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Person_Centered Health Homes
Lara Hoken (ph): Good afternoon everyone. Thank you for joining us and welcome to the Center for Integrated Health Solutions webinar Person-Centered Health Homes, presented by Chuck Ingoglia and Larry Fricks. My name is Lara Hoken (ph) and I will moderating this webinar on behalf of the Center for Integrated Health Solutions. Before I introduce our speakers, we just want to remind everyone that today’s webinar is being recorded and an audio version of the webinar and a PDF of the presentation will be available on our website at www.centerforintegratedhealthsolutions.org within 48 hours. At various times during the webinar we will ask you to participate by answering some short polls. Please also take a minute to complete the short survey that will appear as you leave the webinar. 
Our first presenter this afternoon is Mr. Chuck Ingoglia. Chuck served as the Vice President of public policy for the National Council for Community Behavioral Health Care, where he directs Federal affairs and policy and technical assistance outreach to the National Council’s 1800-member organization. Our second presenter, Mr. Larry Fricks currently serves as the Deputy Director for the SAMHSA-HRSA Center for Integrated Health Solutions, and the Director of the Appalachian Consulting Group. Again, thank you for joining us and I will now turn things over to Mr. Chuck Ingoglia. [0:01:35]
Chuck Ingoglia: Thank you Lara for that introduction and for moderating our webinar today. And thanks to all of you for tuning in today for a webinar in which we hope to be able to provide some context about this notion of person-centered healthcare homes, and provide some context to those of you who aren’t yet familiar with the concept, and to talk about helping this model achieve its vision of being person-centered and participant-driven. 

The idea of healthcare homes has been around for a number of years and the vision [inaudible] of person-centeredness has been consistent over time and certainly also consistent with the mental health and substance use community’s ideas of recovery. And it’s fascinating to see how a broader healthcare system now is coming to embrace these ideas of patient-centered or person-centeredness and how that concept is seeking to transform care. And certainly the Institute of Medicine and its Crossing the Quality Chasm series that begun in the late 90s has also made this notion of patient-centeredness or person-centeredness at the core of what the healing relationship is about. [0:03:06]
So today we want to provide some information about this and make sure you have some idea of what healthcare homes are and how this approach is seeking to transform the way healthcare is delivered in this country from a system that is fragmented and based on episodic care to care that is based on a long-term relationship and patient preference. We also think this webinar’s important because I think there’s growing recognition within the health policy world that medical homes or health homes will need to look different depending on the population being served. Certainly older Americans have different healthcare needs than youth who are in foster care. And certainly individuals living with addiction and serious mental illness also have particular needs and require adatacation (ph) within the person-centered healthcare home model and we want to talk a little bit about that. So, Teah (ph) could you please go to the first slide please?
Now as a way to help us organize our thinking around the healthcare home and inter-adaptability, I think we also want to start with another premise that we operate from, which is that all healthcare homes no matter their locust or their defined population need to have the ability to address underlying mental health and substance use problems. And we want to talk, I want to talk just for a few minutes around a conceptual framework that the National Council developed about 10 years ago which is an adaptation of other conceptual frameworks that were developed for co-occurring disorders, this notion before quadrant modeling. 

And what this model basically does it’s a planning tool to help system individuals and providers think about the population to be served and their various characteristics, and recognizes that there is always a boundary between primary and specialty care. You know, primary care physicians screen for and provide brief treatment for a number of conditions within their practice but also rely on specialists, a wide range of specialists, to provide more targeted intervention and that’s going to be the same as well for mental health and substance use disorders. [0:06:00]
So Teah (ph) can we go to the next slide, which just provides an overview of the four-quadrant model. And basically it’s a way of thinking about individuals based on their current needs and then thinking about what are the types of services that they need as well as where those services might be best provided. And, again, this is a conceptual planning tool. This is not a diagnostic tool; this is not an always-has-to-be-this-way because again what are we talking about? We’re talking about - at the heart of this is patient preference. 

So the idea is how do you meet patients where they are with the needs that they bring and to do so in a way that leads to high-quality care that is meaningful to them? And so long before (inaudible at 0:06:55) is really a question of what kind of physical health conditions do individuals have, how severe are those and then what kind of - and how do these intercept then with their behavioral health conditions? So who might be the provider and what kind of intervention might they be providing where? And then along the vertical continuum is the level of mental health substance use disorders. 

So the way to think about this is that generally folks that show up, folks with mild to moderate mental illness and substance use disorders as well as low level physical health disorders would likely receive their care in ordinary health home or in a PCP, primary care office. And those with more complex disorders where we - I think there’s growing recognition that people with more complex disorders would likely want and need their care from a specialty behavioral healthcare organization. So a way to begin to just to try to think about that continuum of need and then where would the locust of responsibility reside and where would be the place where folks would tend to get their services and again it’s always mediated by individual preference. Teah (ph), can we go to the next slide? [0:08:39]
So then I guess the other concept that we want to explore is the idea that care should always be coordinated and that individuals will enter the system wherever they do. Some people will walk into the specialty behavioral healthcare organization, others will enter a primary care practice, and at the end of the day what we’re - I think the goal is that within communities, there are relationships that allow for individuals who need care to get it when they need it, so that there’s a protocol and a relationship. So that the person enters primary care that has a more serious addiction or mental health issue and needs access to specialty care that there’s a process in place for them to receive that, that there’s an ability for that primary - a relationship exists for that primary care practice to make a referral and get people care within specialty settings with the recognition though that after that care is - if there is a sufficient remission of symptoms or improved functioning, that that individual does not need to be in specialty care all the time. So, again, what we’re hoping for is that there are structural relationships that support clinical care locally, that those relationships support individual preference and need as identified in a level of functioning. Teah (ph) can we go to the next slide please? [0:10:36]
So just want to introduce, begin to introduce the concept of person-centered healthcare homes. There are other descriptors of this approach, you might hear patient-centered medical home. The National Council in all of its writing on this topic has adopted now for a number of years the notion of person-centered healthcare home. That’s also the language used in the Affordable Care Act. We like it because it focuses on the person as well as on the notion of their entire healthcare need, as opposed to just their medical needs. 

And again what this model is about is fundamentally transforming the way care is organized and delivered in this country and I think that’s a really important thing to remember that this is not about primary care efforts delivered today. This is really envisioning a new way of delivering primary care and the recognition that this approach can be housed in other kinds of settings, like behavioral health treatment organizations. So what’s really important is the way that the practice is organized and the way it functions in order to meet individual client preference and need. [0:12:13]
So the idea here again, as I mentioned earlier is moving from fragmented episodic care, to care that is based on an ongoing relationship and that there’s a care team that takes responsibility and helps individuals to manage the healthcare system. And I think this is really an important concept, that it’s - and one that perhaps behavioral health is more familiar with - that there is a team of people who share perspectives, who share in the treatment planning process with the consumer, that patient preference is also very important. And the idea here is to help individuals navigate the healthcare system over time to achieve better health outcomes to reduce the number and types of chronic illnesses experienced and to have increased quality of life. So that quality and safety is the hallmarks of this.
I think also important is the notion of enhanced access. I think this is a concept that might challenge us, the behavioral health field particularly, ideas of 24-hour, 7-day-a-week access to care managers, same day appointments. The idea here is that people get, people who are involved in health homes get care when they need it and as quickly as possible. And also it’s important to recognize that this is part of a larger vision of redesigning the way care is organized and paid for in this country so that there’s also a component of this would change the reimbursement occurs. 

So right now reimbursement occurs - in most of the healthcare systems reimbursement is based on the number of procedures or the types of care that you receive. But there’s an incentive, actually, sometimes to provide more care even if it’s not needed. And the idea here is that there are quality indicators and clinical indicators that are being used to assess the success of that practice. Teah (ph), can we go to the next slide, please? [0:14:46]
I think it’s also important to realize that healthcare homes are conceptual model of a way of thinking about the way care is organized. That there will be individual practices who choose to become health homes and that there are required services and mechanisms in place that allow for that care coordination for free-flow of information. But health homes are not - sometimes I think in our field people confuse them with a residential setting. So they are not residential settings and they are not designed to be managed care as some people experienced it in the 80s and 90s, which was managed care as gatekeeper. 

The idea behind health homes is your primary care practice and care team as gate openers, ensuring that you get the right care at the right time and the right dose for the right duration to achieve best functioning and best clinical outcomes. And I think many of the people who write about health homes are very insistent on that and I think the question is going to be how does that actually get implemented in practice? So Teah (ph) could you actually go two slides? And I think we’re supposed to have an poll question right now so I’m going to stop for a second. [0:16:36]
Lara Hoken (ph): And right now, Bob, if you wouldn’t mind going ahead and launching the first poll question? We kind of want to get an idea about those of you who are on the call. The question you will see on your screen. It says where is your organization in its efforts to create or collaborate on a health home? We’ll have this poll open, we’ll go ahead and launch it and have you all answer. Go ahead and keep it open for a few more seconds. All right and we’ll go ahead a look at the results. And it looks like about 38 percent of you have indicated that you are in initial discussions; about 20 percent are planning; 19 percent are in new development or implementation stage; about 3 percent are refinement (inaudible at 0:17:42) and about 20 percent have indicated that they are at another stage. 
Chuck Ingola: Thank you for participating in that poll. That was very helpful to have an understanding of where you are and hopefully the material we’ll present today will be useful to you in your implementation. I want to spend a few minutes just hopefully not preaching too much to the choir but really underscoring why it will be important for all health homes to address substance and mental health in the populations that they serve, both looking at it from a prevalent but also how do these disorders interact with an effect the care experience of people who have other chronic health conditions? [0:18:43]
So I just want to get some context for that and I think that this is also the kind of information that could be helpful to behavioral health organizations as you begin to have conversations in your community with other practices that are considering becoming health homes, whether it be a Federal Qualified Health Center or some other kind of primary care practice. And helping them understand that if they don’t address underlying substance use and mental health needs of the population, that they’re not going to achieve either their quality indicators or clinical indicators or their financial goals for the project. So I just want to spend a few minutes talking about that.
And again you know that substance use conditions are very prevalent. And we also know that a very small number of people receive treatment at any time; that this image I think that Tom McLellan uses of a triangle, that it’s only the people at the tippy top who are in treatment and there are a much larger number of people who either abuse or are dependent on substances or have what’s known as unhealthy use. We know that substance use conditions contribute significantly to overall healthcare costs, that they exacerbate other chronic health conditions, and that substance use interventions can reduce healthcare utilization. Now how do we know that? Teah (ph) can you go to the next slide? [0:20:36]
I think there have been a number of studies around the country that demonstrates this. There are some very compelling data coming out of Kaiser Permanente and Northern California. And they were able to look at enrolling data, both before substance use treatment and post substance use treatment. And what they found in their data and their analysis is that the treatment group had a 26 percent reduction in overall costs, from $239 per member per month to $208 per member per month; that this population once they received substance use treatment had reduced emergency room and hospitalization post treatment compared to a matched control group. Teah (ph) can we go to the next slide?
And they’ve also been able to look at - they developed an approach called continuing care and looked at its effect at remission. And this was episodic substance use treatment when needed. It also included psychiatric services when needed, and those were for people who had identified psychiatric symptoms or co-occurring illness. And they also insured that people had access to primary care. 

And in this population they were able to show that patients receiving continuing care were more than twice as likely to be remitted at each follow-up over nine years; that they continued to have remission of their substance use disorder, that these individuals were also less likely to have emergency room visits and hospitalization subsequently. So, again, that this effect had the ability that providing substance use treatment has long-term positive effects for individuals in terms of clinical outcomes, it helps them avoid costly interventions, it helps them avoid personal - whatever the health conditions that are drawing them to the emergency room. [0:23:11]
But also the next slide is very interesting and I think the data that we should also make sure that we are able to share with others is that the positive effects were not only experienced by the individuals with the substance use disorders but also by their family members. Family members, when they were - Kaiser was able to [get most added] (ph) data for not just the individual who was receiving treatment but what happened to their family as well. And pre-treatment on these family members also had higher medical costs than control families; they had higher prevalence rates of medical conditions, both the other adults in that family as well as the children; and that they were also able to experience reduced medical spending, that family members had an ancillary effect from the treatment intervention in reduced costs. 

So, again, I think this was very compelling data coming out of Kaiser Permanente. I know that also earlier this year data was published coming out of Washington State that looked at the fact that by providing additional substance use treatment they were able to significantly reduce growth in total healthcare expenditures for that population receiving that (ph) intervention. On the Center for Integrated Health Solutions’ website you can find information around cost offsets. But again these are the kinds of discussions and the kinds of data that we want to be able to bring to other healthcare providers as they’re putting together healthcare homes for why mental health and substance use need to be included. Teah (ph), can we go to the next slide? [0:25:27]
All right. So the next slide when you see it will be moving us in to look at the other quadrants of folks with more serious disorders and their needs. The - and really I think the most compelling figure for us in the field was first published in 2006 by The National Association of State Mental Health Program Directors and that was I think confirmed what a lot of us knew, that people with serious mental illness being (inaudible at 0:26:21) at young ages, frequently in their low to mid-50s, and that a significant reason for this early death was other chronic illnesses that these folks were living with. 

And I think this has also been a call to us as a field to begin to challenge us to do a better job of meeting the underlying physical health needs of populations living both with serious mental illness, with chronic addictions. There are comparable data from Oregon looking at people with co-occurring disorders, chronic mental illness and addiction. And one study published in Oregon, the average of death there was I think was 46. So that both of these disorders have terrible consequences for individuals. Just look at a few more slides and talk about the data. Teah (ph), can we move to the next slide? [0:27:34]
Again, looking at - this is some data from Massachusetts. Death by heart disease, by age group. And we see that folks enrolled in Medicaid who had serious mental illness had significantly higher rates of death by heart disease than the average Medicaid population. Teah (ph) can you go to the next slide? The next slide is an analysis from Maine Medicaid. And again, looking at a range of health conditions and comparing individuals with serious mental illness compared to those without. And in every case the rates of those illness were much higher in the SMI population.
So again, I think we might not need more reminding but certainly that these illnesses bring with them, serious mental illnesses bring with them very high rates of co-occurring chronic health conditions and that these have consequences and that we have some responsibility as a system to help meet these needs. Teah (ph) the next slide. [0:29:00]
This reality is not confined just to the population that is lucky enough to have Medicaid. This slide shows data from Washington State and these are folks who are receiving general assistance - yes, Washington still has this thing called General Assistance where cash support for poor people who for whatever reason can’t be on Medicaid. It still does exist. But even within that population there are very high rates of substance use and mental health conditions, as well as physical health conditions and that much over lap between those realities.
Lara Hoken (ph): And I think we’re going to go ahead and launch the second poll. Bob, if you wouldn’t mind doing that. This poll we are asking you all to answer what populations are you looking to target within your health home, if you are either in beginning stages or just discussion stages or even further along. And the options are the SMI populations, chronic addition disorders, or primarily chronic disease patients with comorbid disorders. So we’ll go ahead and launch that poll, if you’ll please put in your responses. We’ll keep it open for just a few more seconds. All right. And it looks like we have our responses in. About 60 percent of you identified that you are looking to target the SMI population in your health homes; 11 percent are looking at chronic addiction disorders; and 29 percent indicated that they are looking at primarily chronic disease patients with health comorbid disorders. Thank you. [0:31:05]
Chuck Ingoglia: So Teah (ph) can we go ahead two slides? So again for those of you who were looking to target people with chronic illnesses who might have comorbid mental health or substance use conditions, I think that the model that has the most evidence for treating those disorders in primary care is collaborative care. And impact is one such approach but there’s a broader range of interventions known as collaborative care. We want to make sure that for that - for those of you who are targeting a general chronic population that you think about this model. It shares many features with screened brief intervention but it has built on that a little bit. So it includes the systematic diagnosis of these conditions in primary care. 

So whether that’s you’re screening using the audit for substance use or using the PHG-9 for depression, there’s some kind of ongoing way for screening for those conditions and engaging in brief intervention in the primary care site. And impact use the care managers so it would be someone with a behavioral health background who would initiate interventions in the primary care office with access to psychiatric consultation, both to the care manager and to the primary care physician. So that if treatment were initiated and the person wasn’t getting better, that there was consultation available to consider alternatives whether that was changing the intervention or medication, increasing dose, et cetera. [0:33:17]
But what was really important in collaborative care, generally and in impact particularly, is the notion of not just using a screening instrument to identify a condition for diagnosis purposes but that also using that tool over time to measure treatment response because the goal of treatment is to help people have improved functioning to help the person to have symptom reduction, however that person describes what they’re goal is. But how are we measuring that in a symptomatic way and then targeting our intervention to individuals who are not having sufficient treatment response or improved functioning? 

So that the notion of that care manager on site is a very important function as well as the ability. You have the consulting psychiatrist and if the person is determined to have a more serious illness, needs specialized treatment, that you have a protocol in place for that person to get care in the specialty behavioral healthcare organization. And that’s not just a referral but how are those two practices sharing information, coordinating care for that patient and making sure that that individual that their needs and goals are being met?
Okay so we’re going to jump now into some of the components of the health home and the next slide, Teah (ph), we’ll begin to do that. And again, I just want to - we have a brief definition at the top of the presentation; I just want to walk through briefly again the core components of a health home. And this is really taking a definition and breaking it into core components. And I wanted to reflect a little bit on these, especially through (inaudible) who aren’t as familiar with the concept. So the idea here again is that every individual enrolled in a health home has a health care practitioner and a team. [0:35:33]
So whether or not that health home is located in a specialty vehicle, healthcare organization or in a primary care practice, that there is an identified lead practitioner that is supported by a team. But that team has a person-centered and whole person orientation. They’re thinking about the broad range of healthcare and other support needs that those individuals bring to their appointments and have relationships with community organizations to help them meet those needs. And I know that this is something that’s really interesting. Again when I think why the orientation to a health home as opposed to a medical home, what are the other kinds of services and supports an individual needs? 
You know, a health home also has a focus on population health outcome and I think this is a particular area that’s been a challenge for behavioral health. We’re not as used to thinking about population health, we’re not used to thinking about who are the broad range of people that we serve and what are their needs, generally? So what’s the universe within the adult consumers that are enrolled in our program, what’s their level of diabetes, what’s their level of heart disease, who’s getting better and who’s not, how are we measuring that for that entire population and what are our overall goals? Again, a very important component of the healthcare home is that care is tailored to the needs of each patient and that that team is engaged in care coordination and management. And I think Larry’s going to talk a little about this, who are the different kinds of staff that can perform that function. [0:37:32]
But again this is a critically important idea that grows out of Wagner’s Chronic Care Model and is embedded in many other successful approaches that individuals need support in managing their whole health, that they can be - they are the most important component of that. The notion of self-activation, of engaging individuals in their own self care is a critical component and that there are team members who assist individuals in that process and also help coordinate their care when needed. Teah (ph) can we go to the next slide?
This notion of care management and the function that this team provides is that this care is coordination across multiple providers. So many of you may have had an experience like I’ve had or a parent with multiple chronic conditions and how frustrating it is to bring that person to multiple specialists all with their own ideas about medication dose and changing medication dose or changing intervention and no one is actually in the middle negotiating that process, you know, bringing some perspective to it. And in the health home the care manager, that’s one of their functions is to support individuals across multiple models, synthesize that information and to help individuals manage interactions with multiple specialists. 
Patients are active participants in this process and most importantly that there is a continuous learning and practice improvement environment, that that practice is looking at their population households, they’re looking at the individual experience of folks participating in that health home, and they trying to always figure out how can they do better, how can they make their care more patient-centered? How can they help people achieve functional or clinical goals that they’ve set for each other? And they’re willing to re-engineer their processes as necessary to achieve that. [0:40:08]
Again, if you remember back to an earlier slide, this also has a more viable business model and part of the whole notion of re-engineering care in this country is to make it more sustainable; that our current approach of fee-for-service payment is unsustainable financially, it’s unsustainable clinically, it’s unsustainable for individuals, so that also is an important component of this. And at the end of the day that the health home is accountable for achieving improved clinical, financial and patient experience outcomes. Managed Care 1.0 was really based on financial outcomes and the role of that team in achieving its financial outcome. The model here with health homes is really based on clinical and patient experience outcomes are equally as important as financial outcomes.
So we’ll do one more slide before we go to our third and final poll question. So for those of you engaged in this process, these are the questions we’d like you to ask yourselves as far as assessing your readiness. Do you have a provider team with a range of expertise including primary care? Do you have the ability to coordinate consumer’s care with their health providers and other organizations? Do you have the ability and do you actively engage patients in shared decision making? Do you collect and use practice data, not just do you collect it but do you use it to inform your care process? Do you have the ability to analyze and report on a broad range of clinical and patient experience outcomes? And then do you have a sustainable business model for these activities? And we’ll talk a little bit about that last one in the next few slides. But we’re going to stop here and do Poll Question Number 3. [0:42:24]
LARA HOKEN (PH): All right and the final poll question that we’ll be asking is what type of organization are you looking to partner with for a health home? An FQHC, a hospital, private practice or other? And we’ll go ahead and launch the poll now. We’ll keep it open for just a few more moments to let everyone answer. All right, and it looks like about 41 percent of you said you were looking to partner with an FQHC; about 15 percent indicated they were looking to partner with a hospital; 12 percent with a private practice; and about 32 percent indicated other. 
CHUCK INGOGLIA: Thank you. I think it’s likely not a surprise that many of you are seeking to partner with a Federally Qualified Health Center because those organizations tend to have a similar commitment and footprint and a safety net. I would imagine you are potentially already sharing a quite a few people who use both of your services as well as theirs already, and that this gives you a wonderful opportunity to help coordinate and integrate that care for those individuals. [0:44:02]
Now this issue of a sustainable business model is a very important one and there are certainly - Center for Integrated Health Solutions has tools to help organizations and states to look at their current level of support available for these kinds of activities, for health home activities as well as integration activities. But there’s also - the Affordable Care Act creates a new Medicaid optional service for health homes and this is certainly an area that we think holds a lot of promise for providing some of that financial stability to organizations interested in becoming health homes. 
So this new state option - so just to look a little step back, the way the Medicaid program is set up is that it’s a Federal-State partnership. The Federal government mandates that states cover a small list of mandatory services and then provides states with a list of optional services that they might want to provide in their state Medicaid program and that those are services that are eligible for Federal financial participation or Federal matching funds. And states avail themselves of these optional services through the filing of a State Plan Amendment. So every state maintains a state plan for it Medicaid program and any time it wants to change on something that it does in its State Medicaid Program, it does that by filing a State Plan Amendment. 

So that is a - as of January 1 of this year, there’s a new optional service available to state Medicaid programs for health homes. This was Section 2703 in the Affordable Care Act and it’s targeted towards individuals that have chronic illnesses. The statue reads people who have two chronic illnesses or people who have one chronic illness and are at risk for a third. And amongst those chronic illnesses are both mental health and addiction disorders. And the third category is individuals who have serious mental illness. [0:46:27]
Now, why does this provide some potential to support a viable business model? Teah (ph) if you go to the next slide, the statute then allows for enhanced Federal matching for a list of services that are contained in the statute as essential health home services. So a state that chooses to create a health home option has to determine what population it’s going to serve, as well as then who the providers will be of that service. And then the statute provides for a list of services that has to be provided and then provides enhanced Federal match rates for those services for eight quarters. So that states can get 90 percent Federal money for these services and the state will have to come up then with a definition of what these services are. 

For those of you who practice in the substance use or mental health field, there are some ones here that you might find interesting, like patient and family support, referrals to community and social support services, as well as the other ones that you might expect - comprehensive care management, care coordination, health promotion I think is there also, we’re going to talk about health promotion, and comprehensive transitional care from inpatient to upper setting. So the goal of providing these services is to reduce hospital admissions, reduce emergency room use, reduce the development of other chronic illnesses. So these services aren’t provided just to provide these services, the goal is to achieve better health outcomes for individuals who are receiving these services, to reduce spending, to improve the patient care experience. [0:48:49]
So I’m just going to talk briefly then on the next slide about what are some of the larger level policies on decisions that have to be made by a state in pursuing this option. Again, who is the target population? Are you going to target individuals with mental health, with a serious mental illness or are you going to target people with addition disorders or other? And you saw the break out at least on this call of what people are thinking of. What are the provider qualifications, what is the team composition? Again, then, related to this is what are the quality measures that you and the state are going to implement and monitor to determine the effectiveness of this approach? And the CMS is requiring different quality measures for each of those required services. I think this is also going to be a challenge for the behavioral health field. We’re not as used to collecting and analyzing and reporting quality measures. 

And then, the last area to think about, that your state needs to think about, is how will they structure the payments for these eight required services that receive 90 percent Federal matching? As interesting that the Centers for Medicare and Medicaid Services are offering states a lot of leeway in coming up with approaches whether that be fee-for-service, whether that be per-member-per-month. They hold open the option of it being a capitated amount, as well as they hold open the option of building in some kind of gain-sharing so that if states are able to achieve clinical and financial goals, that there would also be a bonus paid to that state to be distributed to the participating providers. [0:50:47]
So before we turn over to Larry, I just want to (inaudible) talk about health information technology and what role it plays in health homes and other service delivery ideas with health home organizations, which we’re not going to talk about today. But I think the idea of, and Teah (ph) we’re going to go to the next slide, the ability to share information, to coordinate care if we’re looking at making sure we enter that process by which people believe in patient care and throughout patient care is seamless. We know the reality right now is that 50 percent of people who are in inpatient care never show up in outpatient care. Frequently we don’t even know when consumers or people who we serve if they have an emergency room episode. We frequently don’t know about that. 

So technology is one way to share information amongst providers, to be able to make sure that that team can be outreached to individuals who are in crisis, who can follow-up with people who are hospitalized, that health IT is going to be really important as we move forward to build this person-centered system of care to improve quality and costs and to coordinate care across participating providers. So I think that’s all I’m going to say about that. Maybe, Teah (ph) go ahead to three slides, the ones with integration and HIT. [0:52:26]
The last thing that I would say is that it’s interesting how it’s always comforting when the various policy initiatives align to actually reinforce each other. And certainly there’s this separate movement outside of health homes, the HITECH Act, which creates Medicare and Medicaid incentive payments for individual eligible (ph) providers and certain facilities for the meaningful use of Health IT. And they contain in them quality measures related to things that we’re not used to doing in behavioral health but if we want to participate in this reimbursement system we need to do. So we need to have a regular way of tracking weight, smoking status, blood pressure. So these are the expectations in the broader healthcare field that we need to get used to to meeting. 
So I wanted to just provide some background to the idea and requirements related to health home and I’m going to turn it over to Larry to really expand on this notion of person-centeredness and what are some practical ways that we can embed that on moving forward. Larry?
LARRY FRICKS: Thanks Chuck. Next slide please.
LARA HOKEN (PH): Larry are you on?
LARRY FRICKS: Now let’s take a look at making health homes person-centered. And to build on what Chuck said earlier, we hope for a person-centered culture embedded in all aspects of the health home but how is that accomplished, especially when those of us who may be challenging to serve or perhaps living in poverty, when you consider stigma, discrimination and the impact of trauma? [0:54:23]
So we believe a foundation for building that person-centered culture is changing beliefs, the beliefs of providers and the recipient of services. A concrete example is the investment that we are making in the national training intended for individuals served in health homes to create new whole health behaviors for self-managing chronic conditions including mental illness and addiction. 

At the core of the design of the training is the healing and engaging power of peer support that’s changed beliefs and called forth the unlimited potential of self-directed whole health and resiliency for secondary and tertiary prevention. Another core element of the training is person-centered planning. And so we want folks to be the driver of his or her own health and resiliency. And then we want to create peer leaders supporting others to achieve the same. When I use person-centered planning, the initials PCP, in this set of slides it does mean person-centered planning. Let’s go to the next slide. 
So a new way of thinking. What are health and resiliency domains for person-centered planning? And I want to give credit to the Benson-Henry Institute for the Mind Body Medicine and Massachusetts General Hospital for recommending these health and resiliency domains. Often those of us in recovery believe in I am the evidence. And I just want to share that in the mid-80s after three hospitalizations and gaining 70 pounds through an anti-psychotic medication, I’d given up hope of recovery. 

And then I heard a talk by Dr. Fred Goodwin, former head of the National Institute of Mental Health, about bipolar illness and sleep deprivation. And that changed my life. Managing my sleep is something that I could own, I could be the center of that, I could drive that. And so I came back from learning this from Dr. Goodwin, consulted my psychiatrist, and he supported this new insight to build my recovery around managing my sleep. [0:56:52]
And so we now know restless sleep is a huge resiliency factor. So in a health home, I could learn resiliency factors for my mind, body, health, and strengthen those to avoid relapse, which is a great example of tertiary prevention. Healthy eating, physical activity, restful sleep, stress management, service to others, a support network; really that’s what peer support is. It’s a resiliency factor, a huge one. It’s known as a support network. Optimism based on positive expectations, cognitive skills to avoid negative thinking, spiritual beliefs and practices, a sense of meaning and purpose. We now have science behind these sorts of resiliency domains. Next slide please.
And so here’s an example of in our new training that we hope to roll out August and September, is some person-centered planning questions. This one’s around stress management. These are some causes of stress in my life. These are my favorite activities for relaxing and having fun. I do these things on a regular basis to take care of myself. When I’m feeling stressed out, I like to do these things to take care of myself. Next slide please. [0:58:20]
One of the big tools that we teach in this new training, and I need to acknowledge the wonderful work of my colleague, Peggy Sloberk (ph). This training actually comes from two transformation grants awarded in New Jersey and Georgia in 2009 and Peggy led that grant activity in New Jersey and has been a great visionary leader for promoting peer wellness. But just think about stress. And for our population, those of us living in recovery, stress is so significant. And research shows that unremitting stress can measurably impact the genetic vulnerable areas of our bodies, to promote mind-body illness and premature death. 

And so one of the big tools that we teach is relaxation response. It has 35 years of research behind it at the Benson-Henry Institute for Mind, Body, Medicine. And research shows it’s as predictable as taking medication in immediately reducing the flight or fight response. And I said earlier, it counters unremitting stress that could eventually impact genetically vulnerable areas of our bodies to promote mind-body illness and premature death. I just want to talk a minute about this. [0:59:51]
If you think about it, all of us have the genetic code and all of us have vulnerable areas in that genetic code. And so when stress comes and we’re not able to return to homeostasis and that stress becomes unremitting, it seeks out the vulnerable areas in our body. My wife when she’s under unremitting stress that goes on for days, it goes to her back - her back goes out; her vulnerable area in her genetic makeup. For me it goes to the dopamine chemical of my brain. I start having racing thoughts; I don’t sleep well; that adds to more racing thoughts and then I’m at risk for hypomania. And so it’s just interesting to me to see the future of understanding the impact of unremitting stress on each of us in our genetic make up. Next slide please. 
Now number seven on the list of the ten health and resiliency domains was optimism based on positive expectations. And just to give you an example of the research that’s emerging around this, Duke University Medical School published a study this year; it’s in the Archives of Internal Medicine. A 15-year study of 2800 heart patients, patients with positive expectations about recovery, with 30 percent less likely to die over the next 15 years. I think this is why we’re becoming so interested and so involved in looking at these key resiliency domains for all of us. Next slide please. [1:01:52]
So here’s another example out of our new training and remember number seven, optimism based on the positive expectation, and the person-centered planning example here. These are actual questions and, you know, person-centered planning takes time. And so to do it right a peer who’s trained should have the time to spend to really get involved with person-centered planning and going through many of these questions that they’re trained to do. Here’s an example. I would rate on a scale of one to five how optimistic I usually am about the future as one, not optimistic; five, very optimistic. I do these things to help me stay positive when I’m becoming pessimistic or negative about the future. Doing these things helps me become more optimistic. Next slide please.
And so it’s very exciting to have a new partnership with prevention doctors. I think for many years, Herbert Benson has told me, he’s a cardiologist from Harvard that did actually named the relaxation response and just had 35 years research. For many years the prevention doctors were sort of treated like they weren’t real medicine and it’s really great to see that their day is coming and we’re starting to really look at what are these things that lead to prevention. 

And so I see these prevention doctors as a really exciting new partner for us. And this quote from Dr. Fricchione “since many of the most important risk factors or chronic disorders are behavioral in nature, it stands to reason that efforts aimed at reducing stress and enhancing resiliency will have a tendency to reduce mental and physical illness vulnerability. [1:04:01]
These approaches are especially welcome because they can lead to self-care that can make a real difference in a person’s wellness and quality of life. The peer support whole health and resiliency program is designed to reduce stress through the relaxation response training and enhance resiliency through social support, conscious skills, problem solving and positive thinking. It therefore represents a welcome addition to our public health self-strategies.” Next slide please.
For anything to sustain, it has to have financial sustainability. So part of the training - and it’s very important to know how to write health goals so the peer really knows how to support you. What happens when we do this training is the health goal starts out very broad. Nine out of ten times it’s very, very broad. So broad that a peer really would have a hard time figuring out how to support you. And so the training teaches skills to write health goals so they can actually go and treat a plan. And some states have a billable service under Medicaid coverage for training peers to support person-centered planning health goals. The most recent state, Alaska, is awaiting the signature of the Governor for a new peer service rate of $17 for 15 minutes and it would include peers working in home health.
And then one of the great things about the training is a thing called a weekly action plan. That’s very important because once you get the goal right, you can almost set it aside. I mean, okay, you’ve got the goal, got it written very clear, I know how a peer can support me. Well, you set it aside, because what gives us life every week is the weekly action plan and that’s done when you meet with your peer group and you see how it went last week and you set your action plan for the new week. [1:06:13]
What this does is it really can become an example of the person driving the process because you own those. Every week you change them, you make sure you feel good that you can accomplish those, they actually have a confidentiality scale to be sure that you feel really confident that you can accomplish them that keeps it alive. And we think it takes about eight weeks to create a new health behavior. So we know that creating new sustainable health behavior is a challenge as also creating a person-centered culture in health homes. But we think that one way to do that is something our center’s investing in is peers trained in detail in person-centered planning to change beliefs. So at this point, do we want to turn it over to questions?
LARA HOKEN (PH): Great. Thank you very much both Larry and Chuck for your presentations. Thank you, Chuck, for your discussion and helping us to clarify that conceptual framework of health homes and what they are and how this approach seeks to sort of transform our fragmented system. And then, Larry, thank you for your information on really reminding us about the importance of the health homes and the context of being person-centered and how vital this is for an individual’s health. So, thank you both. 

And Larry we did just have a question come in that I will direct to you. Someone asked what is the (inaudible at 1:08:03) on the Center for Integrated Health Solutions doing to help peers learn how to negotiate the dynamic double interchange between primary care and psychiatry practitioners? Larry, if you wouldn’t mind addressing that question.
LARRY FRICKS: I’m sorry. You’re directing that at me?
LARA HOKEN (ph): Yes, yes. [1:08:30]
LARRY FRICKS: That is actually a significant part of the training because peer decision-making is huge. I mean there’s just no way that we’re going to get to a culture that’s person-centered without that and so it is very important to learn how to do that. And I’m very hopeful that as we move towards looking at these mind-body domains that it will pull us together and pull us out of silos as we start to see how it all interacts. I mean the great example for me is stress and what we now know about the science of stress and how that can impact the vulnerable areas of our mind-body. And so I really think the training, spend some time on that, but also it’s going to be a natural outcome of starting to truly believe in looking at the person holistically mind-body and I’m very hopeful about that new way of thinking.
LARA HOKEN (ph): Great. Thank you, Larry. And the next question is just a point of clarification for Chuck in relation to the information on the Kaiser studies that were done. There was information about the reduction in numbers, in dollars, for PMPM. If you wouldn’t mind clarifying what that stands for.
CHUCK INGOGLIA: PMPM is a term used to describe capitated payment. It stands for Per Member Per Month and it’s a way of financing in certain managed care arrangement by which a group of providers would receive a set fee per member per month. And then there’s some usually risk involved, but technically it means Per Member Per Month. [1:10:41]
LARA HOKEN (ph): Thank you. And the next question is around individuals or community behavioral health organizations that are looking to partner with primary care providers. How can these behavioral health organizations ensure the inclusion of primary care providers within their pre-existing chains so that they don’t necessarily have to recreate their existing structures? And also what type of resources or education is out there that is provided specifically for primary care providers on how they can align their resources or their services with pre-existing structures that are within behavioral health organizations?
CHUCK INGOGLIA: Well, thanks, that’s an interesting question and I’ll try to answer it in a couple of ways. First this new health home option in Medicaid, we mentioned that there’s a list of chronic conditions that are eligible for participation and those chronic conditions include a mental health condition, a substance abuse disorder, asthma, diabetes, heart disease, and obesity. And states have flexibility in which of those disorders they target. 

We mentioned earlier that mental illness and substance use are eligible conditions, but states have flexibility say if they just wanted to focus on people with asthma or heart disease or obesity. But what’s really interesting is the guidance that CMS has put out was if the state chooses that route, that they still have to be able to describe how they will meet the underlying mental health or substance use needs of that population. So there’s no free pass here and if you (inaudible) of expectation. [1:12:41]
Similarly one organization that has published standards for health homes is NCQA. And in their most recent standards they have included being able to meet or address behavioral health disorders as a condition of receiving recognition of the health home. So there are beginning to be some structural ways encouraging primary care based health homes to focus on behavioral health disorders.
The other reality is going to depend on the financing situation. So to the extent that a health home has to meet clinical, quality and financial goals, based on all the available data they’re going to need to address underlying substance use and mental illness, mental health disorders in order to do that. If they try to just treat diabetes without treating depression or heart disease without treat substance use, they are likely not going to meet their clinical quality and financial goals. 

And that really then goes to the most important element of all, local relationship building and how are you talking to the healthcare practitioners in your community about the types of services that you offer, how you could be available to them and support them and their mutual goals of improving that care experience for individuals as well as improving quality and financial outcomes. [1:14:26]
LARA HOKEN (ph): Thank you, Chuck. And, Larry, this next question is for you. Could you speak a little bit about how, if one is interested in the Center for Integrated Health Solutions Peer Support and Whole Health and Resiliency Training, how they can learn a little bit more about that and how they might be able to access the training.
LARRY FRICKS: So in this first fiscal year, which ends the end of September, our goal is to do the first five trainings, one per region. Our center has laid out the country in five regions and so we have already begun, several regions have already begun to pick weeks. As I said I think August and September, probably - most of them, actually, in September. 

And so in this first year, as we roll it out, our commitment is that we will go to the five regions and what we’re asking is the grantees each send two peer leaders. And we actually have a little bit of a screen in that we would like those peer leaders to be willing to work on a health goal, we don’t really want folks in a pre-contemplation stage, and we want them to be willing to engage in peer support to reach a health goal. We want them to attend a weekly peer group to do their weekly action plans that keeps it alive and vibrant, and we want them to participate for at least eight weeks, which is the timeframe we think helps make it a new health behavior. [1:16:16]
So the grantees will be welcome to send two consumer leaders from each of their sites and we would like for them to meet that criteria. Now the other part of this is they will get a trainer’s guide so the training can continue on. Those first two that come there’ll be a short test at the end of the training and they will be trained with the trainers guide so they can continue the training locally. 

LARA HOKEN (ph): Great, thank you, Larry. This next question is two questions in relation to the state plan option that Chuck mentioned. And, Chuck, some of the questions that came in, one was a concern about if a state is reluctant to take advantage of the state plan option because of the requirements of fund health home services to everyone who experiences chronic health conditions. Is there an option or can a state target a more narrow population other than eligibility based solely on chronic conditions?
CHUCK INGOGLIA: So I want to answer that question in a slightly different way. States can identify which chronic conditions they’re going to target in their health home, but CMS is also giving states flexibility in terms of that they can limit that to a particular area of the state; they can provide services in different amounts, duration and scope outside of what is contained in the state plan. So that there is an ability that states can find ways to limit their exposure if they want to. But if they do target a particular diagnostic group, the questioner is correct, that they have to - and they don’t limit it - that they have to be able to enroll everyone who meets that criteria. So you can’t discriminate based on age, you can’t discriminate based on dual eligibility status. But there are way that they can target, either they’re going to do a project in one county or a number of counties, so there are ways that that can be targeted. [1:18:39]
LARA HOKEN (ph): Thank you and also in relation to that, are there any states that are currently planning or using a state option to plan a person-centered medical home or health home for the SMI population?
CHUCK INGOGLIA: My understanding from CMS and SAMHSA is that at this point no state plan amendment has been approved but that there are active discussions with a number of states who are in the process of developing a state plan amendment. Additionally I understand that there are six states that have received planning grants because that is another feature of this option is that states could receive up to $500,000 in planning money to design their health home state plan amendment. That’s planning money does require a state match but it is available. And my understanding is that West Virginia, Arizona, Arkansas, Michigan, Nevada and North Carolina have received planning grants. 
LARA HOKEN (ph): Thank you. And, Larry, the next question is for you. Could you talk a little bit about the training that is offered and whether or not the training credential peers deliver services if that is reimbursable in some states? [1:20:12]
LARRY FRICKS: Well each state sets up its training and certification. And so 23 states currently are able to bill Medicaid for peer support services and we’re aware that many of other states are in the process of attempting that. In fact our center is involved in working with NAFTID (ph) to support states that want to add language for peer support services. So when we come in and do this training, the only way it could be considered to be a state certification training is if the state said it was. And I see it more as an advanced training. I think it would be much better for your state to have you go through your core training for certification and this could be an advanced training. But we are hopeful that many states will begin to add language to the state plans so the peer workforce can do whole health.
LARA HOKEN (ph): Great, thank you Larry. Next question is again in relation to state plan options. Because of your requirements or the mention of the individual has the requirement of having two or more chronic conditions, is it possible that an individual with a mental illness and substance abuse disorder that that would count as two or more chronic conditions together? [1:21:57]
LARRY FRICKS: The guidance said that, again, mental health condition and substance abuse disorder, asthma, diabetes, heart disease and obesity, are all those things that you have to have two of those. It doesn’t specify the combination. As well, CMS is also open to states proposing other chronic illnesses, chronic health conditions to include. So the first answer to the question is yes, a co-occurring mental illness and substance use would meet the two-disorder requirement.
LARA HOKEN (ph): Great, thank you. And we will go ahead and address one more question. There was a number of interest or questions that came in surrounding the social component or the social determinant of health, if you will, that might be related to those who are being served in the health home model and where that might fit in, what role does that play, and is that something that the case managers would be taking care of or would be responsible for? How would those services outside of treatment specifically really fit into the health home model?
CHUCK INGOGLIA: Well, I guess there would be two ways that I’d want to answer that. One is obviously as the state is considering putting together its plan, it wants to think about this requirement to provide referrals to community based and social support services and how will they meet that. But again I think the other consideration also is that health home services don’t replace other services that you offer in your state or in your system. So that you also want to be thoughtful about what things are included as part of your health home and this option and what things are part of your ordinary Medicaid plan in approach to care. [1:24:09]
And the same would be true even outside of the state plan context. Obviously a behavioral health organization that chooses then to become a health home would also have a capacity and an infrastructure to provide all kinds of support services, would have existing relationships with other social support groups. And I would imagine this would also be another reason why a primary care based health home might want to have a relationship with a specialty behavioral healthcare organization because it would bring not only that capacity to treat substance use and mental illness, but also have existing relationships with social support organizations.
LARA HOKEN (ph): Thank you. And thank you again both to Chuck and Larry for your presentations. And we apologize that we are not able to get to everyone’s questions but I did want to remind everyone of two things. The first is please take a few moments after the webinar has ended to answer a few questions that will come up on your screen, and the recording and a PDF version of the presentation will be available on our website within the next 48 hours and that website, again, is www.centerforintegratedhealthsolutions.com. And, again, thank you for joining us this afternoon. We appreciate you staying with us and we will speak with you next time. 
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