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BEGIN TRANSCRIPT:
PRESENTER: Welcome to the SAMHSA-HRSA Center for Integrated Health Solutions webinar "Financing and Policy Considerations for Medicaid Health Homes for Individuals with Behavioral Health Conditions." 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. The webinar today is being recorded, and the recording of the webinar will be available on the SAMHSA-HRSA Center for Integrated Health Solutions website within 48 hours. You can find a call number for the webinar on the right-hand side of your screen. [1:00] 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 technology support at 888-259-8414.
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 provider settings. In addition to national webinars, the Center is continually posting practical tools and resources to the CIHS website, providing direct phone consultation to providers and stakeholder groups, and directly working with SAMHSA primary and behavioral healthcare integration grantees and HRSA-funded health centers. [2:00] 

At this time I would like to introduce Trina Dutta from SAMHSA's Center for Mental Health Services to say a brief introductory welcome. Trina, are you on the line? [pause] Well, Trina, I think you might be muted right now, but we'll give you a few moments in just a minute. With that, I would like to then turn it over NASMHPD's Executive Director Dr. Robert Glover. 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. Dr. Glover has served as the Executive Director of the National Association of State Mental Health Program Directors since September of 1993. [3:00] 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 network. 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 very much. I want everybody to know that NASMHPD's really proud to be a partner with SAMHSA-HRSA for the Integrated Health Solutions Center, and the National Council as a cosponsor. [4:00] Special thanks to Linda Rosenberg and her team for their leadership in this important area of fostering health integration, especially assisting states and local communities in 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 taking steps to obtain Medicaid reimbursement for peer services. And I tell you, we are very excited that 29 states now bill Medicaid for these critically important recovery services. I'd also add, Georgia now bills Medicaid for whole health and wellness peer services, and we're hoping that many, many states will move ahead in that area as well. As you all work to use health homes in the best manner to fit your state's need and strengths, we hope today's webinar on financing health homes, and January's webinar on the core features of health homes, are useful. [5:00] Knowing that there's no right or wrong way to implement and integrate, I do want to remind folks that making sure people in recovery—I'll state it again, people in recovery—are part of every aspect of the development and implementation of integration, and it's critical to any success that we may achieve. Thank you all for doing what you do to make recovery the expectation for all. Thank you very much.
PRESENTER: Thank you, Dr. Glover. During today's webinar you will hear about a new resource from the Center for Integrated Health Solutions on the financing and policy considerations that must be taken into account when developing a health home for individuals with behavioral health conditions. I would now like to introduce our two speakers for this afternoon. Alicia Smith, Principal at Health Management Associates, specializes in public behavioral health policy and reimbursement and has over 15 years of healthcare experience. [6:00] She draws from her considerable knowledge of federal Medicaid regulations to help clients devise appropriate behavioral health coverage strategies. As a former Medicaid policy analyst, she utilizes her experience in benefits design to develop compliant and sustainable behavioral health services and programs.
Eliot Fishman specializes in Medicaid, long-term care, health information technology, and integrative financing. He serves as Principal at Health Management Associates and has consulted on Medicaid health homes planning projects in a number of states. He has been actively involved in the planning and development of managed long-term care waivers, and has designed special needs case management programs, including Medicaid disease management, palliative care case management, and programs for people with dementia, both in and out of institutional settings. 

And with that it is my pleasure to hand it over to Alicia and Eliot for our presentation today. [7:00] 

ELIOT FISHMAN: Great. Well, Lara and Robert, thank you very much. This is Eliot Fishman, and it is a great pleasure to be presenting to you today. And you will hear me verbally—and Alicia—verbally asking to advance slides. And why don't we go ahead and advance to the first slide.
Slide: Agenda
Our agenda today is first of all to provide a brief overview of the white paper that is being released as a companion for today's presentation. We're then going to be going through four key areas in program design in payment, and that's where we're going to spend most of our time today: target populations; the care team composition that states and their stakeholders ought to be considering; implementing standards for providers to qualify as health homes; and then the rate setting process. We hope to spend some significant time throughout the presentation on actions steps and key takeaways. And it is our plan to open things up for questions about 2:00 or shortly after 2:00, and then we will wrap up. Next slide.
Slide: About HMA
HMA, where Alicia and I both work, is a national firm. Our primary focus is on state health programs, and as part of that we have a major focus on the integration of behavioral health in primary care, and more broadly on delivery system reform. And the health homes program really pulls on both of those issues. [9:00] We have been very involved as consultants with the implementation of health homes in these initial couple of years of this new Medicaid option, and we've actually worked with a large proportion of the first wave of states with health home state plan amendments. Why don't we go ahead to the next slide.
Slide: Our Presentation Today
So as I mentioned earlier, our presentation today is intended to supplement and provide some more depth for our white paper on financing and policy considerations for Medicaid health homes, and we have been privileged to work closely not only with the National Council but with the SAMHSA-HRSA Center for Integrated Health Solutions in the preparation and release of that paper. [10:00] This presentation today really is a supplement, rather than a summary of that white paper. Where the white paper is comprehensive and goes through we hope every major consideration involved with the design of health homes programs for people with behavioral health needs, in our presentation today we are planning to go into depth, and certainly looking forward to going into further depth in question and answers, on what we saw as some key design issues that really needed that sort of treatment in the white paper. Next slide. [11:00] 

Slide: Objectives of the White Paper
So first, what the white paper goes through is to talk about financing issues, both for states and for potential health homes providers. And the financing issues around health homes can be complicated, because both it's a new and very flexible form of Medicaid reimbursement, and because there is enhanced federal match for the first two years in health homes programs, which introduces a whole new set of complications. We also talked programmatically about the specific issues around quality measurement in health homes, health information exchange, and health IT at the care delivery level. And finally in the white paper we went through reimbursement methodologies and payment rates, again because of the wonderful flexibility that is available through the health homes programs. [12:00] The issue of determining reimbursement is complicated, and we will certainly be talking about it quite a bit today, but we were able to deal with it more comprehensively in the white paper. Next slide please.
Slide: Poll Question
PRESENTER: So at this point we have a poll question to go ahead and get things started. So I'll go ahead and launch the poll. The question is, "What best describes your agency affiliation: State Medicaid office, primary care provider agency, behavioral health provider agency, or state behavioral health agency?" I'll leave that poll open to give everyone a few moments to submit their answers. [pause] [13:00] I'll keep it open for just a few more moments. All right, and we have the results. It looks like 5 percent of you represent state Medicaid office, about 11 percent are from a primary care provider agency, and we have about 66 percent that are from a behavioral health provider agency, and the other 18 percent is from a state behavioral health agency. So with that, Eliot, I'll turn it back over to you.
ELIOT FISHMAN: Great. Okay, why don't we go ahead and do the next slide.
Slide: Overview of Health Home Services
So we're going to start with an overview of health home services. Next slide please. [14:00] 

Slide: Overview of Health Home Services
And the health home option was one of the elements in the Affordable Care Act, and it's now in the Social Security Act. It provides states an option to cover care coordination for individuals with chronic conditions. And both of those statutory elements are important to elaborate on. Care coordination is understood as a supplement to traditional medical encounters, rather than as a way of delivering traditional face-to-face medical services. [15:00] In behavioral health, because there are significant elements in traditional delivery of community behavioral health care, care coordination and care management, that distinction between tradition Medicaid-reimbursable services and health home services is considerably blurrier than it is in the delivery of primary care, or more broadly in physical health services, and there is more of an option to both transform and to replace Medicaid-reimbursable behavioral health services under other Medicaid reimbursement channels with health homes. That's going to be an important consideration throughout this presentation, is it makes a big difference in the design of the health homes program whether there is a significant element of taking existing Medicaid-reimbursable behavioral health services and converting them into a health homes program. [16:00] 

With regard to the individuals with chronic conditions phasing in health home services—so that's something we're going to be spending some time on in a couple of minutes, but as opposed to other definitions of the medical home, this is really limited to people with documented chronic physical or behavioral illness. The mechanism for creating a health homes program is a Medicaid state plan amendment, and that is a different format, for example, than Medicaid waivers, and there is considerable flexibility for states in their construction of that Medicaid statement, which we will be going into. Next slide please. [17:00] 

Slide: Overview of Health Home Services
There are a set, that are described on this slide, in the health home statute of defined health home services. They're listed here. However, it is important to note that there is a great deal of flexibility for states in what services are placed under these headings. And in our companion white paper we provide examples of how states have operationalized these service descriptors. For purposes of this webinar, I think that the takeaway is that with the caveat in the bottom in red that health home services in general refer to care coordination rather than direct treatment. That from a federal perspective, there is enormous latitude for states in how they define these services in a way that most makes sense for the population they're trying to cover and for their program goals. Next slide.
Slide: Health Homes and Medical Homes
So as I mentioned a moment ago, there is an important distinction to be drawn between health homes and medical homes. Those two terms have clearly a close relationship, and some states have used the new health homes Medicaid option to support primary care medical home initiatives. I think the best way to think about it is that the health home option is in some ways broader and in some ways narrower than the medical home model within that close relationship. [19:00] Both have the goal of fostering the three-part aim that has been so prominent in federal discussions of health reform: improving population health, improving the quality of healthcare delivery, and improving the patient's experience of health care. Both involve supplementing traditional face-to-face care with ongoing day-to-day care management and care coordination, both involve the integration of medical and behavioral healthcare. However, while health homes are broader in terms of the kinds of providers that can be incorporated into health homes—and states have already in the first wave shown a great deal of variation in what sort of providers are eligible to be health homes, where the medical home model has focused on traditional primary care providers—health homes is also narrower in terms of its focus on individuals with chronic illness, where primary care medical home, although there is a great emphasis on chronic illness care, is pursing broad practice transformation for the entire patient population using primary care. 

And in this slide that distinction is described in the first row. And that overlap—the sense in which health homes and medical homes are still distinguished from one another—is summarized in this table. [21:00] The final row on this table also just describes how health homes is really a Medicaid term. And, in fact, in non-Medicaid context, if you reference health homes people may be confused as to what you're referencing. Where medical home initiatives are in many states a major Medicaid initiative, but they also have been a key focus among commercial payers, and in some states Medicaid medical home initiatives are tied into multi-payer initiatives. Next slide please.
Slide: Poll Question
PRESENTER: And this one brings us to our next poll question. This poll question asks, "Where does your state stand on the establishment of Medicaid health homes?" [22:00] The first option is maybe right now your state really isn't talking about it, or maybe you don't know whether or not they're talking about it. The second option is maybe your state is currently engaged in preliminary discussions. The next option is maybe you are working on submitting a state plan amendment. Or maybe you have already submitted a SPA and you're waiting on CMS approval. And then the final option is you've received CMS approval and your state is currently in the implementation phase. So with that I'll go ahead and launch the poll. I'll give everyone a few moments to respond and identify what best describes where their state stands on the establishment of Medicaid health homes. [pause] [23:00] I'll keep the poll open for just a few more moments. 

Great. Thank you everyone for responding. On your screen you should be able to see the results. It looks like a about 35 percent of you are in states where either they're not currently talking about establishing Medicaid health homes or they might not know whether or not these discussions are happening; 18 percent said they're engaged in preliminary discussions; 12 percent indicated that they are working on submitting a state plan amendment; 7 percent have submitted a state plan amendment but are still waiting on CMS approval; and about 28 percent of you are from states where they have submitted, they have received approval, and they're now in the implementation stage. So thank you again everyone for your comments. Eliot, I'll turn it back over to you.
Slide: Clinical needs for individuals with SMI or SED
ALICIA SMITH: Actually this is Alicia Smith. Good afternoon everyone, and good morning to the folks who might be in other parts of the country. [24:00] And I'll echo what Eliot said, it's a pleasure to be talking about this with you today. In terms of just framing this, especially for the folks involved in the delivery system, primary care and behavioral health, these are things you probably already know, but it helps us put why CMS found it important to provide coverage for this new benefit. So clearly folks with serious mental illness, or children with serious emotional disturbances, have or are at risk of developing chronic complex conditions in addition to their mental illness condition, and as a result need to have access to—or should have access to—a number of clinical services. This doesn't even count the types of social and other support services that might be necessary for a person. And as a health home that's required to attend to these needs, it does have implications for how organizationally and programmatically a health home has to operate. Next slide. [25:00] 

Slide: What does a Health Home require?
So a health home ends up having to provide services in a new and different way, and possibly having staff, new staff, play new and different roles. And one of the requirements in terms of programmatic changes inside the four walls of that organization is creating the roles and descriptions of these expanded or new positions, especially around the six health home components that Eliot referenced earlier. So as an example, health homes might end up having a team leaders whose job overall is just ensuring that the health home functions are carried out by members of a health team. And the configuration of that health team will be based on the needs and conditions of that population eligible to receive services. [26:00] It might be comprised of a nurse care manager who is sufficiently skilled at primary care. 

And one example, that nurse operates in a behavioral health setting where the larger issue is connecting folks to primary care issues, so you might need to have a nurse proficient in the primary care setting. Or maybe, vice versa, if the health home was in the primary care setting, they needed to attend to the folks with behavioral health conditions. Similarly, a primary care consultant or liaison in that behavioral health setting could help identify the types of population health management strategies, developing guidelines for ensuring that appropriate management of those chronic conditions, that might be in order. And again, these are also descriptions that we talk about a little bit more fully in the white paper. But these are just examples of the types of positions that could be required of that health home to carry out its new function. [27:00] 

The other health home requirement from a programmatic standpoint is that it does require the provider to think about care in a new way, and having a whole-person orientation and not just focused on that discipline for which that provider may have typically provided services. And accountability for a population is something you'll hear us talk about in a couple of other instances today. So again, it goes back to that whole-person orientation and accountability in areas where you may not, as a provider of these services, have had to be accountable, for example, for ensuring that a person with serious mental illness and diabetes had the appropriate access to a primary care physician for ongoing management for their diabetic condition. 
The other area that we've acknowledged is that there needs to be competent staff that can deal with these new clinical issues. [28:00] So historically, of the focus was solely on behavioral health conditions, having the type of folks involved in the delivery of these care coordination services, and their proficiency in primary care is going to be critical. And it might also require you to change how you carry out care and redesign your models of care. Next slide.
Slide: Accountability and Planned Care
So just some more on the point of accountability in planned care, that the health home is accountable for all of the health needs of its members. And that doesn't mean that that health home has to directly deliver all of the services that a person needs. It means that you're accountable for ensuring that that person has access to or is coordinated and connected to those services that that person might need, even if you don't directly provide it. [29:00] It also means that your role as being accountable to that person's health needs is not just for the people that show up for an appointment, it's for those people who rarely show, or who might only show up in the hospital emergency department that could have been better attended to by engaging routinely in that health home. So what that has implications on is, well, how do you communicate with and engage in outreach to those folks who rarely show? And it might require—will require—some changes in how you deliver these care coordination services outside of a face-to-face encounter.
One of the things that our clinicians who we always engage in these health home planning discussion with is they always mention planned care as being the only effective way to meet all the needs of these eligible members. And what that implies—and we're not going to go into a lot of discussion about it today—is having that kind of prepared proactive care team that understand what the needs of the populations are that it's serving, and delivering care—in this case care coordination and care management—in a way that demonstrates an understanding of what needs to happen first, and then next, and then next. Kind of a step-care model, if folks are familiar with the impact model is one example of a planned care approach. 

And health home also acknowledges that there are some folks within a population. You might have a group of people with serious mental illness as part of the population, but all people with serious mental illnesses are not created equal. You might have some who are pretty stable on their medications, pretty compliant or adherent to their drug regimen, and might have a different need of engaging with a care team, versus another group who might be harder to engage, harder to outreach to, but those folks in engaging with those populations might result in the highest increase in improved health status, and potentially the highest decrease in inappropriate costs for the system. Next slide.
Slide: Accountability and Planned Care
These are just reflections of kind of what Eliot already mentioned. So ultimately, in doing these kind of care coordination/care management activities, what it ends up meaning is that the health home is ultimately responsible for coordinating and providing access to high quality services for folks with a number of conditions, including adhering to evidence-based practice guidelines ultimately if we're going to achieve that three-part aim. And providing access to preventive and health promotion services, mental health and substance use services, ensuring the appropriate follow up from in patient to other settings, and linking that person to the types of social and community support services that assist that person in achieving their overall health goals. [32:00] Next slide.
Slide: Accountability and Planned Care
The other way that this benefit ends up being most effective is if the health home ends up developing a care plan that coordinates and integrates all the clinical and non-clinical needs of a person within a single record. And when we talk about HIT we'll talk about the fact that this record shouldn't just be a paper record, because it's harder to share in that regard. And the use of health information technology is going to go a long way in allowing that health home—if you think back to that circle diagram—health information technology is probably the easiest way for that health home provider to receive and submit information back and forth to external healthcare partners to achieve comprehensive care management, care coordination, particularly transitions from hospitals and other settings back to the community. [33:00] A health home is also effective when it doesn't just take the requirements of a health home and disconnects them to its own internal quality improvement program. Health homes really does in many ways require a transformation of that provider organization to come out the other side as an entity that pays attention to whole person health and has a whole person orientation to care. 

And related to that is an effective health home has to be able to collect and report data to support the evaluation of health homes. We talk about that a little bit more in the paper. There are going to be requirements for that health home to be able to demonstrate its own effectiveness in terms of meeting improvement outcomes through performance measures that CMS requires, but also to be able to help the states understand what difference that all these services and interventions make in improving health outcomes, improving the patient's experience of care, and potentially reducing overall costs. [34:00] Next slide. So Eliot, I'll turn it back over to you.
Slide: Determining Target Populations
ELIOT FISHMAN: Great. I'm going to talk now about really the first key steps in conceptualizing a new health home program, which is to determine the program's target population. Next slide.
Slide: Who is target population?
So to this point with the first wave of states there have been three types of target populations identified in health homes programs. The first is for individuals with serious mental illness. And as you can see, there are four state health homes programs with an SMI focus. The second is focused on broad chronic illness. [35:00] Again, that's a broad as you can make it, because chronic illness is a part of the statutory definition. However, despite that restriction, the states have used health homes to drive a broad primary care practice transformation agenda in several cases. And the third type, which we've seen in New York State and Washington State, is trying to build broad networks that can provide comprehensive care coordination and integrate services across specialty providers, both for individuals with mental illness and for individuals with chronic physical illness. Next slide.
Slide: Other possible populations of interest
We do want to emphasize as a clarification on that slide that we just did with the table that there are other directions that the states could go. [36:00] There is a great deal of flexibility to zero in on populations, for example people receiving medication-assisted treatment, homeless populations. And we pulled those two out because those are two examples of people who are using highly specialized providers and for whom you could quite plausibly define a health home differently than for other individuals. And there's also flexibility in defining the target population. While you cannot define a population based on Medicaid eligibility category or based on age, there is flexibility to focus in on certain provider types, and that can be a way in some cases of effectively narrowing the population that is eligible. Next slide.
Slide: Example: The Ohio Medicaid Business Case for Coordinated Care
We wanted to talk about Ohio as a specific example of how they went about defining their population. [37:00] And in Ohio it was a data-driven population focus, and we have information here. Ohio was able to document in a great deal of detail that people with serious mental illness are driving both a public health crisis and a Medicaid cost crisis in the state. Next slide please.
Slide: Example: The Ohio Medicaid Business Case for Coordinated Care
Within that seriously mentally ill population Ohio showed that individuals with schizophrenia are suffering not only from a severe mental health need but are driving up physical health costs. I know for many of you this is what you live with every day, but I think it was important and continues to be important as Ohio moves forward with its health homes program that it started with a quantitative demonstration of the problem that they are trying to fix, and that's continued to be an important backbone in their planning efforts. Next slide.
Slide: Providers and Standards
The next piece in a planning process once you've identified a target population is to think about the providers, the health home providers for that population, and what standards will be put in place to qualify as a health homes provider. [38:00] Next slide please.
Slide: Identifying Providers and Provider Standards
So here we have three distinct but not exclusive goals that a health homes program could have in its definition of providers. And that is to drive practice change, to maximize enhanced federal match by converting existing Medicaid-funded behavioral healthcare, or to, rather than driving practice change within the mental health system as such, to pursue integration between primary and behavioral healthcare. And these different goals will imply different approaches to the definition of health home providers and to the standards that are put in place. 

For example, if maximizing enhanced federal match over the available eight quarters is a key goal, that is going to drive a health home program to want to have as many providers participate as possible, which is going to suggest relatively broad provider standards and, at least initially, a qualification provider qualification process that's going to allow the majority or the great majority of providers to participate. [40:00] On the other hand, if you're pursuing a practice transformation agenda that involves delivery of care that is different from what providers are doing now, substantially different, the content of that is going to have to come through provider standards that may be, over the initial period of the program, too high for a lot of providers to reach. 

So there's clearly a tension between maximizing match and between changing provider practice. And those considerations can play out in terms of not only provider standards, but in terms of when you want to initiate the eight quarters of enhanced federal match tied into the effective date of a state plan amendment. [41:00] So there is some flexibility for states to start a program before the effective date of their state plan amendment if they have a different channel of Medicaid reimbursement, and then to ramp up provider participation together with the effective date of their state plan amendment. 

Another consideration in terms of provider standards is, if the focus is on fully integrated primary and behavioral health, some individuals with high behavioral health needs you have existing primary care relationships. And it can be an important consideration and a barrier towards universal integration of primary and behavioral healthcare if those existing enrolling relationships are either not taken into account, or if the program is not designed in a way that either excludes those relationships or otherwise accommodates that. [42:00] Next slide please.
Slide: Patient Enrollment and Provider Assignment
Patient enrollment and provider assignment is a key barrier, particularly if a health homes program is focused on what has sometimes been called "super users," but individuals who are poorly managed who are using the emergency department as their primary site of care. Next slide please.
Slide: Assigning Clients and the Challenge of Engagement
So the key policy problem that underlies our concerns around this area is that both a lot of the most severe public health need, and a lot of the potential cost savings, are with people who are poorly managed. [43:00] And we all want to address that public health need and that potential cost savings, but doing so involves some difficult questions that are summarized here. How are we going to stratify potential health home beneficiaries by need? Are you going to take high-need people who are not currently engaged in one of your health home provider's care and assign them, using claims for example? If so, is there a mechanism for providers to locate assigned members? [44:00] Which can be again very difficult, particularly for people with serious mental illness and with social barriers to regular access to care. And then what are your expectations around providers not only locating but engaging those members? And it's our recommendation that those key questions, if your program implicates them, be dealt with sooner rather than later. But those have been demonstrated, not only in the first wave of health homes programs but in previous programs, to be really critical questions to think through. Next slide.
Slide: Engaging "High Fliers"

States really have a key choice when it comes to their highest utilizers, in terms of whether they are going to take them on with a health homes program or not. [45:00] And I think it's a difficult choice for the reasons that we've described, and there really is a fully legitimate alternative to focus on enhancing delivery of integrated care to individuals who are already served within the mental health system. There's clearly a need for that, as well as trying to reach those people who are high utilizers who are not engaged in the existing community health system, and we have at HMA worked with both kinds of programs. Next slide.
Slide: Engagement Example: New York
We wanted to go into one example of a state that did explicitly address the engagement process. So in New York State there is an assignment process, using claims and using Gruber software, in which health home providers are expected to find and engage individuals who they have not served before, and who in some cases are not using any regular source of community-based care. New York is paying providers 80 percent of the regular per-member-per-month payment for three months where providers are expected to conduct outreach and engagement activities. There is a second three-month similar period available if they are unable in the first three-month period to make that engagement happen. And that is a deal that New York State has worked out with CMS only for a time-limited period for each individual health home enrollee. Next slide. [47:00] 

Slide: Considerations for State Plan Implementation
Here we're going to talk about a specific issue in health home program design with regard to the phasing of the state plan and the implementation of a Medicaid state plan amendment. Next slide please.
Slide: Phasing
So as we have noted, the health homes program involves a rolling eight quarters of enhanced federal match. And when we say "rolling," that refers to if a state has multiple state plan amendments with different start dates. And states may do a geographic phasing process—for example Ohio is doing a geographic phasing process—in which you start with part of the state and then have separate state plan amendments for different geographic portions of the states, or you can do that programmatically. [48:00] 

The issues to think about in terms of doing multiple state plan amendments with multiple start dates is on the one hand the administrative burden involved. And that can involve tracking the individual Medicaid identification numbers for people who are enrolled in one state plan amendment to make sure they have not been enrolled in the other. So there are a lot of complex issues involved with phasing that can be an administrative burden for the state administratively. On the other hand, there is an important consideration of maximizing federal match, and the option of having multiple state plan amendments with multiple start dates can be a great tool to make sure that federal match is maximized. [49:00] Next slide.
PRESENTER: Eliot, I'm wondering, just in interests of time, if we could go ahead and maybe move on to the quality outcome measures portion so that we can move through that to get to the HIT section?
ELIOT FISHMAN: Sure.
Slide: CMS quality are divided into three categories:
ALICIA SMITH: Okay. And you can go to the next slide too. I guess just echoing kind of what Eliot and I have already just talked about earlier, kind of the tradeoff for CMS allowing all the flexibilities in terms of defining for your state what health home components mean. Eliot's going to talk about the flexibilities in reimbursement, but CMS is also interested in showing what the results are of this new service package. [50:00] And CMS has identified three categories of outcome measures that it is interested in: Clinical outcomes that just let folks know are you getting better, as demonstrated by reductions in hospital admission or readmissions, controlled blood pressure as an example. Or the experience of care. How are folks feeling about the care that they received? Maybe they're more satisfied as exhibited by the fact that they checked yes or no on a box. But they just might feel that their health needs are better attended to, that they might even understand more what it means to manage their chronic condition. And then the quality of care, which really relates to just the processes. That, are the health homes, for example, doing the types of things within their four walls that allow for some of these clinical outcomes and experience of care measures to even be achieved? [51:00] Are they doing the types of assessments necessary for them to know what portions of a person's health needs to be better managed? Next slide.
Slide: CMS Core Quality Measures
CMS has identified for now eight I think they're calling them "recommended core quality measures," and I'm not going to read them to you, but they for the most part relate to the clinical outcomes. Maybe one or two here relate to kind of the processes of care. Yeah, screening for clinical depression and follow up, initiation and engagement of alcohol and drug treatment are more the processes. These are the things that in the state plan amendment a state will have to identify what means will be used by the state and ostensibly by providers to know how these measures will get reported and recorded and tracked, and in many cases shared with the providers to even let them know how well are they doing in meeting the goals of the health home benefits. Next slide. [52:00] 

Slide: State Measurement Challenges
As we talk about in the paper, we have a section on the state measurement challenges that one of our colleagues who was a contributor to this paper, Jennifer Edwards, wrote in a lot of detail about some of the state measurement challenges. And I do want to read some of these, because they're important. So a lot of the information that's in the clinical records is not necessarily going to be on a claim or an encounter form. And many states use their claims or encounter systems to generate the reporting and tracking of those measures. So that's an important policy consideration of kind of what goes in comes out and how hard is it going to be for these items to be tracked. 

And not all services generate a claim. So there might be some measures that are really important for you as you develop a state plan for reducing the rates of non-adherence among the homeless population. [53:00] Well, some of those things might have to do with getting a person in stable housing, and you might not have a measure of knowing whether a person is in housing or not. So those are again just some important measurement challenges to think about going in.
Medicaid is an issue, because there a number of people with mental illness or other behavioral health conditions that are both dually eligible for Medicaid and Medicaid, and because this is a Medicaid benefit, unless there is a robust means in a useable way of sharing Medicaid and Medicaid information with the health home, we're only going to have one part of the equation. And in many cases the state's only going to have one part of the equation in knowing only the Medicaid-reimbursed services. 

Some of this information that's in electronic medical records might be there just from manual chart reviews, or even in documenting it in electronic health record. But if you put it somewhere you've got to get it out from there and to be able to track it that way. And many of the EMRs that are currently in place might not necessarily include all of the CMS performance measures, but I'm sure the vendors are well aware of that and working toward that. [54:00] 

Slide: Use of Health Information Technology in Health Homes
I'm going to run quickly through—Lara, if you can start on slide 43 on the use of health information.
Slide: Use of Health Information
There are a lot of benefits. CMS doesn't require the use of health information technology to support delivery of health home services, but as we become more familiar with how states are implementing them we can see kind of the gold standard is the Missouri approach, where HIP was already baked in and it made it much easier for them to be able to administer a program that relies on that. So some sources of health information are electronic health records, patient registries, shared care plans, and notifications from hospitals, that let the health home for example know, "Hey, Alicia's been admitted and she's here, time for you to come see her and facilitate her transition back to the community. Next slide. [55:00] 

Slide: Poll Question
PRESENTER: And we're just going to take a couple moments to get an idea from everyone that's on the line about maybe your use of patient registries, if you all are using them. So I'll go ahead and launch the poll. The question is, "To what extent is your agency using patient registries? Not at all. Currently discussing implementation. At the beginning stages of implementation. Have been using them for a while. Or maybe this isn't applicable." So I'll give you just a few moments to answer that question. [pause] All right, just a couple more seconds to get your responses in. [56:00] All right. And it looks like 26 percent of you said that you are not using patient registries at all; about 21 percent are currently discussing the use of them within their agency; 14 percent are at the beginning stages of implementation; 17 percent have been using them for a while; and about 21 percent of you on the line say that it's not really applicable to the work that you're doing. So Alicia, I'll hand it back over to you.
ALICIA SMITH: Okay, great. And for the folks that may not have been involved currently in using a registry, part of it that's going to be important is understanding what a registry is and does. It's not the same as a vaccine registry, which is like a list of people who have gotten whatever vaccine. That's not what we're talking about. What we're talking about is a set of functions within an electronic tool that helps the delivery of planned care. And some of these things are… you know, the registry is most effective when it grabs data from multiple sources. [57:00] It might be from an electronic health record, from a hospital's admission and discharge system, from other information from partner organizations. And from using that aggregate information you can develop business rules for things like what should you do when Alicia Smith walks into the door? How do you plan for her care based on that aggregate information you have? And it will allow for development of care coordination. To do lists, for example. It might allow you to stratify populations by risk. I mentioned that the earlier part of the call. Not all people with health or serious mental illness are created equally, so how do you know who to stratify and who to deploy care management resources to higher or lower based on their chronicity or complexity of their condition? So why don't you skip to slide number 47. And I'm assuming all of these slides will be available anyway. [58:00] 

Slide: Patient Visit Summary
So what you should see on your screen—and this is not the best example, but it's one that I wanted folks to see just because of the color. I guess the best reference to patient registries is that it allows the clinicians to literally get the red out. So if you have all the information about a person in your care, things that are due for actions might show up in a different color. So if this happens to be a primary care organization that attends to folks with behavioral health needs, you now know I'm overdue for my depression screening, and all the information you might need to know about me is contained in this view. 

I'm not going to spend a lot of time on this, but this is just one example of one aspect of the patient registry that does allow for that health home to take on its role as a manager of care, and a population health manager, because all the same information that's summarized on an individual basis can be aggregated to know what happens at the level of the practice, what proportion of people have diabetes. You might also use the same indices to know how to compare one health home to the next and know what do we need to borrow from that health home up the street—and I'm assuming I'm talking from the perspective of a state—why is one health home achieving better outcomes than another, and what can we learn from those and potentially make policy changes as a state to allow for those to occur more often? So Eliot, I'm going to turn it back to you about health home pay network.
ELIOT FISHMAN: Great. Okay, let's go to the next slide.
Slide: Health Home Payment
So states do have flexibility in determining payment providers. The main federal concern with regard to payment is first of all to avoid duplicative care management payments. [60:00] And CMS will also be interested in how payments were developed. That being said, the dominant method of payment in health homes programs has been to this point per-member-per-month payment. Next slide.
Slide: PMPM Payment Issues
So PMPM payment has wonderful flexibility. It's no longer tied to direct face-to-face delivery services or even direct non-face-to-face communication, and that can be very powerful in terms of the flexibility that it gives providers. However, states need to consider how PMPM payment is going to play out over time given that flexibility, because that flexibility is subject to misuse, and it brings its own program integrity challenges. [61:00] And for those providers who are on the call who are thinking about developing a proposal to bring to the state, I think we would recommend that you be proactive in trying to address this potential concern. Next slide.
Slide: Home Health Payment in Missouri
So we're going to talk about Missouri and New York as two different approaches to payments and accountability. These two different approaches I think substantially reflect the program design in Missouri and New York, where Missouri's program was focused on community mental health providers, and was more—is more—prescriptive with regard to staffing and with regard to care delivery, and involves specific accountability for how providers have spent that money in light of the state's program design. [62:00] So that is one way to handle the challenges of program integrity around per-member-per-month payment. Next slide we'll talk about New York.
Slide: Home Health Payment in New York
In New York, where the state has set up new provider networks specifically for the health homes program, there was a reluctance to be that prescriptive with regard to staffing and with regard to the use of the per-member-per-month payment, and therefore there's a lot more flexibility for providers with how they're spending that PMPM funding. The state's aspiration over time is that providers will be accountable for outcomes, but the state is not there yet. [63:00] And I think both in New York and other states there is a period of learning going on with regard to how best to ensure that that PMPM funding with that flexibility, which is put in place for understandable program reasons, doesn't lead to misuse on the part of providers. And now we're ready for the next slide.
Slide: Payment and Conversion of Existing Benefits
In terms of conversion of existing benefits—so that is an option that is particularly salient in behavioral health delivery—it does introduce complications in terms of moving to a per-member-per-month model if existing programs have not been using that model. [64:00] There is a description here of New York and Rhode Island. In one case New York has been at least in an initial phase preserving the existing targeted case management rates, while Rhode Island did a conversion into a monthly case rate. The next slide please.
Slide: Tiering PMPM Payment by Enrollee Acuity
One of the complications in terms of conversion of an existing program is that the health homes program is voluntary. So now I'm speaking to the first bullet under cons in this slide. Because the program is voluntary, it's important to think about whether beneficiaries are going to be retained in some cases in previous forms of Medicaid community behavioral health payment, and whether that is subject to manipulation for revenue maximization purposes at the provider level. [65:00] 

One way to deal with that is to tier per-member-per-month payment. And that can both better acknowledge the differential costs of different kinds of beneficiaries in a health homes program, and it can better reduce incentives on providers to gain the availability of health homes payment in parallel to other forms of Medicaid community behavioral health payment. Tiering is a complicated endeavor, and it's something that requires claims analysis or analysis of the other bases for tiering that can be time consuming. [66:00] However, it does have some significant advantages, particularly in an environment in which you're taking on both very high cost individuals alongside lower cost individuals, or in which the health homes program is going to be available in parallel with existing forms of community mental health payment. Next slide.
Slide: Managed Care Options
ALICIA SMITH: And actually Lara, you can scroll to the Managed Care Model Option, slide 57. And I think this is our last slide. The only point I'll make here is that clearly there are states that have Medicaid managed care that is going to affect how providers of health home services are involved with that. So these six options are available on the Integrated Care Resource Center website. [67:00] Pretty much the options for the state are either to pay within the cap, outside the cap, or not at all and not pay the health plan at all for health home services. And the health plan could be operating as a sole pass-through payment within the cap or outside of the cap, it has potential implications for the role of that health plan in insuring that the health plan and the health home aren't duplicating services, which CMS always frowns on. But again, the Integrated Care Resource Center has a couple-page document, pretty easy read, very clearly understood, and we provide the link here for you. And I think that is all we have in terms of content for our end.
PRESENTER: Great. Thank you so much Alicia and Eliot. I just want to bring our audience's attention to the slide where both Alicia and Eliot have provided their contact information if you would like to get in touch with them. [68:00] Before we get into the question and answer portion of our webinar I do want to draw everyone's attention to a few things. The first is that we have been mentioning this paper which we will be releasing later on this spring around the financing and policy considerations of health homes. This paper is part of a series of papers that CIHS has been releasing and will be releasing. The first paper that has been released is one on the core clinical features of establishing behavioral health homes for people with mental health and substance use conditions. This paper can be downloaded off CIHS's website. That's at www.integration.samhsa.gov, and it can be found under the integrated care model's tab. The paper that we've been referring to will also be available in that area on the website once it is released. [69:00] And the third and final piece of health home resources which will be released by CIHS includes a paper on how to establish a health home for children. Again, these will be available on CIHS's website, and we will be sending out e-mail announcements once these have been made available to the public. 

Slide: Any Questions?
So with that I'd like to go ahead and move into the question and answer portion of our webinar. As a reminder, you can submit questions via the chat function in the webinar toolbar on the right-hand side of your screen. The first question is in response to Alicia's comments earlier on in the presentation about the responsibility—that health homes have the responsibility for those who rarely, quote, "show." The participant mentions that this seems to be one of the most radical changes for the behavioral health community. [70:00] And the question is, "What have been the early experiences of providers working on ensuring that the reach the less compliant consumers within that population?" So Alicia or Eliot, do you have any comments to that question.
ALICIA SMITH: That's great question. I would agree that it's pretty radical. But it's also pretty consistent when you understand—and I'm sure you do understand—the requirements of that health home, and that it's largely those hard to engage or rarely engaged who might end up being the cost drivers or utilization drivers in a system. I can't speak to specifically what successes a provider may have had. I can say that I'm aware of the tools for example that Missouri makes available to its providers in giving them useable routine sources of packaged informations, not just disparate data sets, that lets them know, here are the folks that have not been compliant with medications, or have not seemingly been engaged with the primary care provider that they've been referred to, and having the ability for that person to be contacted. Making all that information pretty, again, useable and on time and regularly occurring to facilitate that external communication by that provider. I'm sure we can find some explicit examples from the folks like Joe Parks and others. But Eliot, I'm not sure if you have any explicit examples you care to call up?
ELIOT FISHMAN: You know, I think that that touches on a very challenging area that has been, in those states such as New York as an example, where that population has been a major focus, and I think it's been one of the key challenges in the initial implementation of health homes. [72:00] So pharmacy data, which has been used in Missouri, has enormous promise. There are examples outside of health homes, including one which has gotten a lot of attention in New Jersey, of other ways to use claims data to identify not just individuals but buildings and neighborhoods in which there is a problem of healthcare access and a concentration of high fliers or super users. But I think the bottom line answer is that that's a really important potential program goal, but inevitably a very difficult one. [73:00] And both providers thinking about health homes and state agencies thinking about health homes need to go in with their eyes open about how difficult that agenda is.
PRESENTER: Great, thank you. The next question we touched on a little bit during the health information technology section. But the question is, "Could you address how a behavioral health provider or health home would be informed of an individual who is hospitalized in a non-integrated system, particularly if the individual is admitted on a Medicare-paid stay?" 

ALICIA SMITH: Again, another good question. One of the limitations that we were able to… So again I'll use Missouri, because we're most familiar and because we know that they have put these system enforcements in place. In terms of the Medicaid side, states including Missouri, and I think Ohio also, have utilized their pre-cert requirement to connect the request for hospitalization from the hospital to trigger a communication to the health home, even if it's just an e-mail trigger to the health home to that person who's designated at the health home as the care manager to follow up. Clearly with a person who is dually eligible, the type of interaction that might need to be developed will either be best handled because of states that are planning on those integrated dual-eligible Medicare/Medicaid activities. And we know that there are states that are doing both health homes and integrated care for duals, and those are the types of issues that they'll have to address. On the other hand, as we talked about in other states—and Eliot can address this too, or another specific example—it's not just the formal relationships that are going to carry the day in a lot of these. You know, all these things are going to be localized. [75:00] So to the extent that there are informal collaborative relationships that emerge, those might have to carry the day in the interim until some larger efforts are in place around those Medicare data gaps. Eliot, did you have an example?
ELIOT FISHMAN: Yeah. So North Carolina has used health homes funding to support nurses who work for the community care program in North Carolina, which is potentially subject to significant changes in the near future but has been the state's primary care coordination agency at both the regional and state level. They have their own nurses on staff who are embedded in hospitals around the state—not every hospital, but hospitals representing a majority of Medicaid dischargers. And those nurses have the capacity and the authority to get involved not only with Medicaid-only beneficiaries but with dual-eligible beneficiaries. [76:00] And because it's driven by an intake review and a rounding process rather than claims, that takes the Medicare claim issue off the table as a barrier.
PRESENTER: Thank you, Eliot. Our next question speaks to that we've spoken about coordinating health-related services. So specifically primary care services, behavioral health, and specialty services. Could you talk a little bit about the integration of social services for the population that would be served in these Medicaid health homes? Are there any examples of that? How do those really kind of come into play in this model? [77:00]
ALICIA SMITH: Eliot mentioned at the outset that there are some service descriptions, like the health home service components related to individual and family support services and referrals to community and social support services, that are pretty much already being conducted in the behavioral health setting and reimbursed as their own Medicaid-covered service. So some states might call them community supports or community psychiatric supportive services. Those were probably the slam dunks for providers in those states that have routinely had to establish connections with those providers of those social supports, and then continue to do that through health homes, maybe in a more formally connected way. 

So there is already work underway in the behavioral health arena. I don't know if the person asking the question is more on the primary care side, where I do think this is probably a newer challenge for primary care than it is for behavioral health. [78:00] On the primary care side I think the closest—and Eliot, please jump in—the closest example I can think of relates to those federally-qualified health centers that might have a pretty well developed social service component, typically not paid for by Medicaid, but at least there's some infrastructure portion in those FQHCs that might allow that to happen. And I don't know to what degree for the entire population. So I can't… Again, for the mental health side it's pretty routine and standard, I don't think anyone would disagree with that. Primary care it might be a heavier lift, and I don't have any explicit examples of how that might have been successfully done in primary care. Do you, Eliot? [79:00] 

ELIOT FISHMAN: Well, the other example that we could point to is in New York State, where as we talked about there are broad networks that involve primary care, specialty care, hospitals, and specialized behavioral health and addiction services providers. They have pushed those networks to incorporate social services providers as part of network delivery, I think that's still a work in progress in New York State. But to the extent even with behavioral health providers that states are looking to beef up or formalize those relationships with social service providers, health homes can be a mechanism to do that through provider standards or even through reimbursement. So I think that that possibility is certainly there.
PRESENTER: Thank you. I'm going to go ahead and just pose one more question, because unfortunately we just have a few more minutes left. [80:00] The question is actually one that we get quite often in this topic that is specifically relating to the potential for creating competition within a state. So the question is, "It seems as though FQHCs are in a strong position to provide all health home services. They can expand behavioral health services versus forming collaborations with existing behavioral health providers. Why would FQHCs contract with behavioral health providers? How can behavioral health providers compete?"

ALICIA SMITH: Eliot, is that something you want to address?
ELIOT FISHMAN: Well, I think it's partly tied into what the target population is for the program that's at issue. [81:00] For people who are seriously mentally ill, while there are certainly some federally qualified health centers who are looking to take on more of that responsibility, my experience both at HMA and previously in state government is that that is an area where really specialized providers still have that field to themselves. That is, that there is still a clear need—and that's understood both within state government and in the provider community—for specialized providers who can address people with serious and persistent mental illness, and that the design of primary care behavioral health integration initiatives needs to take that into account. In a number of states that means that there have been separate—not only separate conceptualizations, but actually separate health home state plan amendments for individuals for serious and persistent mental illness. [82:00] And in fact that's been probably the plurality of states with health homes initiatives have taken that approach. 

With regard to integration of primary care and behavioral health for people with more moderate mental illness, and even to some extent people with serious and persistent mental illness, I do think that states are learning that it's important to be flexible and to recognize that different beneficiaries have different preferences with regard to where they receive care. So states that have tried to impose particularly a collocation agenda where primary care will always be sighted at the behavioral health treatment site, or vice versa have found that even people with quite serious mental illnesses sometimes receive primary care and want to receive primary care from conventional primary care sites. [83:00] And that that represents I think a challenge to any effort to say that everybody's going to get their care in site X. So I don't know if that's a fully reassuring response to that question, but I think that's where states are headed.
PRESENTER: Great. Thank you, Eliot. That is all the time we have for questions today. I know that quite a number of you have been asking about more implementation experience types of questions, and I do want to mention that the Center for Integrated Health Solutions is exploring possibly a future webinar on implementation experience with providers in Missouri, so please stay tuned for more details about that. In closing I would like to turn it over to Trina Dutta from SAMHSA to offer a few closing remarks. Trina, are you there? [pause] [84:00] All right. Well, Trina, we'll be sure to get you on for the next one. It sounds like you might be having some audio difficulty.
Well, as a reminder to everyone, you can access the resources we have been discussing on CIHS's website. That's www.integration.SAMHSA.gov. Please feel free to call us or e-mail us with any questions that you might have. Once again, a recording and a transcription of the webinar will be available on our website. I want to take a moment to thank both Alicia Smith and Eliot Fishman for their presentations today, and also a big thank you to Dr. Glover for joining us on today's webinar. Thank you all for being with us this afternoon, and please stay tuned for more CIHS webinars in the near future. [85:00] As you exit the webinar, please be sure to take a survey that will pop up on your screen. We just want to get some input from you about how we can improve future webinars, and any information or resources on this topic that you would find useful as you move forward in the work that you're doing. Thank you again to everyone, and have a wonderful afternoon. Take care.
END TRANSCRIPT
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