Integrating Care to Improve the Health Status of Marylanders with Serious    Mental Illnesses 

To varying degrees, community mental health programs in Maryland have tried for some time to incorporate whole-person wellness programming into their service array. However, the National Association of State Mental Health Program Directors (NASMHPD) report on the shortened life expectancy of people with mental illnesses spurred the members of the Community Behavioral Health Association of Maryland (CBH) into more concerted action.

CBH is the professional association for Maryland’s network of community providers that serve the 110,000 children and adults who use the state’s public mental health system (PMHS). They operate outpatient clinics, rehabilitation programs, and a variety of housing, vocational, crisis, and related services that support recovery and community participation. 
Soon after the release of the NASMHPD report, CBH formed a Task Force on Integrated Care to strengthen our collective ability to respond to the somatic challenges of the people our agencies serve. The first step was to document the scope of co-morbidity. The Task Force surveyed its member agencies to assess the following:

· What are the most common health problems experienced by persons served by CBH agencies?

· What are the modifiable risk factors that affect current health status?

· What problems do consumers and member agencies experience in accessing appropriate medical services?

· What consumer vulnerabilities impact securing medical care?

· What reimbursement/resource issues limit CBH agencies in securing appropriate care?

· Have CBH agencies implemented best or promising practices to address the medical needs of persons served? 

The results mirrored those of the NASMHPD study: 

· A majority of programs identified diabetes, infectious diseases, cardio-vascular disease and oral health as common health care problems among their service recipients.

· A majority identified smoking, alcohol/drug abuse, obesity and poor nutrition to be widespread.

· A number cited difficulty in finding somatic providers willing to see PMHS users, the absence of specialty care, and consumer reluctance to seek care as common problems in securing appropriate medical services. 
Most people served by the PMHS are eligible for Medicaid. As such, they access somatic care through Medicaid’s managed care program HealthChoice or via fee-for-service Medicaid providers. When HealthChoice was established in the mid-1990s, policy-makers in Maryland did not want to turn community mental health services and financial risk over to for-profit managed care companies ill-prepared to deliver the specialized services and supports needed by most PMHS users. So, mental health was carved out of HealthChoice and it remains so today. 

HealthChoice managed care organizations (MCOs) are supposed to be the “medical home” for Medicaid recipients, but the complex psychiatric conditions of PMHS consumers often compromise access to and continuity of care by MCOs. Since community mental health programs generally have long-standing relationships with the people they serve, they often become their real medical homes. As in most states, however, community mental health programs in Maryland are not funded to deliver somatic care or to provide medical case management to facilitate access to such care.

Actions to Date
It’s the experience of CBH members that PMHS service recipients would be able to access primary and specialty medical care more easily and effectively if somatic care professionals were embedded within community mental health programs, so much of our work has focused on assisting our agencies to do just that. Actions and accomplishments since the Task Force’s first meeting in January 2007 include the following:
· CBH helped win passage of state legislation to include community mental health programs among the “community health resources” eligible for integrated care grants made by a new state Commission on Community Health Resources.

· So far three CBH member agencies have won integrated care grants from the Commission. Johns Hopkins Bayview Community Psychiatry program received one of the first grants and used the funds for a research-based Access to Wellness project, an “augmented primary care” effort encompassing health assessment and wellness management utilizing a nurse practitioner and a somatic case manager. Just this past June Mosaic Community Services and People Encouraging People (PEP) won Commission grants to support the hiring of a somatic nurse practitioner, Mosaic’s at the agency site and PEP’s to work with ACT teams. 
· The University of Maryland Community Psychiatry program received a state mental health authority grant to hire a family practice nurse practitioner to assist consumers with access to care and care coordination and to provide education on a variety of individual health-related issues such as diet, exercise and use of medical equipment.
· The Task Force on Integrated Care became a full Committee of the Board, chaired by the CEO of St. Luke’s House, a member agency with a long history of innovation. 

· The Committee held an integrated care forum for interested stakeholders in January 2009 featuring initiatives by CBH members. Presentations included changing clinical practice in outpatient settings by the University of Maryland Community Psychiatry program and a Healthy Lifestyles wellness initiative by Way Station.
· The Committee on Integrated Care continues to facilitate exchange of best practice-oriented resources, strategies, forms and other tools among CBH members. In addition to those mentioned above, information has been shared on care for older adults by Arundel Lodge and Volunteers of America; operating a medical day program by Mosaic; wellness and the Illness Management & Recovery evidence-based practice by Pathways; and somatic screening and case management by St. Luke’s House.
· The Committee held a webinar this past June on progress to date of Hopkins Bayview’s Access to Wellness program led by principal investigator Anita Everett MD (Dr. Everett is also on the faculty of the National Council’s Psychiatric Leadership program).

· CBH members have played key roles in the work of the “aging-in-place” workgroup of Maryland’s mental health transformation project; preliminary policy recommendations aim to incorporate nursing services within residential rehabilitation settings to help maintain community tenure for individuals whose somatic care needs put them at risk of nursing home or state psychiatric hospital placement.

· With advocacy support from CBH, the state health department’s Maryland Quit Now smoking cessation program has devoted portions of recent trainings to tobacco use by people with severe and persistent mental illnesses. 

· Seven CBH members have supported consumer participation in Achieve, a Hopkins-led weight loss intervention research study.
· CBH succeeded in including behavioral health in 2009 state legislation providing incentives to health care providers implementing electronic health record systems and continues to advocate for full behavioral health inclusion in ongoing state health information exchange efforts.

Preliminary Results 

While it’s too early to report concrete clinical outcomes, agencies conducting integrated care projects are very positive about their experiences so far. Below is information from one CBH member, the University of Maryland Community Psychiatry program:
· Since Jan 2010, 80 referrals made to the nurse practitioner (NP) for: refusal to see primary care physician (PCP) (2.5%); coordination of care (11.4%); education to manage a chronic condition (20.3%); focused problem/specific acute issue (38%) and no PCP connection (27.8%). The NP  has initiated treatment on 41 of the 80: ordered imaging tests (4.9%); ordered labs (12.2%); initiated medication (51.2%); referred to ER (9.8%) and other (22%). 
The CBH Committee on Integrated Care is also charged with bringing about policy and programmatic change for Marylanders with co-occurring mental illnesses and substance use disorders. Individual CBH member agencies have organized Integrated Dual Disorder Treatment teams and taken related steps to integrate mental health and addiction care, but this has largely been on their own initiative with private grant funds. The state has different administrative agencies with separate budgets and regulations for mental health and addictions (as well as for developmental disabilities). Unlike supported employment where we’re a national leader, Maryland has yet to make a statewide commitment to evidence-based practice in dual disorder treatment. The silos are still tall and strong. 
Obviously, our work to date has not resulted in whole-person care integration within Maryland, the PMHS or any individual agency. Many more financial and regulatory barriers have to be surmounted, more best practices have to be learned, more leaders within and beyond CBH have to make care integration a higher priority. But we’ve made a start, and as with many other advances, the provider community is leading the charge.   
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