CBH Correspondence With State Officials on Medical Homes, Nov 2010
Dear Rex and Ben,
 
Thank you for the clarification you provided in your emails. As you suggest, the Community Behavioral Health Association of Maryland (CBH) has been urging DHMH to apply for federal funds to support medical home pilots in Maryland – including behavioral health medical homes, as envisioned in the federal legislation – and to amend the state plan in order to specifically allow behavioral health medical homes. As Maryland moves to position itself for health care reform, we believe it would be extremely short-sighted to ignore behavioral health care, which plays such a huge role in the larger health system, affecting both individual outcomes and aggregate costs. 
 
Part of the challenge we face in establishing medical homes may well be reaching agreement on the definition of medical home. Most of the definitions I have read speak to a “team approach to health care” in which care is coordinated across primary providers, specialists, and inpatient settings, and in which the individual and the medical home provider are in partnership to achieve the best possible health outcomes. Medical homes are not required – and indeed could not be required – to provide all necessary health care within its own confines. Rather, coordination, communication, and a person-centered approach are the essentials of a medical home, and by this definition, behavioral health providers are uniquely qualified to serve as medical homes. Given the multiple needs, both psychiatric and somatic, of our population, and the difficulties they face in accessing care and following treatment regimens, our providers have had to develop strong care management capabilities. And while a person-centered approach may be new to primary care, it has long been our standard of operation.
 
We do understand and appreciate the difficulties you face in establishing the three-year multipayer program and do not wish to further complicate matters by insisting on inclusion of behavioral health providers in your pilot. However, we do ask that you consider ways in which behavioral health can be incorporated into future endeavors, including the health information exchange currently under discussion. Herb and I are always available to discuss ways in which we can bridge the somatic care/behavioral health gap.
 
Lori
 
Lori Doyle
Public Policy Director
Community Behavioral Health Association of Maryland
410-456-1127
 


From: Rex Cowdry, MD [mailto:rcowdry@mhcc.state.md.us] 
Sent: Sunday, November 28, 2010 1:29 AM
To: Herb Cromwell; Lori Doyle
Cc: Pete Hammen; Linda.Stahr@mlis.state.md.us; rhenry@dhmh.state.md.us; Ben Steffen
Subject: RE: Medical Home
 

Dear Herb and Lori,
 
I hope you both had a fine Thanksgiving.  Chaos reigned at our house with two grandchildren under 18  months, two more under 5, and a passel of adults.  I’m just catching up after a week away.
 
I couldn’t tell from your email whether either of you were at the Coordinating Council meeting at which this medical home issue arose.  I had a lengthy talk with Renata Henry afterward.  Perhaps neither my comments in the Council meeting nor my discussion with the Deputy Secretary succeeded in defining the issue and communicating our concerns about broadening the PCMH concept in the state program.  I would like to try again.
 
The issue, as far as I’m concerned, is only about whether a behavioral health practice could be a PCMH in the 3-year state multipayer program.  Let me outline the reasons we have focused solely on primary care practices and do not plan to include the few behavioral health practices that may include a primary care component:
 
· It is challenging enough going through the practice transformation process with traditional primary care practices (in the generally agreed-upon sense of the term) in order to demonstrate their effectiveness.  This is a 3 year program, and the focus has to be crystal clear:  improve quality in the primary care practice and reduce overall medical expenditures through avoidance of high cost treatment settings.  Secondarily, the goal is to improve both patient and provider satisfaction and primary care payments.
· As we know, these primary care practices will care for a substantial number of people with a mental disorder, and may be well advised to either have behavioral health specialists in the practice or in a strong consulting and referral relationship to help provide effective and cost-effective care - a point I made in the meeting.
· Medical specialists have argued that they, too, should be PCMHs because they, too, function as the primary source of medical care coordination for their patients.  Our answer (and indeed, the general answer in PCMH programs) has been:  this is a primary care focused initiative.  
· On the other hand, accountable care organizations may be formed that include both primary and specialty care providers (including behavioral health providers) and provide the kind of system support and coordination essential to both quality and avoidance of hospitalizations through the combined efforts of PCPs and specialists – also a point I made in the meeting.
· As you know, behavioral health in the private insurance setting is commonly carved out, making calculations of shared savings more challenging.  This is not insurmountable, but is an additional complication in an already complex endeavor.  It will be a problem in the opposite direction should you develop a behavioral health integrated practice that asserts savings in general medical expenses, particularly hospitalizations.
· My understanding is that the limited number of behavioral health practices that have some characteristics of a medical home model have a clientele that is predominantly Medicaid/Medicare.   Medicare will not be participating in the multipayer model at this time, and Medicaid has substantial budget limitations on participation that have to be seriously considered in the process of selecting primary care practices.
 
Nothing whatsoever precludes behavioral health practices and clinics from working with Sec. Henry and the Mental Hygiene Administration in conjunction with Medicaid in developing a behavioral health model using “reverse co-location” or “bidirectional” practices.  Since Medicaid and MHA are major payers for your population, the CMS/Medicaid health home option you mention in your email would be one possible pilot effort for this new model of integrated care delivery.  These practices could be incentivized in ways similar to the PCMH, including shared savings models.  Outcome measures could include whether these practices in fact take care of the majority of non-behavioral health healthcare and whether they avert not only psychiatric and substance abuse hospitalizations, but also hospitalizations for chronic non-psychiatric medical conditions.  [Better incentives for follow-up and community-based care , including financial incentives for improved outcomes, including averted hospitalizations and rehospitalizations on the one hand, and gainful employment and stable living situations on the other, would be a highly desirable payment reform in our field.]
 
So in short, I’m always happy to meet and to hear about innovative care delivery approaches in the behavioral health field;  if after reading this clarification, you would like to meet, please give me a few times you’re available in mid December.  
 
In any case, I hope that this clarifies what I had thought I had said in the meeting and in conversations afterward.  I’ve taken the liberty of copying Chairman Hammen, Deputy Secretary Henry, and Ben Steffen to keep the lines of communication open.
 
Rex
 
Rex Cowdry, M.D.
Executive Director
Maryland Health Care Commission 
4160 Patterson Avenue
Baltimore, MD   21215
410.764.3565
410.215.8585  mobile (a good option)
rcowdry@mhcc.state.md.us
 
 
 
 
 
From: Herb Cromwell [mailto:mdcbh@verizon.net] 
Sent: Monday, November 22, 2010 3:05 PM
To: Rex Cowdry, MD
Cc: 'Lori Doyle'
Subject: Medical Home
 

 

Rex: We understand that you may have concerns about behavioral health entities becoming medical homes. In a meeting Lori and I had today with Del. Pete Hammen, he suggested that we meet with you about this. 
CBH has asked Health Care Reform Coordinating Council workgroups and others to support the notion of specialty mental health providers becoming medical home for the specialized populations we serve. One reference is a recent Milbank Fund report on Evolving Models of Behavioral Health Integration in Primary Care and its model 5, “reverse co-location,” which describes embedding somatic care clinicians within behavioral health settings. SAMHSA also speaks of "bi-directional" integrated care models. CBH members are already doing this with the help of grant funds from sources such as the Maryland Community Health Resources Commission. Since community mental health programs generally have long-standing relationships with the people they serve, they often become effective medical homes anyway but as of now lack the resources to fully meet individual somatic needs.  
Indeed, the federal health care reform law explicitly includes community mental health centers as eligible health home providers. See below from the National Council for Community Behavioral Healthcare. 
"New Medicaid Health Home State Option Now Available

On Nov. 16, the Centers for Medicare and Medicaid Services (CMS) issued a State Medicaid Directors Letter providing guidance on how states may take advantage of the new Medicaid Health Home option under the healthcare reform law. This provision of the law creates a new option for states to enroll beneficiaries with two or more chronic conditions, including serious mental illness or substance use disorders, into health care homes for the coordinated treatment of their conditions.

In its letter, CMS emphasized that this is initial guidance. The letter indicates that CMS will provide financial support to states for their health home program planning efforts and clarifies that states can target populations for inclusion, but must specify how they will address behavioral health disorders in the health home model. CMS also identifies community mental health centers and other behavioral health entities as eligible health home providers. In addition, it stipulates that the basic requirements for meeting the criteria for a health home include the provision of behavioral health prevention and treatment services. All states applying for this option must consult with SAMHSA to ensure that they are adequately addressing behavioral health disorders.

For more information about the health homes provision enacted under health reform, see the National Council’s fact sheet on this topic." 
We'd be happy to come to your office at your convenience. Thanks. Herb Cromwell, Executive Director, CBH 

