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BEGIN TRANSCRIPT:
MODERATOR: Good afternoon everyone, and welcome to the SAMHSA-HRSA Center for Integrated Health Solutions webinar, “A (Health) Home Run: Operationalizing Behavioral Health Homes.” My name is Lara Ross and I will serve as your moderator today. Before we begin I would like to cover a few housekeeping notes. Today’s webinar is being recorded and all participants will be kept in a listen-only mode. You can find the call-in number for the webinar on the right-hand side of your screen. Questions may be submitted throughout the webinar by typing your question into the dialog box to the right of your screen and sending it to the organizer. We’ll answer as many of your questions as time allows. If at any point during the webinar you experience technical difficulties please call Citrix Tech Support at 888-259-8414. [1:00] 
As you may know, the SAMHSA-HRSA Center for Integrated Health Solutions promotes the development of integrated primary and behavioral health services to better address the needs of individuals with mental health and substance use conditions, whether seen in specialty behavioral health or primary care settings. The Center for Integrated Health Solutions is pleased to be presenting this webinar in partnership with the National Association of State Mental Health Program Directors. Joining us today on the webinar is NASMHPD’s Executive Director Dr. Robert Glover. Dr. Glover has served as the Executive Director of the National Association of State Mental Health Program Directors since September of 1993. Founded in 1959, NASMHPD was organized to reflect and advocate for the collective interests of state mental health agency directors and staff at the national level, playing a vital role in the delivery, financing and evaluation of public mental health services within a rapidly evolving healthcare environment. [2:00] Prior to this position Dr. Glover served as Commissioner of the Department of Mental Health and Mental Retardation in Maine for three years, and has previous experience working in several states’ mental health departments, including Colorado, Idaho, Pennsylvania and Ohio. And with that I’m pleased to welcome Dr. Glover on our call.
DR. GLOVER: Thank you, Lara. NASMHPD’s proud to partner with SAMHSA and HRSA’s Center for Integrated Health Solutions and the National Council to co-sponsor today’s webinar. And a special thanks to Linda Rosenberg and her team for their leadership in this important area of health integration, especially assisting states and local communities in home and health home understanding, implementation and outcomes. In the past two years we’ve been proud to partner with the Center on several projects related to integration, including the development of a roadmap to assist state mental health authorities in obtaining Medicaid reimbursement for peer services. [3:00] We’re really excited about the fact that now 29 states bill Medicaid for these critical recovery services. And in addition to today’s webinar we will partnering again to co-sponsor a second webinar later this year on the financing of health homes. We hope to have information and details out to you very soon on this next webinar. As you all work to use health homes in the best manner to pitch your state’s and strengths we hope these two webinars will be really useful. I do want to remind all of you on the phone that making sure people in recovery—people in recovery—are part of every aspect of the development and implementation of integration in your states. [4:00] I want to thank you for all that you do to make recovery the expectation of all of our systems. Thank you very much.
MODERATOR: Great. Thank you so much, Dr. Glover. And as he mentioned, we are going to be hosting another webinar within the next few months around the financing of health homes, so please stay tuned for details on that. During today’s webinar you will hear an overview of the Medicaid health home option. We will then review the core clinical features of a behavioral health home as outlined in the paper developed by our first two presenters on behalf of the Center for Integrated Health Solutions. They will talk about options for structuring a behavioral health home and clear action steps for stakeholders. We will then hear Joe Parks present a case study example of how Missouri operationalized these core clinical features as they established health homes for people with serious mental illness. We will have time for questions at the end of both presentations. 

I’d now like to introduce our first two speakers. [5:00] As the first Rosalynn Carter Chair in Mental Health at Emory University, Dr. Druss is working to build linkages between mental health, general medical health and public health. He works closely with the Carter Center mental health program where he is a member of the mental health task force and journalism task force. He has been a member of two Institute of Medicine committees and has served as an expert consultant to the Substance Abuse and Mental Health Services Administration, the Centers for Disease Control and Prevention, and the Assistant Secretary for Planning and Evaluation. Dr. Druss’ research focuses on improving physical health and healthcare among persons with serious mental disorders. 
Dr. Laurie Alexander is an independent consultant specializing in integrated healthcare and a senior study director with the national consulting firm Westat. She has extensive experience in mental health advocacy and healthcare integration. [6:00] She is a clinical assistant professor at the University of Washington’s Department of Psychiatry and Behavioral Sciences and serves as a member of the Advancing Integrated Mental Health (AIMH) Center Advisory Board. Dr. Alexander worked for the Hogg Foundation for Mental Health in Texas where she led the foundation’s integrated care initiative. And with that it is my pleasure to hand it over to Dr. Alexander and Dr. Druss.
DR. ALEXANDER: Great. Thank you very much, Lara. So as Lara mentioned, the presentation today is based on a paper that Ben and I wrote for the Center for Integrated Health Solutions. We were asked to focus specifically on the clinical work of a health home serving people with mental health and substance abuse conditions, and that’s what we’ll be talking about today. So that’s great that the next webinar is going to be on financing, we’ll look forward to that. That’ll be an excellent follow up on this presentation today. So if you could, the next slide, Lara. And the next one.
Slide: Context
So just some context. [7:00] I’m sure many of you are familiar with this, but the Affordable Care Act, the ACA, passed in 2010, created a new option for state Medicaid programs to provide health homes for enrollees with chronic conditions, including mental health and substance use conditions. This option became available to states in 2011, and so subject to CMS approval a state plan amendment could be submitted to start doing these health homes. The new option I think very importantly contains financial incentives for states, and I’m sure this will be addressed further in the next webinar. But some of these involve, for the first eight quarters of the state’s health home benefit the federal medical assistance percentage for health home-related payments will by 90 percent. States may also propose alternative payment models for health home services, for example doing bundled payments, and they may target certain populations, regions or diagnostic groups. And the ACA also authorized state planning grants that are funded at the Medicaid administrative federal matching rate of the requesting state. [8:00] Next slide please.
Slide: Required services
The CMS health home guidance lays out several service requirements that come from the ACA and also what they term “well established chronic care models.” The required services are also termed “provider standards” in the guidance. So just so you know, if you’re looking at that legislation that’s what that is. These required services include the following:
- Each patient must have a comprehensive care plan. 

- Services must be quality-driven, cost effective, culturally appropriate, person- and family-centered, and evidence-based.
- Services must include prevention and health promotion healthcare, mental health and substance use disorder care, long-term care services, as well as linkages to community supports and resources.
Next slide. [9:00] 

Slide: Required services (continued)
In addition, service delivery must involve continuing care strategies, including care management, care coordination, and transitional care from the hospital to the community. Health home providers importantly do not need to provide all the required services themselves, but they must ensure that the full array of services is available and coordinated. And finally, providers must be able to use health information technology to facilitate the work of the health home and establish quality improvement efforts. Next slide please.
Slide: Target population
In terms of target populations for this, individuals to be served by the health home must have a chronic condition, mainly a mental health or substance use condition, asthma, diabetes, heart disease, or be overweight. The guidance from CMS notes that this list may actually grow over time. While states may propose in their state plan amendment to address all of the eligible chronic conditions, at a minimum they must target the program to people who have either two or more chronic conditions, have one chronic condition and are at risk for another, or have one serious and persistent mental health condition. [10:00] 

What is I think very striking to many of us as you look at this is that, regardless of which conditions are selected for focus, states are instructed to address mental health and substance use disorder services and are required to consult with SAMHSA about how they propose to provide mental health and substance use disorder prevention and treatment. So that’s regardless of what conditions they’re focusing on for this health home initiative. This new option offers the opportunity for mental health and substance use disorder treatment providers to become a health home for the people they serve, making real the concept of a behavioral health-based health home. The challenge for behavioral health agencies is how to create a behavioral health home that’s not just an administrative entity but possesses the capacity to actually improve outcomes for people with mental health and substance use conditions. And that’s really what we want to outline today, is some of the clinical pieces that need to be in place in order to ensure that. [11:00] So I’ll turn it over to you, Ben.
DR. DRUSS: Thank, Laurie. Next slide.
Slide: The opportunity
So I’ve always been outlining this as a real opportunity. It’s an opportunity for mental health consumers and an opportunity for mental health and substance use providers to become the health home for the people that they serve. And this would be a behavioral health-based health home, a health home that is situated in a behavioral Health Safety Net setting. Next slide.
Slide: Current Status of Medicaid State Health Home Amendments
Currently eight states have received federal approval for their programs under Section 2703 of the Affordable Care Act. Six more states currently have amendments under review. We’re going to be hearing about one in depth later today, Missouri. [12:00] But all of the approved states include people with serious mental illness as at least one target population and use per-member-per-month payments to health home providers to support the sorts of clinical features that we’ll be talking about today. Next slide.
Slide: The challenge
But the challenge for behavioral health agencies is to create a behavioral health home that isn’t just an administrative entity but possesses the capacity to improve outcomes for people with mental health and substance use conditions. And really what we’re going to be focusing on for the remainder of our talk is what those features are. Next slide.
Slide: Redesigning care to serve as health home
To function as a behavioral health home requires a major shift in roles, processes and care provided in behavioral health settings. And to achieve the shift behavioral health home reorganizes care delivery in several key areas, which have been described in the Chronic Care Model. [13:00] These include self-management support, delivery system design, decision support, clinical information systems, and community linkages. These are the core elements that have been described as being important for care of chronic conditions in general and mental disorders in particular, and which serves as an overarching framework for the behavioral health home. Next slide.
Slide: Self-management support
So to start with, self-management support. Self-management support is critical when you think about how little time people with a chronic condition such as diabetes spend in a provider’s office compared to the time that they spend on their own making decisions about diet, exercise, medication adherence that have such an important impact on their outcomes. [14:00] I’ve heard one primary care doctor refer to this issue as “free range humans.” People are out living their lives outside of doctors’ offices most of the time. So supporting consumer self-management involves both assessing level of activation—so figuring out how engaged a patient already is in managing their own illness and working effectively within the health system—and then addressing deficits through supporting self-management. And this includes both education but also coaching to help people move along and become more activated. Next slide. Laurie?
Slide: Delivery system design
DR. ALEXANDER: Yeah. So the next component that we look at is the delivery system design. And in order to be effective as a behavioral health home the actual delivery of care needs to be redesigned in a couple of key ways. [15:00] Two of those include the formation of multi-disciplinary practice teams and the provision of care management. So a behavioral health home requires providers to work together as part of a multi-disciplinary team sharing responsibility for addressing consumers’ comprehensive care needs. This team can work in a bunch of different ways. So they may be housed under one room, or really just function virtually with members stationed in different settings. Regardless of where they’re located it is essential that the members are able to function as a single unit, and of course this is not a simple thing. This means having clear roles, a shared care plan, effective communication, and really solid mechanisms for coordinating care between team members.
In addition, care management, which I’m sure you all have heard lots about over the last four or five years, this is another really critical piece of the delivery system redesign. It’s a key strategy in ensuring that consumers do not fall through the cracks. [16:00] Consumers likely to benefit from this more intensive kind of work would include mental health and substance use disorder clients who have a higher utilization of services, as well as those with numerous comorbid conditions. Care management focuses on client activation and education, care coordination and, when working with the treating provider, monitoring the consumer’s participation in and response to treatment. Next slide.
Slide: Decision support
The next key element is decision support. That involves strategies for ensuring that clinical care is provided in line with best practices, and as we all know that’s no simple thing. If we think about the primary care-based health home, that practice team is largely comprised of generalists. And when we think about a behavioral health home instead—so one that is located in a behavioral health setting—that team is going to be primarily composed of behavioral health experts. So regardless of setting, the practice team has a responsibility for providing or coordinating comprehensive evidence-based care for the patients. [17:00] 

Now, that’s very hard to do when all you have is a generalist, or most of what you have is just behavioral health experts. So what the team needs is to find ways to supplement their skills and knowledge with the expertise of specialists and by embedding evidence-based guidelines in the routine provision of care. Making medical specialists available to behavioral health home practice team can be one effective way to support clinical decision making. Medical specialists may include primary care providers and/or specialists such as endocrinologists. Primary care providers delivering services will be the most common medical specialists in a behavioral health home. These providers may be physicians, or so-called mid-level providers such as nurse practitioners. If sufficient resources are available the behavioral health home can contract with or even hire a specialist to be onsite full-time or a day or two a week. This allows for informal training of the clinician and more continuous contact with the same consumer, which is truly optimal as I’m sure you’d understand. [18:00] If that is not feasible however, there are some very good models out there for how to use even a small amount of specialist time to very good effect.
Slide: Clinical information systems
Electronic medical records and other computer assistance can make the provision of guideline-based care a routine event. These systems can be set up to send providers alerts when they prescribe a treatment that appears to be contraindicated, giving the provider an opportunity to review or explain their decision. Standing orders can be incorporated into computerized decision support systems, streamlining the process of ordering indicated tests, procedures or treatments. These systems can also include much more extensive decision flow charts for various conditions that help providers sort through the evidence-based treatment options and decide upon the best course of action. At their heart what clinical decision support strategies do is take evidence-based guidelines down off the shelf and incorporate them into the day-to-day flow of providers’ actual work. Ben? [19:00] 

DR. DRUSS: Sure. So just continuing in this vein, clinical information systems, such as patient registries, support the behavioral health home by organizing data to increase the efficiency and effectiveness of care. They take population level data and then organize it to maximize the outcomes for the fine group of consumers, supporting provision of population-based care, and also at the quiet level organize data to maximize individual outcomes. These systems can take different forms. As Laurie mentioned, they may be part of an electronic medical record, they may exist as a stand-alone tool such as personal health record that may or may not communicate with the organization’s other information systems. They may be computerized, they can also be paper-based. [20:00] And while some formats may be more efficient, what’s most important is that there be a clear idea of what they’re for and that they be used. The behavioral health home needs clinical information systems in order to be able to deliver reminders to providers, and then also to provide feedback and reminders to patients as well. Next slide.
Slide: Community linkages
So originally community mental health centers, and also community health centers as well, were established to care for populations within a geographic catchment area. From that perspective it’s important to be able to identify individuals in the community who may not yet be linked with care. [21:00] At the same time, particularly for populations served by community behavioral providers, it’s important to understand contextual factors: the social determinants of health, of mental health, such as poverty, lack of access to opportunity for physical activity and healthy eating that frequently underpin poor health, particularly in individuals living with serious mental health and substance use conditions. So for instance, it may be difficult to improve care until it’s possible to identify and link consumers to resources, such as grocery stores, community centers and fitness centers. 

So behavioral health homes should become familiar with their area’s community resources, such as peer support organizations, self-help groups, senior centers, exercise facilities, childcare facilities, and homecare programs. [22:00] And it’ll be important to have a centralized database of these resources that is updated that providers can work with. The behavioral health home also has responsibility for linking consumers to those community resources, such as social service programs, housing, income support. And then care managers may be able to perform this task, or the function may be responsibility of other members of the practice team. Regardless of how it’s accomplished, it’s critical to track these referrals and to track outcomes of care in the registries that were previously mentioned. Next slide, and back to Laurie.
Slide: Structuring the behavioral health home
DR. ALEXANDER: So those are the key kind of clinical elements. And in the paper we also were asked to talk about, so how do you actually structure the behavioral health home then? [23:00] When I was covering the language around the CMS guidance, one thing that I pointed out and I want to remind you about that I think is critically important is that the guidance makes clear that health homes do not need to provide the full array of required services themselves but must ensure such services are available and coordinated. So what this does is it really gives the behavioral health agency several options for how to structure a behavioral health home. Which path a behavioral health agency decides to take will depend in large part upon its resources of course, including existing physical facilities, number of consumers served, available workforce, financing options, availability of community partners and various other factors. Next slide please.
Slide: In-house model
The first model we want to talk about is the in-house model. So this is an option in which the behavioral health agency provides and owns the complete array of primary care and behavioral health services in-house. [24:00] Having all of the necessary providers under one roof does not actually guarantee that they’re going to work together to provide health home services effectively. We know this from the integrated primary and behavioral healthcare literature, which has shown that just co-location alone does not ensure true integration. However, research does support having onsite care delivery as a helpful element in improving outcomes. 

So examples of behavioral health agencies that have taken on an in-house structure in providing primary care include the Crider Health Center in Missouri, as well as Cherokee Health Systems in Tennessee. Crider was established as a community mental health center in 1979 and became a community health center in 2007. They offer mental health, dental and primary care services to people with serious mental illnesses as well as the general population under one roof. [25:00] Cherokee also started out as a mental health center. It began adding primary care services in the 1980s and obtained community healthcare status for several of its sites in the 2000s. Cherokee now provides a full range of mental health, substance use, dental and primary healthcare services. And although the two organizations began as mental health agencies, now they both can be described as fully integrated in their delivery of health and behavioral health services. 

Now, as you listen to what all is involved in doing behavioral health home work, and then what that means to do it all in-house, I’m sure it does not surprise you to hear that this requires considerable resources both to plan and implement an in-house model. And so this type of a structure really is probably most feasible for larger systems. Self-contained organizations like the VA institutions, and those that have worked out the financing like Cherokee, are certainly good candidates for doing this type of work. [26:00] 

The major advantage to an in-house model is that the agency has maximum control over service delivery, the change management process, and the systems necessary to support the initiative’s development and sustainability. Potential disadvantages include the costs and economies of scale needed to establish these models, and challenges in financing the services. Ben, I’ll hand it back over to you.
Slide: Co-located partnership model
DR. DRUSS: Great, next slide. So the second approach is a co-located partnership model. And here, for behavioral health agencies that don’t have the desire or the ability to provide all services themselves in-house, they form a partnership, say between a community mental health center and a federally-qualified health center, and then the behavioral health agency has that healthcare provider provide the primary care services onsite. [27:00] So, say a federally-qualified health center will set up a satellite clinic within a community mental health center which is still providing care under the umbrella of the federally-qualified health center. This is the predominant model that is being used under SAMHSA’s primary behavioral healthcare integration grantees, and there are advantages to this approach. One advantage is it doesn’t require the community mental health center to be able to provide a full array of services. So it’s possible for a patient who may need more extensive services—dental care, specialty mental health services—to be referred back to the federally-qualified health center or other primary care provider for those services. [28:00] And there are also some reimbursement advantages to being able to get care under the license of the federally-qualified health center. So this is again the model that’s being used both among the PBHCI grantees, and there’s also a lot of interest in the community in developing these partnerships between Safety Net Medical and mental health providers. Next slide.
Slide: Facilitated referral model
So finally, the third option for behavioral health agencies who want to provide behavioral health home services for their clients is a facilitated referral model. In this approach primary care services aren’t provided onsite at the behavioral health agency, but the agency does own the responsibility for making sure that patients get those services. Care is provided offsite in the community by other primary care providers. [29:00] And what’s critical here is that this isn’t just about referring patients into the community, but it’s about facilitating that referral, following through in an ongoing proactive way with consumers to make sure that they’re able to follow through with the referral, communication/coordination with the referral site, and that then recommendations and treatments that happen at the primary care site make it back to the community mental health center. 

And under this model a behavioral health agency may perform some medical services—physical health screenings, vaccinations—but for the most part it’s linking consumers to community primary care providers with whom they may have a memoranda of understanding to coordinate care across the two sites. [30:00] So these models typically will be useful for community mental health centers that don’t have obvious partners who they can work with or the capacity to provide services onsite. And really what’s critical is this care manager function. It can often involve retraining existing mental health care managers to take ownership of patients and responsibility for coordinating patients’ medical problems as well. Next slide, and back to Laurie.
Slides: Action steps to consider
DR. ALEXANDER: Thanks, Ben. So we’ve covered the clinical elements, and then how a behavioral health agency can structure itself to be a behavioral health home. [31:00] We’re going to talk just a little bit about how to kind of wrap our mind around the planning in becoming a behavioral health home. Really, I think before we dive into that, one thing that’s really important to think about is what an opportunity this does present, becoming a behavioral health home. For years we’ve talked about how to optimize the overall health and wellness of consumers, and by becoming a behavioral health home in some form or function that really does offer a very, very good path to addressing that critical issue. We also have, with this opportunity of becoming a health home, the opportunity to build upon the experience that many of us have been developing in integrated healthcare, because it’s really building upon that kind of work clinically as well as in terms of structure and partnerships to become a behavioral health home. [32:00] And finally, when we look at where the overall healthcare system is going, in thinking about becoming a behavioral health home I think that really represents an important niche that behavioral health agencies can take up as the healthcare system continues to evolve. So it’s really a really critical opportunity to think about becoming a part of.
However, as I hope that we’ve begun to communicate today, becoming a behavioral health home is not a simple thing. It requires a major shift in roles, processes, culture, and the care that agencies provide. So, for mental health and substance use disorder treatment agencies that are interested in becoming a behavioral health home, we would encourage you to undertake the following action steps. So start by reaching out to the relevant state agencies to find out what’s going on with the Medicaid plan in your state, what health home options and resources are available. [33:00] Master the health home key clinical features and the system-level that support them. We talk about those in more depth in the paper that I’m sure we’ll have a link to later in this presentation. There’s a lot more to be learned. Hopefully that would be a good step though. Next create a strategic plan, including the clinical model, as well as the budget and an implementation plan. And then start a formal change management process in order to get this underway. Next slide.
Slide: Action steps (continued)
Formalized partnerships with community partners. This is often not as easy as it sounds. Sometimes people are not even aware of who the potential partners are in their community. And so finding out who they are, who the good people are that are out there that are doing good work that you want to partner with, and then finding ways to actually formalize that partnership so that you have agreements on who’s going to do what, how things are going to be paid for, how information’s going to be shared, et cetera. [34:00] That all needs to be worked out. Next, regularly update state agencies on your progress. That keeps them involved in your work and invested in that, but also keeps you up to date on what’s going on elsewhere in the state and at the state level and beyond. So that’s really quite important. 

Next, identify and include relevant stakeholders in the decision-making and strategizing process. And that would be there at your local level. So that’s all of the stakeholders you would think of: consumers, advocates, family members, the different providers, policymakers in your area. And seek support and guidance or training from colleagues, experts and leaders of relevant efforts. This is work that a lot of people are doing in, I’m sure, whatever state you’re in, as well as around the country, and there’s really nothing to be gained by hunkering down and figuring things out yourselves. [35:00] It’s going to be so much easier to connect with others and to learn from the other pieces that people are doing, so that is a really critical piece in getting this done and done well. 

Behavioral health agencies should also keep in mind the resources and technical assistance available from the SAMHSA-HRSA Center for Integrated Health Solutions, which I’m sure Lara could talk about more, but they’re continuing to work to support behavioral health providers in developing in these key areas. And they have extensive relevant resources on their website, which I know will be on an additional slide. So I’ll leave it off there and hand it back over to you, Lara.
MODERATOR: Great. Thank you so much Laurie and Ben, we appreciate it. I do want to remind everyone on the call that the webinar is being recorded and the recording of the webinar as well as a pdf of the slides will be available on the CIHS website within 48 hours after the webinar has concluded. [36:00] So I know a number of you have been asking about the availability of slides. They will be available again on our website. I’ll remind everyone of where that is at the end of the webinar. And thank you to everyone for submitting your questions, we’ll get to all of those or as many as we can at the end. 

So with that I would like to go ahead and introduce our second speaker, Dr. Joe Parks. Dr. Parks served as the Medical Director for the Missouri Department of Mental Health in Jefferson City. He also holds the position of Distinguished Research Professor of Science at the University of Missouri St. Louis, and the Director of the Missouri Institute of Mental Health. He also serves as a clinical Assistant Professor of Psychiatry at the University of Missouri Department of Psychiatry in Columbia. He serves as President of the Medical Directors Council of the National Association of State Mental Health Program Directors. He practices Psychiatry on an outpatient basis at Family Health Center, a federally-funded community health center established to expand services to uninsured and underinsured patients in the Columbia area. [37:00] And with that I’ll go ahead and turn it over to Dr. Parks.
DR. PARKS: Well, thank you very much. Go ahead and advance the slide too, please.
Slide: DMH NET – Strategy
So let me start out with a few words to build on the planning comments we heard earlier. What I would recommend, if you’re just getting started and planning to do health homes, is to start out focusing on building trust and relationships between your partners—between the providers, the state agencies, the payers that hold the data—and getting data and working with it. I would not even do strategic planning until you have done some relationship building and you’ve sat down with the other partners and started looking at data. Planning in the absence of data usually doesn’t lead you to a place you want to be at the end. 

Our strategy. We call our enterprise DMS NET because our Medicaid agency calls itself MO HealthNet and we want to indicate that we’re their partner. [38:00] We believe that health technology needs to be utilized to support the service system. We believe that care coordination is best provided by a local community provider. That for people with cognitive limitations due to mental illness, problems with persistence on tasks, with organization, a letter or a phone call doesn’t do it. It has to be a life transforming personal relationship, and that’s something you can only get at a local provider level. We believe that mental health community support workers are ideally positioned: they have personal relationships, they’re lower unit cost than most other healthcare providers and therefore can spend more time more frequently. This goes to, how do we dose the amount of personal contact in a disease management or care coordination intervention? Who gets 15 minutes once a quarter, who needs half an hour or an hour once or twice a week? [39:00] And community support workers you can give at a longer duration of interaction more frequently. What was really transformational for us was adding primary care nurse care managers to all of our CMHCs. And don’t underestimate the amount of training and technical assistance support. These are heavy-lift undertakings administratively and in terms of training. Go ahead please.
Slide: CMHC Healthcare Homes
In terms of the model, we actually have several models going on. Some of our CMHCs are in-house—Crider was mentioned earlier—some are co-located, and some are neither. That said, even those that are in-house like Crider have many of their clients that are seeing outside primary care doctors. So from a personal individual level, the primary model is, the CMHC health home is a wraparound service that wraps itself around primary care practices that don’t have the functionality to be person-centered medical homes. [40:00] 

We were the first state plan amendment approved nationally for health homes under Section 2703 of the ACA. We auto-enrolled our entire cohort on January 1 of last year. We have 27 organizations. We are state-wide; there are none of our CMHCs that are not health homes. We’re not a pilot, we are an all-in system change. Our initial auto-enrollment was about 17,800—we’re closer to 19,000 now—and we auto-enrolled people that were with the CMHCs that had at least $10,000 in Medicaid costs in the previous year. We did a number of data runs and found cost, if you section out some terminally ill people, is an excellent indicator of overall healthcare utilization. 

The health homes each get $78.74 per member per month—per health home member per month. [41:00] And this is modeled to pay for a health home director, an administrator to oversee the transformation—as I said, this is a heavy administrative list and needs administrative support—it pays for one hour of primary care physician consultant per enrollee per year. So, for 500 enrollees that would be about a quarter-time primary care physician consultant. They don’t provide care, they oversee the care coordination that buys the nurse care managers, consult with the psychiatrists and case managers. 

The backbone of the operation are the nurse care managers, a minimum of one per 250 enrollees, and they’re supported by a care coordinator, a clerical or B.A.-level person that supports the nurse care managers in gathering data, sending that data back to the registries. There’s a lot of stuff you don’t need somebody as expensive and rare as a nurse to be doing in this. We continue to bill for all our mental health services through the rehab option. This is our additional services that fill gaps. [42:00] We did not convert any of our existing services over to health home funding mechanism as some other states did. There’s a choice point for you. Go ahead please.
Slide: CMHC as Health Care Home
So the way our model works is, we have the mental health case managers, along with the support of the primary care nurses, doing case management coordination and facilitating healthcare. We rely heavily on the nurse care managers, and I’ll describe shortly how their workflow works. We’ve implemented disease management programs for the people with serious mental illness at the CMHCs. We’ve retooled a number of our rehab psychosocial support programs that previously focused on things like personal hygiene, shopping skills, budgeting skills. They also now focus on smoking cessation, increasing physical activity, reduction or avoidance of obesity. The CMHC is expected to either do preventive healthcare screening or make sure it’s done by others. [43:00] And we’ve done a lot of work to integrate with our federally-qualified health centers in the states. About 80 percent of our CMHCs are either our primary care practices also, or are co-located or have some kind of formal close working relationship. Go ahead please.
Slide: Medical Needs Have Same Priority as MH Needs
So medical needs are held with the same priority as mental health needs. Just like a case manager would work on getting somebody a residential home, the first priority is making sure they have a medical home, a primary care physician who will have an ongoing relationship with them. We learned early on, you can’t ask somebody if they have a primary care doctor unless you also ask them when the last time they saw them was. Lots of people will say they have a doctor when in fact they haven’t seen them for several years. 

We track the medication adherence to general medical medications—anti-hypertensive meds, diabetes meds—the same as we previously did with anti-psychotics, and we assist the health home residents in keeping those primary care and specialty care appointments just like we previously and continue to assist them in keeping their appointment with their psychiatrist. [44:00] It really is an expansion and a build-out of the basic functions of mental health community support and case management. Go ahead please.
Slide: Comprehensive Care Management
So actually the CMSs define six core services under the health home regulation. There is care management, care coordination, health promotion, management of transitions of care, individual and family support, and referral to community services. The ones that the CMHCs need to focus most on getting good at are comprehensive care management and coordination of care. Comprehensive care management involves identifying high-risk individuals, monitoring their health status, and particularly their adherence to medication. Medication adherence is definitely low hanging fruit both on the medical and the mental health side. You pick key points in treatment guidelines and then find where the gaps are and fix those gaps. [45:00] Go ahead.
Slide: Comprehensive Care Management
How do you do that? Well, as Ben mentioned, you have to create a patient or a disease registry. This is basically a database that keeps track of everybody enrolled, and keeps track of what chronic conditions they have. And then also you have to select several key points of care that you’re going to make sure get done. We do ours centrally. Here’s another choice point. Are you going to do your disease registry in just your CMHC and your practice, have it individually provider-based so every provider has to get their own disease registry, or are you going to build one centrally for a whole system? We chose to go centrally, because not all our CMHCs had electronic medical records. The backbone is, we get the diagnoses from the Medicaid claims. Every time a person gets a service, you get information on who the provider was, what the diagnosis and what the procedures are. [46:00] We require the health home to get metabolic screening—so that would be blood pressure, weight, height, lipid levels, cholesterol level, hemoglobin A1C—at least annually, and for some patients more often. And they need to provide those back on a spreadsheet or by data entry to us at the state that operate the registry. This all gets combined in a disease registry that’s available online to all our providers. Go ahead.
Slide: Metabolic Syndrome Disease Registry
The metabolic syndrome components we monitor for. I mentioned previously we’ve been doing this since 2010. And we added an additional billing code to pay our CMHCs so they get reimbursed for gathering this data. This doesn’t pay for the lab tests, this pays for the time and effort to get the data and enter it if you’re using staff that aren’t paid for by the health home per-member-per-month to do it. Go ahead. [47:00] 

Slide: Step 2 – Identify Care Gaps and ACT!
So now you have it all in a big database, you compare that database with particular quality indicators and identify your care gaps. So for example how this would work is, you would take a look for everybody with a diagnosis of asthma. Most people with moderate to severe asthma should be on an inhaled corticosteroid, and often they’re not and they end up going to the emergency room a lot because they’re wheezing and short of breath. So you identify people with asthma, you look at your pharmacy file and identify everybody that’s not getting an inhaled corticosteroid, you sort that out into individual lists for each CMHC, and then you notice the CMHC nurse care managers that they need to check the people on the list to see who needs to go to their primary care doctor with a question of, you know, “Does Joe need to be on an inhaled corticosteroid?” That’s how the workflows work. When we did this with the asthma indicator first about 18 months ago we were able to reduce the percentage of people not getting an inhaled corticosteroid by about 45 percent, which reduces ER visits. [48:00] It also reduces use of sleep meds and anxiety meds, since most people with asthma if they’re not on an inhaled corticosteroid use their inhaler more which makes them jittery and gives them trouble sleeping. That’s an example of how the physical healthcare interacts directly with the utilization of general medical care. Go ahead.
Slide: DMHNET HEIDIS Indicators
Here’s some of the disease management indicators we track on our registry. Use of corticosteroids in somebody with asthma. Use of some particular blood pressure medications that are recommended for people that have congestive heart failure, or use of beta-blockers and other heart medicine for people with heart failure. Use of statin medications to lower the low density lipid protein in people that have coronary artery disease. We’re running about 27 different disease indicators and we change them over time. Go ahead.
Slide: Initial Results
I gave the initial results to you already in terms of the inhalers, so we’ll go ahead on this slide. [49:00] 

Slide: Care Coordination
So that is how you do care management. Moving on to care coordination, which is facilitating the flow of information between the multiple providers. Most people with serious mental illness have three or four serious mental illness diagnoses, usually about five or six other medical diagnoses. When we ran our data analytics on average they’re seeing about 15 different providers over a year and they’re on about an equal number of medications. It’s real hard to make sure everybody knows what’s going on, and that becomes the role of the health home is coordinating between those multiple providers. Go ahead.
Slide: Provide Information to Other Healthcare Providers
So how do you do that? Well, you can take those same claims and you can use them to make a short-term medical record. But first you have to be willing to actually share information. Almost every place I’ve gone to consult with has been overly restrictive with their interpretation of HIPAA. [50:00] HIPAA explicitly permits sharing information for coordination of care absent consent if the providers know that the person is in treatment with the person they’re sharing with, and it explicitly allows sharing of information if you’re acting on behalf of the payer. So in our health home operation, we share information absent consent, both because they’re doing it on behalf of the payer, the Department of Mental Health and Medicaid, and also because the people they’re sharing it with are known to already be care providers of that patient because that other care provider has billed for them so they must have treated them. The exceptions are HIV status and substance abuse treatment. — Not substance abuse itself. Some of you probably live in states that have stricter local laws, and I would recommend that you get politically active and get them rolled back to the federal level so you can be more effective at improving health. [51:00] 

Slide: CyberAccess
Our online care coordination tool based on claims takes the diagnoses, it takes the providers, the dates of service, what all the meds were—it’s a three-year list—and it combines it into an electronic health record that has a record of prescriptions, procedures, diagnoses and who provided that care. We also track medication adherence, both on our CyberAccess tool which is an individual drill-down, and on our ProAct tool which is a population aggregate. 

Let me digress for a minute. If you’re going to be a health home you have to be able to aggregate information so you can pick who you’re going to attend to with your limited manpower and resources. You can’t check everybody with asthma. How are you going to choose which 20 people are the highest priority? That’s your data aggregation tool. Once you’ve decided that you want to do something about Ben Druss’ asthma, then you need to look at all of Ben Druss’ care and make it an individualized decision. That’s the individual drill-down analytic tool, CyberAccess is the individual drill-down. Go ahead please. [52:00] 

Slide: CyberAccess – Log-In Screen
It’s an online tool. Our ProAct tool is also an online tool for the aggregation. Basically I get on the Internet, I put in my username and password… next slide.
Slide: CyberAccess – HIPAA Attestation
… I agree that I’m a provider and promise to comply with HIPAA… next slide.
Slide: CyberAccess – Home Page
… I either put in a new patient or I select existing patients from the list of my prior patients on the list… next slide.
Slide: Demographics
… and that takes us to a demographics page. This demographics page has been enhanced to have a little line that says if the person’s in a health home that you can click on and it tells you what their health home is and how to contact them. Go ahead please.
Slide: Paid Drug Claims
After that I can start selecting tabs that show me their physicians, their pharmacies, and all their pharmacy claims. Next slide we’ll see a blow up of the pharmacy claims. [53:00] 

Slide: Paid Drug Claims/MPR
So this is sortable by date, by drug name, by therapeutic class. The medication possession ratio is the percentage of times somebody filled their prescription. So for the Tramadol this person is taking, they filled a prescription one month out of four in the last 12 months. They filled their statin 100 percent of the time. This is pretty good. You should only take your pain meds once in a while, and you should take your statin all the time. This is a good adherence pattern. Go ahead.
Slide: Medical Procedures
There are other tabs for medical procedures. Here we’ve opened up the Emergency Room Visit of Moderate Severity tab, and we can see that this person has had four emergency room visits. We can see the date and which emergency room they went to. It’s the same for all the other services. You can actually see every time they were seen by mental health case management or every month they had mental health case management by clicking on that code. Go ahead. [54:00] 

Slide: Diagnosis Codes
And here’s the tab that sorts it by diabetes. If you want to know what kind of diabetes care a particular patient’s getting, you go to the diabetes diagnosis and you can see that this person’s been to it looks about four different providers, some repeatedly, some only once in a while. So you know who to contact as being most recent, and you can also talk to them about who else the patient you’re both caring for is going to see. This is also a very useful tool to discuss directly with the consumer or the patient to help them better understand their patterns of care and have a more informed discussion of what you’re both trying to manage together. Go ahead.
Slide: Comprehensive Transitional Care
So that gives an overview of care management and care coordination. The other real opportunity we found is managing transitions of care. This is when people go into the hospital or out of the hospital. The data opportunity here was, most payers require a hospital to call them as soon as somebody gets admitted to get authorization for them to stay. [55:00] So they come in the ER, the hospital calls up and says, “Okay, pneumonia, we’ll give you three days.” That means the payer has the information. We take that from Medicaid overnight and sort it into an automated e-mail to the health home. 

So every morning the health home nurse gets an e-mail list of the people that are in hospital with their health home that have current authorizations. They’re expected, using this information, to contact the person in the hospital and make sure that they see the person within 72 hours of discharge to make sure that they got the new medications, that they know if their medications were changed or not, and that they have an appointment to follow up so they can make sure they get to that out patient appointment. A lot of hospital readmissions occur within seven to ten days or thirty days of hospital discharge. This is a real opportunity to improve quality of life and save money. Go ahead please. [56:00] 

Slide: Support Patient Wellness through Self Management Using Peer Specialists
Those are the things that are very new for community mental health centers. The things that are more routine and not as new but just as important are supporting patient wellness. We use peer specialists as well as our community support case managers to use a wellness approach, to talk with people about what they can do to reduce their smoking, increase their activity, reduce their calorie intake, to educate them about medications, and to basically get them to that point of increased patient activation that Ben Druss was talking about. We rely heavily on motivational interviewing for both the mental health changes and the changes in general medical behaviors. We actually use the motivational interviewing with some of the primary care providers that don’t want to change how they interact with the patients. It works great for everyone. Go ahead.
Slide: DirectInform – An EHR for Patients
Also, we have actually an electronic health record version of the CyberAccess portal that is skinned for the consumer themselves, for the patients. [57:00] It’s in lay person language instead of full medical jargon, and we use the peer specialists to show the consumers how to get on their electronic medical records so they can look up their own care, they can make lists of what they want to talk to at their next physician visit. Go ahead please.
Slide: What is a CMHC Healthcare Home?
So I think those are my prepared high-level comments about what went into doing this. I think the major points I want to make in winding down before we open up for questions are, this is not just an additional service, it’s not just another benefit. It really has been a change in how the CMHCs organize all their care. It’s a change from having your care be complaint-driven to having it being planned, it’s a change from having your care being driven by the issue of the moment to having data to help you make your decisions. [58:00] Which makes it a very heavy lift, both in terms of handling all that data and also in agency culture and change of workflow processes. A lot of educational effort. Go ahead.
Slide: Practice Transformations
The transformations is, get CMHCs focused more on overall health to get more medically-oriented. The case managers and the rest of the CMHC staff get extra training on asthma, on hypertension, on diabetes. Not so they’re medical professionals, but to the point where they are much more informed and support people in their own care. We’ve reworked our no-show cancellation policy so people can get in more promptly. Got rid of that nasty phone message that says if you’re having your emergency go to the ER or call somebody else. If you’re going to be a health home, you can’t have a phone message that tells people to go someplace else. You want them to call you first. More patient input, a lot more data reporting. Go ahead please. [59:00] 

Slide: Mistakes
So these are the mistakes that we’ve made. The purpose of our life here in Missouri is to serve as a warning to others. Consider all of yourselves duly warned. And now we’ll have the slide where you can learn about more of our mistakes.
Slide: Websites
On our websites we’ve posted easily over 50 documents, both on the Missouri website (www.dmh.mo.gov/about/chiefclinicalofficer/healthcarehome.htm), and there are also helpful documents on the NASMHPD website (www.nasmhpd.org/medicaldirector.cfm) where the Medical Directors Council has technical papers on smoking interventions, obesity interventions, integrating care. These are in addition of course to the CIHS, the Center for Integrated Health Strategies’ website. And back to you.
MODERATOR: Great. Thank you so much Dr. Parks, we appreciate it. And before we get to the question and answer session, I just want to remind everyone that the webinar is recorded. The audio version will be available. [60:00] You can see right now on your screen the link to the Center for Integrated Health Solutions’ website (www.integration.samhsa.gov). If you go there and then click on the “About Us” section we have an entire section for our webinars and you’ll be able to access the recording and the slides from today on that website or on that page. Also, if you follow the Integrated Care Models tab on the page as well, you’ll be able to access the paper that we referenced earlier that Dr. Alexander and Dr. Druss developed on behalf of the Center for Integrated Health Solutions.
So I want to go ahead and move into our question and answer session. We do have quite a number of questions, and again we’ll try to get to them as quickly as we can and we’ll try to get to as many as we can. So Dr. Parks, I’m going to go ahead and ask a few questions that were directed specifically in regards to your presentation. [61:00] Now, one question that came in was back to your comment and brief discussion about the per-member-per-month rate that was developed of $78.74. A few people on the call want to get an idea about how you came to that number, how that number was developed.
DR. PARKS: Yes. We’ve done a couple previous care coordination disease management initiatives and had some nurses in the field already. We got advice from them and from their agencies about what an adequate staffing level would be for the care management primary care nurse, and then looked at our budget and decided how much we could decide. I think the nurses would have liked to have a case load of about 1 to 150, then ended up with 1 to 250, which was much less than the 1 to 800 they had before. So you kind of do that successive re-approximation.
Then you do a salary survey, you find out what the going rate for nurses is, you add in the fringe benefit cost, you add in some estimated amount of indirect cost. And then—so if you know you have a care management nurse, and you’re going to have one for every 250 people, and you know that nurse’s salary and their total cost, that can calculate down to, you know, one nurse for 250 people ends up costing you about $24.00 per-member-per-month for those 250 people. 

You then add in the other components. So you figure out what the service components you need, and you figure out how many people that service component will serve, and then you just divide in. And at the end you add up the components, and when you can’t afford it anymore you stop adding more stuff. 

There are some other costs besides the big one I showed you. We put in some money for training time to reimburse the practices, we put in some money for the administrative costs of the project management, of the data analytics, the contracts to get those care tools. All those are rolled up in that global per-member-per-month. [63:00] 

MODERATOR: Great. Thank you for clarifying that. Another question that came in was that you talked about how mental health agencies or healthcare homes are paid for conducting metabolic screening. And one audience member wants to know, does the state pay for this out of state funds or is the state able to get reimbursed by Medicaid or Medicare for the metabolic screening?
DR. PARKS: It’s covered under Medicaid/Medicare. First of all, they’ll pay for the lab test itself. In terms of the staff time to make sure the labs are done, to get the values and to send them in to our registry database, we added a billing unit for that in our rehab plan option. The rehab option is an option you can use in Medicaid state plan to fund. It’s commonly used for CMHC services for the care managers. Some states use waivers. You could add it to your waiver service menu. [64:00] 

Now, if the work’s being done by health home-paid staff, then they can’t bill the rehab option unit because that would be paying twice. So we have some staff that are funded by the per-member-per-month, and then other staff that still are billing at a fee for service. So the health home staff actually, if they’re doing anything other than health home, they have to keep a log of when they’re on health home time and when they’re not on health home time, because they can only bill when they’re off health home time. There’s a lot of payment considerations that go into this also.
MODERATOR: Sure. Great, thank you. The next question I’m going to open up more broadly to all of our presenters on the call. This question is more focusing on what are the workforce development needs in order to implement this. And the specific question is, how much workforce development is needed to equip traditionally-trained behavioral health professionals to work with comorbid medical issues and/or address function disability factors? [65:00] 

DR. ALEXANDER: It’s a great question.
DR. PARKS: Well, in Missouri we took a two-prong approach. We didn’t rely entirely on retraining our existing staff. We did add some new people that were primarily medical to begin with. With the existing staff we have one-hour modules on basic medical conditions, and then we’ve done training on making database decision-making, how to interact with primary care providers, and we make it driven by the needs of the field. So when we get complaints of an area that they’re having difficulty with, those things that aren’t going well, we try to design a training that addresses those needs.
MODERATOR: Great. Laurie, did you have a comment as well? [66:00] 

DR. ALEXANDER: Well, just following up on that. It seems from the clinicians that I’ve worked with that it can really vary depending on the person’s background, their orientation, even their personality, kind of what it takes to get somebody up to speed and ready to participate in this new kind of environment. And it’s going to be like fish in the water to some people, and for other people it’s going to be very difficult. 

And to Joe’s comment about needing to do motivational interviewing with some of his clinicians to get them onboard, you know, that’s the kind of work that can really be required. So I’m not sure I would say that there is kind of one thing that needs to be done, but I think if there’s a good understanding of the skills that are going to be required to do, say, care management, I think it needs to be assessed where the staff currently are given their current knowledge and skills, the kinds of work that they already do, in order to understand what needs to bring them up to speed for this new kind of working. [67:00] 

And I know that’s a very general comment, but in my experience people, behavioral clinicians, are coming at this from such different backgrounds and such different kinds of experience that it can be hard to say exactly what is going to be necessary to have them function in this new kind of way. Ben, do you have anything to add on that based on your experience, like with [“p care” (patient care)? 67:22] and things like that?
DR. DRUSS: Yeah, no, I would just echo Laurie’s comment. It’s all about competencies, figuring out what needs to be done. And often those will cut across different types of people in the workforce, but you have to figure out what’s going to be needed for a particular job, figure out where people are at, and the more kind of training that will be necessary to get them up to speed.
MODERATOR: Sure. Great, thank you. I’m now going to move back to some of the things that we discussed earlier in the presentation around the different models of integration. [68:00] And so, Ben and Laurie, I’m going to pose this question to you, but Joe, please feel free to join in on this. One of the questions that came in is, what are the benefits of requiring behavioral health homes to have embedded primary care staff and a co-located model versus the benefits of the referral model? Can you speak to that a little bit?
DR. DRUSS: Yeah. I mean, first of all, if you have the staff right there physically, there’s more potential to actually coordinate with them and integrate with them. It’s not sufficient inspiration, but at least it’s a good first step. Second, potentially you have more control over the services that are being provided. The issue when you refer people out into the community is care is only as good as the providers who are out there who can deliver it. [69:00] So if you have it onsite you have a greater degree of control over it, particularly as compared to situations where you weren’t really working with or coordinating care with the community. 

That being said, I think any of these approaches can result in very high quality care. It’s all about how it’s done. So I think when we present the three approaches it’s not to say that one is necessarily better than the other, it’s about figuring out for a given place what the resources are, what they can do. You know, do they have partners out there in the community that they can work with and what meets their needs and their capacity at that time. [70:00] 

MODERATOR: Great, thank you Ben. Another question about clarifying some of the specifics for these different models. Someone on the line asked if when a behavioral health agency is thinking about developing a co-located partnership, is it essential that it is with an FQHC, or what are other organizations or agencies that they can think about developing that partnership with?
DR. PARKS: It doesn’t have to be an FQHC. I would go with somebody that’s willing and will hang in there and work with you. I think you probably—well, I don’t even know if you need to have a large group practice. I think you could go ahead and do some of this even in solo. I think you get more depth and ability to perform consistently if you have a group practice, but certainly it doesn’t have to be an FQ.
DR. ALEXANDER: Absolutely. And I would add it really is seeing who’s in your community. And I think that that is a stumbling block for some people that I’ve talked to. [71:00] There’s one FQHC in their area and, for whatever reason, it’s very clear that partnership is not going to work. And so then they feel like, “Well, gosh, I can’t do this.” But it absolutely can work with other providers. It could work with much smaller practices, as Joe was saying. 

Other thing is, I think that sometimes we don’t think about the for-profit folks that are out there. But it could be that there is some for-profit primary care providers out there that actually have the kind of mindset that would make them very good partners for this kind of work. So I think it’s getting familiar with who’s out there in the community and who really can understand the value of this kind of work and be a good partner in the process. And so thinking flexibly I think can be very important.
MODERATOR: Great, thank you. Several questions have come in regarding the involvement of peers in these types of models and how peers might have been included in the health home model. [72:00] And Joe, I’m not sure if you can speak to maybe experience that you all have had in including peers. And also Laurie and Ben, if you guys have any examples that you can speak to as well.
DR. PARKS: Why don’t you go ahead first, then I’ll clean up.
DR. DRUSS: Yeah, I mean, I would say that there’s kind of spectrum of ways that peers can be involved, with the two ends being one is kind of working in parallel, say in a peer center. And we’ve been working with a disease self-management program that is delivered by peers and for peers, but largely that’s happening to help people manage their illnesses outside of their formal medical care. [73:00] And then the second is to have peers more fully integrated into a medical care team, either providing kind of support modeling of kind of healthy behaviors, or actually more like a navigator model, which is like a care manager helping patients to work their way through the medical system. So I think there’s really a broad range of possibilities and it’s just kind of being invented as we speak and being figured out as we speak.
MODERATOR: And Joe, did you have any comments that you wanted to make?
DR. PARKS: Yeah, we already had peer specialists that we had Peggy Swarback assist us with training. We’ve done additional training as a result of this. [74:00] They’re not required for all health homes, but they are encouraged and we have a fee in our rehab option that allows us to reimburse for them. We didn’t build them into the PMPM because we already had ways for paying for peer specialists, and as I noted before our PMPM only added things that we didn’t already have ways for paying for. Their major role is to assist on a lot of the healthy lifestyle, increase physical activity, decrease calorie, and also to assist with empowering people in their physician interactions by helping them figure out what they want to talk about at their next appointment, and assisting them in figuring out how to use the directed form EHR record.
MODERATOR: Great, thank you. So I want to get into a series of questions that have come in specifically regarding for the funding of all of this. And I know that, as we mentioned before, we are going to be releasing a paper and also holding a webinar on the financing component of health homes. [75:00] But Joe, I was wondering if you could speak a little bit to maybe some of cost savings that you had seen in Missouri through after implementing these health homes.
DR. PARKS: Sure. You know, we’re only twelve months right now, because we started last January 1st, and to measure this you have to wait for all the healthcare claims to get in. That’s called “claims run-out.” So if I get admitted to the discharge from a hospital today, the hospital won’t bill for a couple of weeks, and then Medicaid won’t pay the claim for a couple weeks after that, so if you try and measure too soon you miss some of the incoming cost. So about the best we can do at this point is look at what it looks like for savings six to nine months in. And including the cost of the service, it looks to be saving at least $300 per-member-per-month. [76:00] So it’s about $3600 per year. And this is off a base of people that cost more than $10,000 to begin with. Now, the average cost—I said they cost more than $10,000—the average cost was up about $30,000 per year, so maybe that’s a ten percent including the cost of care. The bigger savings are on hospital. And of course you have to add in the cost of your health home team and your new services.
MODERATOR: Sure. Great, thank you for explaining that. And so I also want to touch quickly on the concept of a children’s behavioral health home. We have a number of people on the line who work in agencies that provide services for children and youth. Can any of the presenters speak to any examples that they might have seen where this has been done specifically for children? [77:00] 

DR. DRUSS: Yeah, I would say that’s the next frontier. So much of what we’re doing now is trying to manage people after they’ve developed chronic illnesses, and we do need to figure out how to move up the stream more effectively. It’s not entirely clear what a child mental health home, behavioral health home would look like, because kids may already be being seen by pediatricians or even in schools. It may make sense for the center of gravity to be in those sites. [78:00] But I think this really is a next big step for the field to figure out, is how to start looking at integrated care models that will be preventing illness rather than just treating it.
DR. PARKS: We have about fifteen percent of the population in our health homes, both on the CMHC side and we also do primary care health homes. But about fifteen percent are kids. When we drill down and look at them—and again, we selected those that were most expensive—for the mentally ill people, the drivers of expense was really more their medical care than their mental health care. For the kids, the drivers of outlier expense is by and large their mental health care. So if you were looking to do an intervention that paid for it self-sufficient you would have to figure out how the kids’ health home is going to do the behavioral healthcare more efficiently so it ends up at a lower cost. The medical drivers in kids’ care, even the diabetic kids aren’t spending that much. They don’t have any complications. [79:00] I mean, clearly there will be savings, but those are five and ten years out, and that’s a difficult argument to make either on the public budget side or on the commercial side. 

I guess the big medical savings on kids that we see where the outlier spend is other than mental health is on their asthma ER visits, the asthma kids do a lot. You probably could do a health home if you focused on particular sub-populations, like maybe kids with sickle cell, or maybe kids—we even looked at the hemophilia kids, and outside of their extremely expensive hemophilia drugs they weren’t spending that much on other services. 

So remember, part of making this an ongoing thing that works is not just improving health but also containing cost, otherwise you’ll have a heck of a time making the sustainability argument. I agree with Ben, it’s hard to find the sweet spot on children that’s very big unless you argue for savings two or three decades out. [80:00] Unless the children mental health people can figure a way to use a health home to do their behavioral health services more efficiently so the total net cost is lower. 

MODERATOR: Go ahead Laurie.
DR. ALEXANDER: Well, I just actually was going to ask you, wasn’t there a panel at Georgetown on this topic and some work coming out of that? I don’t know the status of that.
MODERATOR: Yes. Thank you, Laurie, for mentioning that. We actually will be releasing a paper. So as Laurie mentioned, the Center for Integrated Health Solutions in collaboration with Georgetown hosted a meeting last year around this very topic and to get insight from the field. And from that we are working on developing a paper very similar to Ben and Laurie’s paper around sort of the core components of what a children’s behavioral health home would look like. [81:00] And as expected, and as you all have been mentioning, it’s a very different approach. But we anticipate that that will be released in the next couple of months. And again, that can be found on our website. So Laurie, thank you for bringing that up. 

Well, we have time for just a few more questions. One question that I wanted to get to that a number of people had been mentioning is, what has been the response from the clients that are being served in these behavioral health home settings? What has it been like for that in terms of the different changes in practice? What are their reactions in terms of these relationships that are being established between their behavioral health provider and then the primary care setting? [82:00] So I’ll open that question up to all of our presenters.
DR. PARKS: Well, this is Joe in Missouri. We have not got any push-back on it, except maybe people get irritated that we talk to them more often about their smoking and about their calorie intake. They don’t mind being encouraged to be more physically active, but they get irritated having those two other issues raised. Not everybody does, and it’s not a huge thing. We have not had any complaints about the care coordination aspects, about the providers talking more to get better care. We do have people saying that they’re pleased that we don’t just care about how they feel and how they act, but we care about how their heart and liver’s doing also. [83:00] I think they feel more genuinely cared for as a whole person. But it’s been pretty quiet from the consumer side. Not a lot of complaints but not a lot of rave reviews either.
MODERATOR: Great, thank you Joe.
DR. PARKS: And one more caveat, that is more for the people that were already in. We have a component to our health home where we go and find people that are high cost but aren’t in. The people we go out and find are much more enthusiastic because they’re getting something entirely new.
MODERATOR: Sure. Well, at this time I’m going to go ahead and stop proposing more questions to the group. We just have a few minutes left on our call, and I just want to be sure to cover a few closing statements. I again want to remind everyone that the recording and transcript and slides will be available on our website. I’m going to bring up on the screen that website again so that you can record that information. (www.integration.samhsa.gov) [84:00]
I do want to thank our presenters, Dr. Druss, Dr. Alexander and Dr. Parks, for joining us on today’s call. We appreciate you taking the time to speak with us about this and to share your insight in this very important matter. And I also want to thank Dr. Bob Glover for joining us from NASMHPD today and for working with the Center for Integrated Health Solutions on this partnership. We appreciate your thoughts today and for joining us on these webinars. 

As a brief reminder, when you exit the reminder there will be a survey that pops up on your screen. This is a short five-question survey. We would very much appreciate you taking just a couple minutes to fill this out as it will help us to determine future webinar topics and maybe reach out to you with any additional resources that you think would be useful in follow up to this webinar presentation. [85:00] So thank you all again for joining us. We appreciate you taking the time. Thank you to our presenters and we will look forward to speaking with you all on our next webinar. Thank you again. 
END TRANSCRIPT
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