD expenditures (counties had the option of
choosing either FY 1994 or FY 1996 as their base year). The county is required to reduce
the MH/MR/DD levy by the amount received in state property tax relief payments.

Other Funds

Other state funds include the Family Support Subsidy, Special Needs Grants, Non-
MH/MR/DD Local Purchase, and State Supplementary Assistance, which is primarily
available to persons residing in residential care facilities.

Mental Health Institutes (MHIs)

The Mental Health Institutes are funded by a 100% up-front State appropriation. The
appropriation is then reimbursed through billings to counties, the Mental Health Access
Plan (MHAP), Medicare, private health insurance and revenues from goods and services
sold to on-campus tenants. In FY 1997, because of per diem caps, counties pay less than the
actual adult psychiatric per diem for each hospital. A table below summarizes the
percentage for each respective MHI for FY 1997:

State Mental Actual county percentage paid of
Health Institute adult psychiatric per diem

Cherokee 32%
Mt. Pleasant 34%
Independence 36%
Clarinda 50%

The implications of this are that MHI costs are increasing the and as a result, counties are
paying a lesser portion of the total cost.
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3. CouNTY FUNDS
Property Tax

The county property tax is the second major funding source for services to adults with
MH/MR/DD. Services to these persons along with other human service expenditures
constitute anywhere from ¥ to %2 of county budgets. The county is also responsible for
reimbursing the state for 80% of the capped per diem cost of care provided to adults in
MHIs (Note: this may not represent the full cost of care provided by the MHIs.). The
counties are also responsible for the entire non-federal share of the cost of care provided to
adults in the Medicaid funded state hospital schools, community facilities licensed as
ICF/MR, and the home and community based waiver program for persons with mental
retardation. The state pays this share for children and adolescents. Beginning in FY
1996/97, the county established the county mental health, mental retardation, and
developmental disabilities services fund in which all county revenues from taxes from the
state and federal government, state payments, property tax relief funds and other sources
designated for MH/MR/DD services are to be credited. All expenditures for MH/MR/DD
services must be paid from this fund.

Beginning in FY 1996/97, the county levy for MH/MR/DD services is “fixed” at either the
FY 1993/94 of FY 1995/96 level of expenditure, minus the amount of property tax relief
dollars the county receives.

C.  Service System
1. OVERVIEW

The organization of mental health services reflects a rural state with a philosophy of local
control. Mental health services are organized around 93 of the State’s ninety-nine counties
and 36 community mental health centers. There are 33 Community Support Programs
affiliated with community mental health centers along with other accredited programs and
entities within the State.

2. PROGRAMS AND PROVIDERS

Whether Medicaid funds, county funds, or other funding streams are used to pay for mental
health services, those services are provided to lowans by a system that incorporates a
variety of elements. These resources include:

e General Hospitals. Twenty-five general hospitals with licensed psychiatric capacity of
995 beds.

o State Mental Health Institutes (MHIs). There are four specialty psychiatric hospitals
known as Mental Health Institutes. All four are licensed as hospitals and provide
inpatient psychiatric services to adults. Two serve children and adolescents.
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e Psychiatric Medical Institutions for Children (PMIC). lowa has 31 PMIC’s with a
capacity of 412 beds that provide long and short term care to children for mental health
treatment.

e Community Mental Health Centers and other Community Mental Health
Providers. Thirty-five lowa agencies are accredited as Community Mental Health
Centers (CMHC’s). Services provided include partial hospitalization, day treatment,
intensive outpatient, emergency, and evaluation.

e Private Practitioners and Clinics. Approximately 240 psychiatrists hold current lowa
licenses. Most practice in metropolitan or urban counties. Approximately 476
psychologists hold a current lowa license. 1,388 social workers hold a current lowa
license as independent social workers. In addition, there are 255 individual mental
health counselors with a master’s degree in mental health counseling or a related field.

e Community Supervised Apartment Living Arrangements, (CSALA’s) are
accredited by the Division of MH/DD to provide supervised and/or supported living to
persons with disabilities. Ninety of these programs currently provide services to person
with mental illness.

e Residential Care Facilities for Persons with a Mental IlIness (RCF/PMI’s) provide
376 beds within seventeen licensed programs. These programs provide care in
residential facilities to person with severe psychiatric disabilities who require
specialized psychiatric care.

e Immediate Care Facilities for Person with a mental llIiness (ICF/PMI). These
programs provide care at the intermediate level to person who also need specialized
psychiatric care.

e Targeted Case Management. lowa Code requires that each county board of
supervisors designate a targeted case management provider for eligible person with a
chronic mental illness, mental retardation, or development disability.

D.  Special Programs
1. lowA’s MHAP

lowa’s Mental Health Access Plan (MHAP) is a managed behavioral health care plan
through which most of lowa’s Medicaid recipients receive mental health services. MHAP
has been in operation since March 1995 through a contract with Merit (formerly Medco)
Behavioral Care of lowa (MBCI) and operates under the direction of the lowa Department
of Human Services (DHS). In the first year of the MHAP, 253,360 person were enrolled.
31,636 (13%) person received authorizations for mental health services and 27,549 actually
utilized MHAP services. 2,340 persons used services not previously funded under Medicaid
prior to the implementation of MHAP. MHAP was recently re-bid to integrate substance
abuse services with mental health services and is now termed the lowa Plan
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2. DECATEGORIATION OF ADULT DISABILITY SERVICES

House File 702 passed during the 1997 session of the lowa General Assembly provided for
participation of up to three counties or groups of counties in a decategorization planning
process. ." Decategorization of the system involves changes in the status of categorical
fiscal management, service eligibilities and policies, funding limitations, and payment
methodologies. Linn County, Polk County, and Tama/Poweshiek Counties have been
designated by the Department of Human Services to participate in the adult decategorization
planning. These counties have met with DHS throughout the past year, and have recently
developed a report to the Legislature of progress to date. A number of factors have delayed
implementation of adult decategorization initiatives, including difficulty obtaining accurate
funding data and numerous federal and state statutory and regulatory barriers to be
overcome.

Any service currently covered/paid through any of the funding sources listed in the
decategorization legislation should be included in the Adult Decategorization benefit
package. These should include:

e MHI;

General hospital inpatient psychiatric hospitalization;
e State Hospital School;

e The MHAP benefit package, including medically necessary transportation and
any new services developed by the lowa Access (MHAP) contractor;

e Any service specified in the Management Plans of the Adult Decategorization
County(ies);

e Psychosocial rehabilitation, ACT, community support, skills training, and other
services allowable under the Medicaid rehabilitation option;

e Housing assistance;

e Employment assistance;

e ICF/MR;

e HCBS;

e Vocational rehabilitation services; and

e Targeted Case Management.
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3. SERVICES FOR CHILDREN AND ADOLESCENTS

Many of the same initiatives aforementioned in this report apply to the delivery of mental
health services to children. The overall goal of the lowa program is to ensure children and
adolescents with severe emotional disorders and mental illness receive individualized care
in their homes and community with maximum family involvement. Because no single
agency has the financial and technical resources to meet the complex and changing needs of
the child and the family, interagency collaboration in planning and coordination of services
is required.

Children’s Decategorization

lowa started a two county demonstration children’s Decategorization program, which
consolidates traditional child welfare funding streams into a single child welfare fund. The
aim of the decategorized fund is to develop family-oriented and community-based services
not restricted by traditional definition and funding limitations. Recently the collaborative
efforts of funding stream consolidation have been expanded to include 98 of the 99 counties.

Under decategorization, traditional funding streams for children and families are
consolidated into a single child welfare fund and are not restricted by the individual funding
levels of the historical service categories. This fund is composed of all or part of the amount
that would be used for residents of these counties for family centered services, family
preservation court ordered services fund, family foster care, group care, independent living,
and adoption purchase of services. Through the consolidation of funding streams and
elimination of service categories, funding flexibility can be achieved which would enhance
the system'’s ability to develop service responses that are more beneficial to the needs of
children and families.

Decategorization counties are expected to maintain budget neutrality. With savings realized
through utilization of less restrictive and less costly services, funding can be redirected to
develop alternative services that are more responsive to the needs of clients and their
respective communities.

lowa’s MHAP (now the lowa Plan) Program covers mental health services for most
Medicaid children. Efforts have been made to improve access by promoting the
development of alternative treatment, rehabilitation and support services and by promoting
the development of services in rural areas. In addition, there is increased flexibility of
services provided including supportive living, rehabilitation and crisis services for children
and adolescents with a serious emotional disturbance.

CHIP Program

There are two phases to the Child Health Insurance Program (CHIP). Phase one has been
completed and included expansion of Medicaid eligibility to all children under the age of 19
who are at or under 133% of the Federal Poverty Level (FPL). These children are entitled
to all Medicaid benefits, including eligibility to receive mental health care under the MHAP
Program (now the lowa Plan).
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Phase two, known as the Healthy and Well Kids in lowa (HAWK-I) Program, will be
implemented in January of 1999, to expand eligibility to all children under 19, who are at or
under 185% of the FPL. For this phase, the State is in negotiation with a statewide third
party contractor to administer the program. Any commercial plan may offer services to the
eligible population as long as the proposed service package is equivalent to pre-established
benchmark services packages—which maintain comparability to lowa Plan services. There
IS a proposed co-payment on emergency Services.
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V. FINDINGS

This chapter presents our findings from the evaluation activities we conducted. Section A
summarizes our interview findings. Summaries of the focus group perspectives appear in
Section B and individual accounts of the initial focus groups appear in Appendix 8. The
most significant conclusions from our survey of CPC’s and other local administrators are
discussed in Section C, and the detailed survey results are presented in Appendix 9. Section
D presents our comparison of lowa’s performance to benchmarks from other systems of
care and our comparison between lowa counties. Section E presents our description of
relevant best practices for lowa’s consideration, and Section F is our analysis of the legal,
financial, political and regulatory characteristics of lowa’s mental health system that act as
barriers to improvement of the system.

A. Interview Findings

Not surprisingly, people have different perspectives on lowa’s mental health system
depending on where in the system they sit. Everyone acknowledged a concern over the
system of care, noting that it has experienced tremendous organizational change in recent
years. This includes the advent of Medicaid managed behavioral healthcare, and Senate File
69, which established a cap on county expenditures for mental health, and required
development of County Management Plans. These plans have motivated counties to define
their service system in new ways.

Many of those interviewed felt that given all of these profound changes, the system lacked a
clear vision and direction for the future. On several occasions, reference was made to
“fixing problems” within the system, but not establishing a common vision or direction for
how adult and children’s mental health services could or should be organized. This left
people with a sense of continued frustration, and served to reinforce the status quo within
the current system.

There were several key organizational or program issues that were consistently raised as
problem areas. The first was the issue of legal settlement, the complex process by which
counties take legal responsibility for the payment of services rendered on behalf of its
citizens. Legal settlement is viewed by many as a major impediment in the delivery of care,
in that they believe it is often used as a vehicle to deny responsibility for care, rather than
responsibility for payment.

Legal settlement also appears to undermine inter-county relationships, and the state/county
(ies) relationship. It appears from these interviews that considerable time and expense is
spent on resolving issues of legal settlement between counties and the state. Several of
those interviewed claimed that this process creates a climate of mistrust and provides
opportunities to “game” the system to avoid responsibility for payment. As the state
experiences more population shifts, issues of legal responsibility and payment may also
increase. This will also likely add to the number of state cases, where the state assumes
legal responsibility for care.
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Related to the issue of legal settlement are relationships between counties and the state.
There appears to be a constant tension between these parties over funding and policy
direction. As the state puts more resources into the county-based system of care, and as the
lowa Plan continues to be a statewide program administered by the state, there will likely be
continued struggles over control and direction of resources. The recently created
State/County Management Committee (SCMC) is viewed as a vehicle to address these
issues and tensions, but many feel the Committee lacks true authority. The County
Management Plans are also viewed as a way to better understand the direction of each
county, but many of those interviewed felt that these plans may not truly reflect actual
practice within counties.

The statewide mandate for mental health services in lowa is limited to county responsibility
for MHI services. Because of this limited service mandate (which requires counties to
reimburse the state for 80% of the capped per diem rate for an inpatient stay in the MHI),
pressures to maintain MHI capacity and staffing, and recently enacted limits on county
expenditures for all mental health services, there is no incentive to fund community services
or reduce MHI utilization. These disincentives and resource constraints have made it
difficult to promote or develop community services across the state. There is also concern
about the growing role of the state’s MHIs. Many of those interviewed are concerned that
the MHIs, after a period of downsizing, are developing new specialty services, such as
services to the dually diagnosed, that could be provided in community settings.

State/county relations may also be strained by the very nature of lowa’s system of care.
Although the county-based system of care provides local control and local accountability,
the resulting degree of local variation makes it difficult to promote a uniform system of care
across lowa. This was also noted by providers who contract with multiple counties and
must adjust their treatment planning, financial and programmatic reporting according to
each county’s requirements. There are examples of successful cross-county collaborations,
including the use of 28E agreements and other measures; however, the very nature of county
“home rule” makes cross-county collaborative efforts difficult.

The multiple funding streams that make up lowa’s system of mental health care was also
identified as a weakness that serves to fragment care. Currently, funding for mental health
services may come from state and county appropriation, Medicaid--under the MHAP
program, Medicaid--not under MHAP, and child welfare (decategorization). Each of these
funding streams has a separate point of organizational accountability, and these funding
streams rarely come together to promote a integrated system of services for consumers.
There also appears to be no distinct funding stream for children’s mental health services for
those who are not Medicaid eligible.

Several of those interviewed also commented on the low rates available in lowa for the
payment of services. Although rates have been improved under the MHAP program, many
felt that the move away from grant or program funding to fee-for-service reimbursements
has hurt community providers, who are no longer able to subsidize MHAP rates with county
grant-in-aid funds. These developments have exacerbated the problem of historically low
rates. CMHCs have also been threatened by broader market changes, such as the increased
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competition from for-profit providers of community mental health services, and large
hospitals.

The limited availability of psychiatric rehabilitation services for adults was also noted.
lowa does not participate in the adult rehabilitation option for Medicaid, and as a result,
funding for these services is limited to state/county funds. Since lowa had not participated
in the psychiatric rehabilitation option under Medicaid, many advocacy groups viewed the
Medicaid waiver and implementation of Medicaid managed behavioral health care as a
means to deploy more flexible services, especially psychiatric rehabilitation services. Over
time, there has been some gradual recognition of the need for these services. Currently,
MHAP is developing eight psychiatric rehabilitation pilots. Many also commented on the
lack of a recovery focus in current programs. Those interviewed said they would hope the
system could focus on the basic principles of community support and rehabilitation found in
the U.S. Center for Mental Health Services” Community Support Program (CSP) for adults,
and Children and Adolescent Service System Program (CASSP).

Other organizational changes desired by those interviewed included: a risk pool to resolve
issues of legal settlement, the integration of funding streams into a single point of
accountability and responsibility similar to the decategorization program for children, and
better services for children, including better transition of children into the adult system of
care.

B.  Focus Group Summaries

Representatives from the following organizations participated in focus groups in February
and May:

e lowa State Association of Counties (ISAC)

e Community Mental Health Centers Association of lowa, Inc. (CMHCs)
e lowa Federation of Families for Children’s Mental Health

e lowa Alliance for the Mentally 1l (NAMI, lowa)

e Consumer Resource and Outreach Project (CROP)

e Central Point of Coordination Administrators

A complete list of focus group participants is included in Appendix 3 and a full summary of
the five initial focus groups is included in Appendix 8.

It is important to note that the perceptions of the focus groups are reported as near as
possible to the way expressed by participants. There has been no attempt to change the
statements or verify their accuracy, yet we have identified particular elements as reported
in cases where the veracity of a particular statements was questioned in the comments we
have received. It can be argued that regardless of the accuracy of all the statements, they
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illustrate common perceptions or misperceptions throughout lowa’s system of publicly
financed mental health care, and should therefore be part of an overall evaluation of the
system. Reporting these in their original format will simply be one way of checking system
progress in years to come. That is, if years from now, people still hold the same
misconceptions about the lowa system of care, then somewhere along the line, time, energy
and resources were not devoted to addressing the underlying or related problem or
correcting the misperception.

As expected, differing opinions of lowa’s mental health system were expressed during the
focus groups; however, a number of common themes appeared. Participants from different
focus groups raised the following as areas of concern: children’s services, community-based
services, variable standards from county to county, and legal settlement.

Children’s services were identified by many as an area of the mental health system that
needs improvement. Both providers and consumers pointed to the scarcity of children’s
services as well as the difficulty in accessing these services as a major concern. A
frequently mentioned gap in the system is the transition of adolescents into the adult mental
health system.

Many focus group participants stated that there is a reliance in the system on more intensive
services rather than on community-based mental health services. The current system is
viewed by many participants to be fragmented in the community support services provided,
as well as lacking in support for community-based services. Families and consumers
reported difficulty in accessing less intensive services such as community based mental
health services and wrap-around services.

Many participants viewed variations in eligibility and funding from county to county as a
major system weakness. As a result of these variations in eligibility and funding, services
provided are also perceived to range from weak and confusing to comprehensive and
supportive depending on the county. The variation from county to county was felt to be a
major problem for consumer access.

Legal settlement, also raised during stakeholder interviews, was recognized by consumers
and providers to be a key issue. During the focus groups, consistent problems in
establishing a county of legal settlement were cited by consumers. Providers also indicated
that dealing with the county of legal settlement outside their service area created additional
administrative burdens for them.

C.  Survey Results
1. SURVEY RESPONSE

Surveys were mailed to a total of 133 stakeholders of the lowa public mental health system,
including 79 CPCs, 38 HSAAs, and 16 Directors of Special Education at AEAs. The results
reported hereafter reflect the views of those that completed the survey and should not be
viewed as representing other interests. The overall response rate is summarized in the table
below:
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Respondent Total Sent Total Response
Returned Rate
CPC 79 44 55.6%
HSAA 38 17 44.7%
AEA Special Education Directors 16 9 56.3%
Totals 133 70 52.6%
2. SURVEY ANALYSIS

The following pages include a section by section analysis of the results of the stakeholder
survey. Since the detailed results for each question are included in Appendix 9, the analysis
presented on the following pages presents highlights of each section in cases where the
results of a particular question was notable or gave a strong indication about system
performance or best practices. We have noted in our discussion when there was a notable
difference between the results by respondent type or between the 11 responding urban
CPC’s and the 33 responding rural CPC’s. The distinction by respondent type is useful in
indicating perceptions of the system as a whole, whereas the distinction by urban/rural CPC
area should be interpreted carefully due to the respective sample sizes, with attention given
to the actual number of responses as opposed to the percentages of responses.

a. State/County Relations

There appears to confusion over the roles of the state and counties in oversight and
administration of the system of care.

e Over 70% of all CPCs responding disagreed or strongly disagreed that the
current role of DHS in the oversight and management of the statewide public
mental health system was appropriate, and roughly 70% disagreed or strongly
disagreed that DHS oversight and management role of the local public mental
health system was appropriate.

e However, a majority (52%) of the CPCs responding feel that their role in
oversight and management of the local system is clearly defined, but results were
mixed as to whether this role was appropriate.

e Many CPCs (40%) do not feel that they currently have an adequate and/or
appropriate role in policy development and decision making regarding lowa’s
public mental health system.

e County Management Plans are viewed as effective mechanisms for ensuring
accountability by over 64% of the CPCs responding to the survey.

e Many (47%) of these same respondents agreed or strongly agreed that the local
system accountability is enhanced if CPCs report performance data, and over
53% of CPC respondents agreed that statewide standards should be developed
for tracking local system performance.
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IMPLICATIONS

e There appears to be a need to more clearly define the roles and responsibilities of
the state and those counties in the oversight and management of the both the
local and statewide systems of care.

e The enactment of HF2545 and implementing rules requiring the collection and
reporting of certain performance data appears to move in the right direction for
ensuring accountability for local systems of care.

e It appears that CPCs are willing to submit plans and be measured, but feel a
greater need to be involved in development of the performance standards by
which they will be measured.

b. Community Empowerment Boards

Most of the respondent scores (roughly 35%) were in the neutral range on
Community Empowerment Boards. As such, the results of this section do not give
much information about respondents’ perceptions of Community Empowerment
Boards legislation. One Oversight Committee member observed that this might be
due to concerns about the process by which information was disseminated regarding
the Empowerment Boards. In addition, this response may be attributable to the fact
that this legislation had just be enacted and there was little time for all communities
to feel knowledgeable enough to respond to the questions.

c. Managed Care to Medicaid Recipients

In summary, it appears that many of the respondents have some negative reactions to
the implementation of the MHAP program.

e Over 60% of the CPCs responding disagree or strongly disagree that MHAP has
coordinated mental health services well with county managed services.

e Approximately 60% of all respondents feel that MHAP has resulted in
substantial cost shifting to county systems of care. In urban areas, 9 out of 11
urban CPC areas responding as agreed or strongly agreed that MHAP has
resulted in substantial cost shifting to county systems of care.

e Over 47% disagreed or strongly disagreed that MHAP has improved overall care
for the persons it served, but a large number (37%) of respondents remained
neutral on the matter.

IMPLICATIONS

Although the responses appear to illustrate overall negative reaction to the
implementation of the MHAP program, it is difficult to identify a particular reason
other than the perception that there is a great deal of cost-shifting to county managed
systems of care. Of course, many other factors could be influencing this perception;
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such as overall negative reaction to either managed care in general or perhaps
objection to for-profit management of public mental health care.

d. Multiple County Collaboration

In the aggregate, the respondents show moderate interest in multiple county
collaboration, with respondents feeling it is more practical for some administrative
functions or services, and less practical for other functions/services. This section is
best analyzed by assessing if there was consistency of response between
respondent’s perception of opportunities for collaboration, and likelihood to take
action to initiate multiple county collaboration for a particular administrative
function/service. Results show that on average 30% of respondents perceived that
there was opportunity, and practicality in multiple county collaboration--and even
likelihood for action to initiate multiple county collaboration for the following
administrative functions or services:

e Information systems;

e Joint service planning and/or purchasing, particularly for crisis and other
intensive or high cost services;

e Centralized intake and enrollment;

e Utilization management;

e Transportation services to facilitate access to services;

¢ Rehabilitation, vocational, and community integration services; and
e Regional solutions to long term housing needs.

IMPLICATIONS

Across CPCs, over 30% of the respondents chose the single response of “multiple
county collaboration” for the above categories, compared to an existing structure
which does not expressly provide incentives for this sort of activity. This could be
interpreted as a potential interest in further exploring these opportunities, and the
opportunity for the state to pursue further interest in this area. Notably, there was
not much variation in the responses between urban and rural CPCs on these
questions.

e. Legal Settlement
This section resulted in the most one-sided responses in the entire survey, illustrating
strong feelings about the process of Legal Settlement.

e Over 83% of the respondents disagreed or strongly disagreed that the process of
Legal Settlement was clear to consumers and family members.
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e Over 52% of the respondents agreed or strongly agreed that Legal Settlement
serves as a barrier to treatment.

e Over 61% of CPCs responding feel that the process of Legal Settlement is not an
appropriate use of time, energy, and resources.

e Less than 30% of CPCs responding feel that the process of Legal Settlement is
clear to providers.

e Over 67% of all respondents disagree or strongly disagree that Legal Settlement
is an efficient process, with 45% all CPC respondents (both urban and rural
areas) strongly disagreeing that Legal Settlement is an efficient process.

IMPLICATIONS

Simply stated, most respondents feel Legal Settlement is inefficient, difficult to
understand, and serves as a barrier to treatment. Given these perceptions, it would
be appropriate to look at alternatives means of administering the existing process of
Legal Settlement or exploring more systemic changes that would obviate the need
for the existing practice.

f.  Eligibility
The results of the responses to questions of eligibility to show that respondents are in

favor of establishing statewide standards for financial eligibility and minimum
service requirements for community based services (other than MHI care).

e 56% of the respondents favored statewide financial eligibility standards, with
rural CPC respondents comprising approximately 46% of those in favor of such
standards.

e Over 58% of all respondents favored statewide minimum set of community
based services other than services at MHIs.

IMPLICATIONS

The results to these two questions are considerable when viewed in the context of
dissatisfaction with the process of Legal Settlement. Instituting statewide standards
for eligibility and service responsibility may alleviate the need for county to county
settlement if accompanied by a funding mechanism that allows both county
contribution and equitable distribution of state funds. Since the financial
implications of implementing such statewide standards would have a significant
impact on the existing funding structure, these results must be examined carefully in
light of a number of factors including the recent changes in the funding of county
mental health services; implementation of incentive and risk pools; and the
implementation of incentive fund.
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g. Mental Health Service to Children and Adolescents

e Respondents generally feel that feel that mental health services for children and
adolescent are not well coordinated across services systems or funding streams.

e In spite of testimony to the contrary that was heard in interviews and focus
groups in some parts of the state, over 54% of the respondents disagreed or
strongly disagreed that the most efficient means of accessing mental health
services for children and adolescents is through filing a CINA petition.

e Over 70% of the respondents felt that community based services are
insufficiently available in the respondent county to meet the mental health needs
of children and adolescents. This response was consistent among all respondent
types and across urban and rural CPC areas.

e The perceptions of decategorization are mixed, with HSAAs feeling that it has
improved the responsiveness of the local service system to children’s and
adolescents’ mental health needs, while CPCs and AEAs were for the most part
neutral on the subject.

e Overall, out of all survey respondents, the following services were identified by
greater than 10% of respondents as both unavailable and very underutilized in
the respondent area/county: Day Treatment; Crisis Residential; VVolunteer
Program; and Transportation.

IMPLICATIONS

The results of the questions pertaining to system issues show that there is a need for
improvement in mental health services to children. This finding is consistent with
focus group and interview results reported in the Task One report. In addition, the
results argue for better service coordination for mental health services for children
and adolescents across service systems and funding streams. The existing
decategorization efforts are not perceived widely as being the most effective
mechanism for achieving improved service coordination. This indicates a need to
investigate either improvement in decategorization efforts or exploration of other
system changes to improve the coordination of services.

Finally, regarding services to children and adolescents, the availability of a broader
service array is desired among stakeholders. While the financial impact of
expanding existing available services must be examined, there is clearly a perception
that mental health services for children and adolescents must be improved in lowa.

h. Mental Health Service to Adults
Greater than 10% of all respondents felt the following services were both
unavailable and very underutilized in the respondent county/area:

e Assertive Community Treatment;
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o Partial Hospitalization;

e Day Treatment;

e Wraparound,

¢ Diversion from the criminal justice system;

e Transportation;

¢ Dual diagnosis substance abuse/mental health;
e Vocational.

Greater than 50% of all respondents felt that there was the right amount of both
availability and utilization the following services:

e Residential;

¢ Medication Management;

¢ Individual and Group Counseling;
e (Case Management.

IMPLICATIONS

According to the respondents’ perceptions, lowa should consider enhancement of the
service array available to adult consumers with mental health needs. In particular,
respondents have identified a need for high intensity services that may serve as
alternatives to inpatient care. The survey also confirms some of the feedback
received through focus groups and interviews that access to services such as
wraparound, and Assertive Community Treatment should be improved.

I.  Special Populations/Issues
Out of the six questions asked in this section, the two most notable results were the
following:

e 46% of all respondents feel that elderly persons with mental health needs do not
have sufficient access to services;

e Over 53% of the respondents feel that mental health services are not well
coordinated with the criminal justice system.
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D.

IMPLICATIONS

The results of this question are consistent with the response to a question on a
related topic--access and utilization of diversionary services from the criminal
justice system. In both cases, respondents are not satisfied with the existing system.

J. Consumer and Family Involvement

e Over 65% agree or strongly agree that consumers are involved in treatment
planning, however only 38% of the respondents agree or strongly agree that
families are appropriately involved in treatment planning;

e Respondents were mixed in their views about consumer and family involvement
in planning, oversight and evaluation of the mental health system.

IMPLICATIONS

Responses indicate that consumer and family involvement in the public mental
health system could be improved. In lowa, as in many public mental health systems,
consumer and family involvement varies from community to community. Based on
turnout at focus groups and our assessment of levels of consumer and family
involvement, TAC witnessed large and active consumer and family involvement in
some parts of the state, with other parts of the state apparently not as active.

k. Special Education
e The state funded mental health services are seen as slightly more responsive than
the than county funded services;

e Overall quality of mental health services is viewed as good by four out of the
nine AEAs responding, however, most express difficulty in accessing mental
health services, and feel that services are not well coordinated among service
systems.

The results of this section indicate a need for improvements in coordination between
school systems and the mental health services system.

Performance Benchmarking

The first part of this section presents our comparison of aspects of the performance of
lowa’s mental health system to the most relevant benchmarks available from other state and
county systems of care. As we have noted in discussing our methodology, there are
significant limitations to these comparisons due to differences in the systems being
measured. This work therefore can only be used as a starting point for further investigation
and analysis rather than as a strong conclusion about lowa’s relative performance. The
second part of this section describes our work with data produced by lowa’s MHAP and
county financial reporting systems and DHS that has enabled us to compare lowa counties
and CPC’s to each other.
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1. BENCHMARKING lOWA AND OTHER SYSTEMS OF CARE

The benchmarking data collected for this report should provide state and county managers,
policy makers, and other stakeholders in lowa with a sense of how their public mental
health system fits within the range of other programs. This benchmarking information
should also assist stakeholders with their continuing efforts to improve quality, increase
levels of access, and improve cost effectiveness. These efforts to utilize performance data
and benchmarking to enhance lowa’s public mental health system will require additional
data collection and further investigation in order to ensure improvement efforts are focused
in the proper areas. In addition, any observations drawn from this data must take into
account the system differences that exist in the data presented here. In order to address
these differences, Table 1 on the following page describes the characteristics of those
systems for which we have received data for our analysis.

This table includes key state and county characteristics that can influence the type of
utilization and cost data presented here. Each state or county’s type of plan is described in
the data source section in order to distinguish between managed care, fee-for-service, and
state supported programs. The majority of data presented in this report represents public
sector managed care plans, such as lowa’s MHAP. Additionally, the covered population of
each plan includes a description of the category of Medicaid eligibles and the characteristics
of any non-Medicaid eligibles covered under the plan. All systems that provided data cover
SSiI eligibles, dual Medicaid/Medicare eligibles and/or some specified non-Medicaid
eligibles. The majority of plans reported data on mental health services only; however,
some systems did report data that includes substance abuse services. Each system’s
description also includes the date range of presented data as well as any additional important
characteristics such as whether or not a plan includes state hospital utilization and costs in
the data it reports. The section that follows includes both a graphical presentation of the
benchmarking data as well as descriptions of the similarities and variations in mental health
systems reflected by the data.
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Table 1 — Mental Health System Characteristics

State or Data Eligible Benefits Date Range Additional
County Included of Data Comments
Source Population
lowa Mental Health AFDC, SSlI, SSl related | Data March 1997 — | Data includes care
Access Plan (MHAP) | under age 65, corresponds to | Feb. 1998 covered at state
—managed care carve | medically needy with time period hospitals. Data
out no spend down when mental does not include
health services people enrolled in
only were HMO plans.
included
Mental Health State mandates state Data Fiscal Year Psychiatric data
Institutes — 4 state hospital coverage be corresponds to | 1997 was utilized
hospitals provided for CMI inpatient state wherever possible
population hospital (not including
services substance abuse)
Arizona Regional Behavioral | Medicaid eligibles Mental health 1995-1998
Health Authority excluding the elderly and substance contract
and physically abuse services
disabled who are in the
AZ Long Term Care
System
Clark County, Regional Support All Medicaid recipients | Mental health July 1997 — Penetration rate for
Washington Network — Prepaid eligible plus expanded | services only June 1998 Medicaid
Health Plan nonMedicaid eligibility population only
Colorado Mental Health All Medicaid eligibles Mental health Fiscal Years
Capitation Pilot services only 1995/ 1996
Program
King County, Regional Support All Medicaid recipients | Mental health Calendar year | Penetration rate for
Washington Network — Prepaid eligible plus expanded | services only 1997 Medicaid
Health Plan nonMedicaid eligibility population only
Massachusetts | MA Behavioral AFDC / Disabled Mental health Fiscal Year Data does not
Health Partnership— | Medicaid recipients and substance 1997 include eligibles
managed care carve plus Dept. of MH SMI | abuse services enrolled in HMOs
out population
Montana Mental Health All Medicaid eligibles, | Mental health April 1, 1998
Access Plan - nonMedicaid (SED or 