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CBH is the professional association for Maryland’s network of community programs serving the 140,000 children and adults who use the public mental health system. Our member agencies operate outpatient clinics, rehabilitation programs, and a variety of housing, vocational, crisis, and related support services that reduce reliance on costlier inpatient care and help people with mental illnesses participate in community life as independently and productively as possible.

We appreciate the opportunity to weigh in on ways to reduce Medicaid expenditures. Short term decisions, including how to cut $40million this fiscal year, are best left to others. CBH can offer thoughts, however, on the longer term.

First is the attached paper from a national level coalition, the Partnership for Medicaid, that proposes various efficiencies that could reduce costs. Most would likely require federal action but we’re sharing with you now in the event you see any potential at the state level.

In the shorter term we recommend immediate action to prepare a state Medicaid plan amendment to establish one or more behavioral health home pilots per section 2703 of the Affordable Care Act. As Maryland positions 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.  

More than 85% of the individuals served by Maryland’s public mental health system (PMHS) are Medicaid-eligible. Most have serious illnesses such as schizophrenia or major depression and most also have co-occurring chronic somatic conditions. These factors lead to higher than average overall Medicaid costs mostly on the somatic side. For example, 2007 data from California’s Medicaid (Medi-Cal) program show that while people with serious mental illness make up 11% of Medi-Cal enrollment, they represent 39% of expenditures. PMHS users are a natural fit for health home consideration.   

Most health/medical home definitions 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 health home provider are in partnership to achieve the best possible health outcomes. Health homes are not required to provide all necessary health care within its own confines. Rather, coordination, communication, and a person-centered approach are the essentials of a health home, and by this definition, behavioral health providers are uniquely qualified to serve as health homes. Given the multiple needs, both psychiatric and somatic, of the populations served by the PMHS, 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.
Even though existing MCOs are already at financial risk for covering emergency department visits, inpatient stays and other medical costs associated with the chronic somatic conditions PMHS populations experience, that risk would be lower -- at considerable savings to Medicaid -- if whole-person care were afforded PMHS users via a health home approach. More importantly, the quality of their lives would be enhanced significantly. As it stands now, according to a 2006 report by the National Association of State Mental Health Program Directors, people with serious mental illness die 25 years sooner than the general public because of  “modifiable risk factors such as smoking, obesity, substance abuse and inadequate access to medical care.” This is shameful, and we must do better.
Finally, it is important to note that dual eligibles, a population not covered under HealthChoice, can be managed by health homes as envisioned in the federal legislation. A recent Kaiser Commission report says that duals represent 15% of Medicaid enrollment nationally but 39% of expenditures. Given that a significant portion of dual eligibles have behavioral health issues, it would be advantageous from both a quality and cost perspective to include them in a behavioral health home pilot.

Thank you for considering our views.

Herbert S. Cromwell, Executive Director
