Decembr 21, 2011

Charles J. Milligan, Jr., J.D. 

Deputy Secretary for Health Care Financing
Departmentof Health & Mental Hygiene

201 W. Preston St., 5th Floor
Baltimore MD 21201-2301
Dear Chuck: 

In follow-up to your visit at the CBH retreat last month, we are providing information that you requested concerning the Missouri health home model which CBH recommends that DHMH adopt when applying to CMS for the Medicaid Chronic Health Home Option. This is not the only model that CBH supports, and we are actively researching other alternatives, including the one we discussed with you involving an arrangement with Community Health Solutions (CHS), one we continue to believe would also be effective.  We will provide subsequent correspondence about those other models, including ways to address the concerns that you raised about them.  But in the interim, we wanted to get back to you promptly to respond to the questions you asked about the Missouri model.    

The following discussion summarizes that model, describes the rationale and advantages, and addresses specific implementation concerns that have been raised.  
I.         Summary. The Missouri model for a Chronic Health Home utilizes community mental health programs as the “health homes” for adults with severe and persistent mental illness (SPMI) and children with emotional disabilities (ED).  Leaders and researchers in the field, as well as several progressive states such as Missouri, have recognized that while primary care providers can serve effectively as the medical homes for individuals with mild-to- moderate forms of mental illness, behavioral health providers are best positioned to serve as the medical homes for individuals with severe forms of mental illness and emotional disabilities.  The concept for this model is that behavioral health providers:  i) have the most experience and evidence-based practice expertise in assertive outreach to these individuals who are often unable or unwilling to access primary care; ii) are in the closest, most trusting relationships with those individuals that can be leveraged in the most natural and intimate settings (e.g. homes, shelters, jobs); iii) have the most frequent contact with them; iv) deliver or coordinate most of the other basic safety-net support services that a “whole person” needs (e.g. housing, employment support, entitlement  coordination, money management assistance); and v) have delivery systems and evidence-based practice expertise that are the most conducive to addressing the major barriers to physical health of this population, which are the symptoms and functional limitations of the mental illness itself (e.g. lack of skills and motivation to adopt and maintain healthy lifestyles, seek preventive care, manage chronic diseases, and comply with primary care treatment recommendations).  

The basic methodology of the Missouri model is to support behavioral health providers in hiring primary care professionals who can work as a team with the behavioral health counselors to integrate primary care and behavioral health by coordinating and managing both types of care, as well as other support needs of the “whole person.”  These primary care professionals provide some direct-care services such as assessment and monitoring of serious medical conditions, but their major focus is to team with the behavioral health staff to:  i) increase access to care through assertive outreach to engage individuals; ii) once individuals are engaged, enhance quality of care by coordinating primary care provided by other professionals and integrating that care with the behavioral health and support services; and iii) improve consumer participation in care by implementing evidence-based practices such as Integrated Illness Management and Recovery to assist consumers in developing the skills and motivation to adopt healthy lifestyles, manage chronic diseases, seek preventive care, and comply with primary care treatment recommendations.    

As you know, this methodology is similar to the traditional medical home model in which the primary care provider directly provides all of the primary care and coordinates behavioral health and support services delivered by other providers.  Indeed, even those primary care “medical home” providers that also directly offer behavioral health services do not provide the vast array of “whole person” safety net services that community mental health programs provide.  For this and all the other reasons stated above, the Missouri model utilizes community mental health programs as the health homes for individuals with more severe forms of mental illness, and supports those providers to coordinate the primary care.  It is important to note that several state Medicaid agencies are seeking to implement this “behavioral health home” model, so it has growing precedence and practical validity in terms of clinical effectiveness and cost efficiency.  In fact, one Missouri pilot project resulted in a decrease in Medicaid costs of 16.7% “off-trend.”       

If Maryland applied the Missouri model, the current PMHS reimbursement system would remain in place, with the addition of a billing code for “health home medical care management” – funding that would allow Psychiatric Rehabilitation Programs (PRPs) and Outpatient Mental Health Centers (OMHCs) to add nurse care managers and primary care physician consultation.  For purposes of illustration, the Missouri staffing standards include:  1 FTE Health Home Director per 500 consumers; 1 FTE Nurse Care Manager per 250 consumers; and 1 hour of Primary Physician Consultation per consumer per year. (In Missouri, the Nurse Care Manager can be the same person as the Health Home Director.)  The following are just some specific examples of the many tasks these professionals would perform:  i) develop and maintain peer “interdisciplinary treatment team” relationships and protocols with primary and specialty care providers, including inpatient facilities; ii) participate in individual treatment planning; iii) utilize metabolic screenings and Medicaid claims data to provide intensive care management, with particular focus on increasing medication possession rates, decreasing unnecessary use of multiple medications, reducing inappropriate hospital and ER utilization, and improving chronic disease self-management; iv) provide technical assistance to behavioral health counselors with regard to identified health conditions; and v) design and implement health promotion strategies in individual and group settings.  

Missouri specifically implemented the Chronic Health Home model for children with Emotional Disabilities as well as adults with SPMI.  Similarly, CBH urges DHMH to also include children.  

II. Identified Challenges.  Several questions have been raised as possible challenges in implementing this model in Maryland.  The stakeholders in Missouri have addressed each of these challenges in effective, practical ways, and in ways that CMS has approved.  

A. Do Maryland PRP/OMHC providers have the capacity to implement the Missouri model?
           There is no question that Maryland providers can develop the capacity to implement the Missouri Model.  Maryland providers have the same readiness potential in terms of size, infrastructure, and expertise as did the Missouri providers, all but two of whom developed the necessary capacity.   Missouri providers built their capacity in approximately 12 months, and Maryland providers could achieve the same result.    
1. Size.  The annual operating budget sizes of the participating 
Missouri providers range from $2 million to $45 million.  This is similar to Maryland.  The only two Missouri providers who were not able to develop the necessary capacity were so small in size (under 170 consumers served) that the staffing standards noted above would not have justified a full-time nurse to assume the duties of the Health Home Director and the Nurse Care Manager.  Missouri felt it questionable that health home staffing less than this minimum would support effective medical care management.  CBH supports the concept of a minimum size threshold for provider eligibility, and notes that even with such a criterion, the participating PRP/OMHCs could serve all eligible individuals throughout the entire state.  

                                2.
Infrastructure.  The major infrastructure challenge for Missouri providers was development of the health information technology required as a tool for both on-going care management and outcome evaluation.  However, it is important to note that Missouri did not require that all participating providers, themselves, have implemented an electronic health record (in fact, 25% have not).  The only mandated technology was access to a statewide patient registry, which providers can utilize to input and access clinical and claims data such as metabolic screening results and medication prescription information.  This met CMS data requirements without requiring all providers to have EHRs.  To address this component, the Public Mental Health System’s electronic outcome evaluation system (OMS) could be modified to serve the functions of Missouri’s patient registry.  Note that most all CBH providers are taking steps toward implementation of EHRs as they recognize the importance of this innovation.  However, it is also recognized that this cultural change takes time – as it still does in Missouri, even with regard to its health home implementation.    

3. Expertise.   Maryland providers can gain the expertise necessary 

to implement health home services just as quickly, if not more so, than did Missouri providers.  Capacity training in Missouri involved several days of education in the health home model, several days with regard to health information technology, several days with regard to improving client access to services, and on-going technical assistance with regard to all of the above.  The entity leading and driving the provision and receipt of this training and assistance in Missouri is CBH’s counterpart there, The Missouri Coalition of Community Mental Health Centers (MCCMHC).   CBH commits to providing peer-organization support similar to MCCMHC in leading and driving the training and other development of capacity of Maryland PRP/OMHCs to implement the health home model.  

It is important to note that, if anything, Maryland providers are better positioned to develop the necessary expertise than were Missouri providers, because Maryland’s Public Mental Health System (PMHS) has more experience with evidence-based practices which have been driving a provider culture change that has laid the foundation for a change to this health home model.  A key provider competency in the EBPs which have been implemented in the Maryland’s PMHS (e.g. Assertive Community Treatment, Integrated Dual Disorders Treatment, and Supported Employment) is the skill to clinically and administratively support the coordination and integration of internal and external practitioners from various disciplines and segments of the client’s life arenas (e.g. psychiatrist, residential counselor, job coach, etc.).  This same competency is critical in successful implementation of the health home model.  

B. How would Maryland’s Medicaid Plan Amendment request to CMS 
demonstrate that these new Chronic Health Home services are not duplicative of other currently covered Medicaid services?  

Maryland can borrow the Missouri language that prohibits payment duplication, or if it wants to be more conservative, it can specify the many significant service distinctions which exist.  

Missouri chose to focus more on the former than the latter.  This approach recognizes the reality that the most serious clinical and financial barriers to serving this target population relate to gaps in services, not overlaps.  As such, Missouri understands that interdisciplinary teaming necessary to serve this population of co-occurring conditions with effective transition hand-offs and on-going integration may involve some periods of co-occurring service coordination by different provider agencies.  What cannot happen, and what Missouri prohibits, is dual payment for the same service by the same provider at the same time.  Toward this end, Missouri addressed the issue in the following way in its State Plan amendment request:

“Missouri will pay for reimbursement of the cost of staff primarily responsible for delivery of services not covered by other reimbursement (Primary Care Nurses, Physician Consultants, and Administrative Support staff) whose duties are not otherwise covered reimbursable by [Missouri Medicaid]…The reimbursement model is designed to only fund Health Home functionalities that are not covered by any of the currently available Medicaid funding mechanisms.”

In addition, in a recent follow-up letter to CMS in response to a question 

about overlap with managed care, Missouri stated that it would add the following to its State Plan Amendment:  “This Health Home delivery design and payment methodology will not result in any duplication of payment between health homes and managed care.”  (A small portion of Missouri’s behavioral health home clients are enrolled in MCOs.)  

If DHMH wanted to be more conservative than Missouri, it could, in addition to adopting Missouri’s language that prohibits payment duplication, describe the following service distinctions.

1. Health Home Medical Care Management vs. Mental Health 
Targeted Case Management. As defined in COMAR, Targeted Case Management (TCM) is an initial, intensive, short-term linkage service provided by mental health staff with the minimum credential requirement of a bachelor’s in a mental health field and 1 year of mental health experience, and provided for individuals who are in acute crises such as being at imminent risk of inpatient psychiatric treatment, homelessness, or incarceration.  (Missouri has a targeted case management service that is similar to Maryland’s.)  Contrastingly, Health Home Medical Care Management (HHMCM) is a long-term, on-going medical care management service provided by primary care staff with minimum credential requirements of an M.D. license (for Physician Consultant) and R.N. license (for Health Home Directors and Nurse Care Managers), for individuals with co-occurring medical conditions or risks.  As is the case in Missouri, these two services would not be provided to the same person at the same time.  It is conceivable that TCM may be provided to an individual for an initial period to develop linkages, but then the person transitions to HHMCM for on-going support.  The following discusses each of the major distinctions in these two services.  

a. Duration of Service.  The average duration of TCM is 6-8 

months, as compared to a much longer duration for HHMCM.  

b. Type of Service.  The TCM regulations specifically 

describe the majority of the service as “Linkage of the Participant with Services,” and does not even identify primary care in the list of examples of services to be linked:  “…the most appropriate services available to meet the participant’s needs, such as mental health services, resource procurement, transportation, or crisis intervention” (COMAR 10.09.45.04C).   The regulations do identify some level of follow-up after linkage (“Monitoring of Service Provision”), but the average length of TCM of only 6-8 months demonstrates that the focus of the service is on initial linkage, with a minimum length for on-going monitoring.  Also, related to the distinction in provider credentials and expertise noted below, the regulation describes the nominal monitoring responsibility to ensure “…that the agreed-upon services are provided, are adequate in quantity and quality, and meet the participant’s needs…” (10.09.45.04C6). The regulations and practice of TCM do not expect an individual with a bachelor’s degree in mental health to evaluate, monitor, and impact the “quantity and quality” of primary care services.   


In contrast to the focus of TCM on initial linkage to mental health and support services, HHMCM involves the provision of the following primary care services:  i) direct-care assessment and monitoring of medical conditions; ii) professional peer review of adequacy of quantity and quality of primary care by external practitioners for this specialty population; iii) instruction in chronic disease management; iv) peer consultation with primary care practitioners within the context of a treatment team model; v) other care management interventions which may include assertive consultation such as challenging a prescriber on the use of certain medication combinations that are not favored within accepted evidence-based mental health practices; and vi) peer education of primary care practitioners with regard to evidence-based mental health practices.       

c. Provider Credentialing and Competencies.  As noted, whereas 

the TCM regulations require the provider only to possess a bachelor’s degree in mental health plus one year of experience in the field, the Missouri model requires the provider to be a licensed M.D. for the primary physician consultant, and a licensed R.N. for the health home director and nurse care managers.  These significant differences in credentialing and competencies illustrate the different focus:  as noted in COMAR, TCM focuses on initial linkage of mental health and social support services, whereas HHMCM focuses on on-going care management and integration of primary care.  

d. Service eligibility.  Finally, the consumer eligibility for TCM 

focuses on individuals who are at risk of inpatient psychiatric treatment, homelessness, or incarceration, and is further limited to a very small minority of the many PMHS adults with SPMI and children with ED.  This makes sense given the intensive focus of TCM on higher-cost, initial, intensive linkage of critical support services for people in extreme crises.  Contrastingly, HHMCM is a long-term service that would be available to all PMHS adults with SPMI and PMHS children with ED, as it is recognized that this population has a disproportionately high risk of serious and costly medical conditions.   

2. Health Home Medical Care Management vs. MCO Case 
Management.  The current regulations for MCO services at COMAR 10.09.65.04C and .14 require a certain level of case management for special needs population enrollees.  The payment rate to the MCOs for these services is currently $6 per enrollee per month.  

The MCO case management (MCOCM) services to adults with SPMI or children with ED are not duplicative of the HHMCM services because the MCOCM is much more focused on attempted outreach efforts relative to missed appointments and clear demonstrated treatment noncompliance.  Contrastingly, HHMCM focuses on utilizing evidence-based mental health practices:  i) to do continuous, aggressive outreach to individuals who are unwilling or unable to access regular primary care (and don’t even schedule appointments that they can miss), and ii) to provide on-going, intensive care management, even in the face of repeated rejection, to individuals who consistently fail to comply with treatment recommendations in often-times subtle ways or because of lack of skills.  

CBH is not suggesting that MCOs should be doing more than what is required 

under the regulations, nor are we saying that the MCOCM services are not being delivered appropriately.  As noted in the introduction about the Missouri model, the major barriers to improved physical health for this population do not relate to lack or quality of care.  Instead, the barriers result from the symptoms and functional limitations of the mental illness itself.  As noted above, behavioral health home providers are better positioned to resolve those barriers because of their experience with assertive outreach, the frequency and intensity of their trust relationships with the individuals, and these providers’ expertise with evidence-based mental health practices such as I-IMR that specifically address these barriers.  The point of the new behavioral health home model is not to look for deficiencies or blame in current traditional systems, but instead to seek new innovative ways to bring all provider systems together to better address the more complex barriers that result from the intractability of mental illness and emotional disabilities.  

However, even though the two services are drastically different, if DHMH desired it could take the most conservative approach possible in this situation to avoiding duplication of payment.  For those individuals enrolled in MCOs, reduce the HHMCM rate paid to the behavioral health home providers by $6 per person per month.  This recognizes that some greater degree of case management is being provided to individuals in MCOs as compared to those not enrolled in MCOs, and yet places a value on that difference as it relates to the much more extensive medical care management offered by the behavioral health home providers.  

The following tracks the regulations to describe the major distinctions between the two services.  

MCOCM involves limited outreach efforts for individuals who are difficult-to-treat.  COMAR 10.09.65.04C(4) requires “case management” for “Special Needs Populations,” and .04C(6) and (7) describe the parameters of that requirement:

(6) An MCO shall make documented outreach efforts to contact and educate enrollees who fail to appear for appointments or who have been noncompliant with a regimen of care.  These efforts may include, but may not be limited to, notification:

(a) By mail;

(b) By telephone; and

(c) Through face-to-face contact. 


(7) Referral to Local Health Department.


      (a) An MCO shall make a written referral, or ensure that the enrollee’s provider makes a written referral, to the local health department (LHD) for the county in which the enrollee resides, for assistance in bringing into care an enrollee for whom the MCO has been unsuccessful in its documented out-reach efforts pursuant to Section C(6) of this regulation, within 10 business days of whichever first occurs:



(i) The third consecutive missed appointment; or



(ii) The MCO or the enrollee’s provider identifies the enrollee’s repeated noncompliance with a regimen of care. 


Additional case management responsibilities specific to individuals enrolled in the Specialty Mental Health Delivery System include cooperative referral duties as noted in 10.09.65.14 D and E:


D.  If an MCO determines that primary mental health services are not sufficient to meet the enrollee’s mental health needs, the MCO shall refer the enrolled to the Specialty Mental Health Delivery System as specified in COMAR 10.09.70.

E. An MCO shall cooperate with the Specialty Mental Health Delivery System in
developing referral procedures and protocols.  

As noted above, the regulations require only limited outreach efforts for MCOCM, and this is reasonable given the low payment.  It is easy to see how HHMCM would pick up where MCOCM leaves off -- those clear situations in .04C(7) when an individual misses three consecutive appointments or demonstrates repeated noncompliance with a regimen of care.  However, it is less clear for the majority of situations in which mental health barriers appear:  when individuals are not even engaged enough to make appointments to miss; or when there is either minimal compliance or noncompliance that is more subtle.  Telephone or mail outreach is not effective for this population, and the MCOs cannot be expected to have the time, resources, and relationships with patients to do the assertive face-to-face outreach in residences, homeless shelters, and job sites that is necessary for this population.  Similarly, even the threshold need for this level outreach is complex.  For example, an individual with SPMI or a child with ED may finally get in to see a primary care provider and agree to do whatever is asked, but then the individual or the child’s parents may have difficulty following through well enough or consistently enough to positively impact the various risk factors over time.  Conversely, the HHMCM provider has the resources, relationships, and expertise to perform the assertive outreach and ongoing care management that is needed in order to have a significant impact on the dramatic health disparities that continue to exist between this population and the general population.  

III. Conclusion.  CBH appreciates that DHMH is open to our input on this important matter, and we very much want to work with you to design and implement health reform in Maryland, a significant component of which would be creating innovative and effective behavioral health home services for adults with SPMI and children with ED.  

Sincerely,

Herbert S. Cromwell, Executive Director
on behalf of the CBH Board of Directors

cc: Joshua M. Sharfstein M.D, Secretary, DHMH

      Renata J. Henry, Deputy Secretary for Behavioral Health & Disabilities, DHMH

      Brian Hepburn M.D., Executive Director, Mental Hygiene Administration

      Susan Tucker, Executive Director, Office of Health Services, DHMH Med Care Prog 

      Tricia Roddy, Director, Office of Planning, DHMH Med Care Prog            

      CBH Member Agencies and Other Mental Health Stakeholders
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