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Altarum Policy Roundtable

Integrating Primary and Behavioral Health Services: 
A Community Health Center Paradigm

I. Roundtable Overview and Purpose 

Individuals with poor mental health often rely on primary care providers (PCPs) for their mental health treatment. When PCPs attempt to refer these individuals to a behavioral health professional, a variety of barriers can undermine their efforts, including stigma, long waiting lists, and sometimes a mismatch between the patients’ expectations and the services available. While the integration of primary and behavioral health services would seem the obvious solution, there are many roadblocks that prevent effective collaboration. 

Policy changes and a cultural paradigm shift that embraces integrated care are needed to begin to provide quality, coordinated care for co-occurring mental and physical health issues. In this Altarum Policy Roundtable, speakers addressed policy issues that must be resolved in order to effectively integrate primary and behavioral health care, and they described their experiences doing so. Because community health centers (CHCs) are currently at the forefront of the effort to integrate behavioral and primary health care, a number of CHCs that have been pioneers in the integration effort will serve as our model for exploring the many challenges and solutions to implementing this model of care and how to finance these efforts at the local, state, and national levels.

Purpose

To help illuminate this issue, Altarum Institute (Altarum) brought together a panel of experts to discuss their views in a roundtable held on July 21, 2010, at the Pew Charitable Trusts Conference Center in Washington, D.C. The four panelists gave individual presentations, and a moderator led the audience in the subsequent question and answer period. 

The panelist and their presentations were as follows: 

Dennis Freeman, PhD

CEO, Cherokee Health Systems (Cherokee)
Topic: Refining the Integration Paradigm: A Challenge to Policymakers
Alexander Blount, EdD

Director, University of Massachusetts Medical School Primary Care Behavioral Health

Topic: The Patient-Centered Medical Home: The Role of Behavioral Health
Peggy Clark, MSW, MPA

Technical Director for Managed Care, Division of Community and Institutional Services, Disabled and Elderly Health Programs Group, Centers for Medicare & Medicaid Services (CMS)
Topic: Health Care Reform and Integration: A Federal Perspective
Nancy Kirchner, MSW

Health Insurance Specialist, Disabled and Elderly Health Programs Group, CMS

Topic: Health Care Reform and Integration: A Federal Perspective
Mary Rainwater, MSW

Project Director, California Integrated Behavioral Health Project
Topic: Treating the Whole Person While Reducing Costs: Practical Lessons From California and Building Support for Financial and Policy Reform
Altarum Vice President Jeff Moore and Practice Area Lead Scott Green, PhD, introduced the roundtable and speakers. 

Invited meeting participants included health researchers and policy analysts; U.S. government officials; and clients, partners, and senior staff of Altarum. More information about Altarum can be found in Appendix A, a list of attendees can be found in Appendix B, and the speakers’ brief biographies appear in Appendix C.

The following is a report of the roundtable proceedings.

II. Refining the Integration Paradigm: A Challenge to Policymakers
Dennis Freeman, PhD

Dr. Freeman described Cherokee Health Systems, which began 50 years ago as a community mental health center (CMHC). In the 1970s, Cherokee began to deliver mental health services into primary care clinics. Approximately 25 years ago, Cherokee hired a family physician who worked in tandem with a psychologist. In 1987, it became a Federally Qualified Health Center (FQHC). Today it is one of the country’s few CMHC-FQHC hybrids.

The organization includes 21 clinical locations, urban and rural, in 14 east Tennessee counties. In 2009, the program saw almost 60,000 unduplicated patients. Of these, 43% were Medicaid beneficiaries and 30% were uninsured. The staff of 538 employees includes 40 psychologists and 47 PCPs as well as other mental health staff. For years, the system has focused on clinical integration—the interplay among PCPs, behaviorists, and their patients—an issue about which there is now a great deal of interest and excitement. Dr. Freeman noted, “There’s really a lot of promise in this paradigm, and the interest really has been bolstered by some recent studies showing not only improved clinical outcomes but also cost savings as well.”
Dr. Freeman pointed to recent data that describe “the poor health status and the premature deaths of people with serious mental illness, dying at an average age of 53, dying literally in the gulf that separates the mental health system from general medical care.” In addition, he noted, “The best medical protocols fall short unless the behaviors of patients are a focus.” Successful management of chronic disease requires that patients embrace self-management goals and behavior change. 

Dr. Freeman noted that there have been some changes in direction in community mental health systems over the years. Several factors limit access to CMHCs, including diagnosis, severity of condition, and the occasional inability to pay. “The policy shifts, the increased regulations, the budget woes have really taken their toll and ensured the doorway to community mental health has really narrowed and there are waiting lists every place,” he said.

In contrast, the FQHC system is poised for explosive growth, thanks to health care reform legislation that includes approximately $11 billion in funding for FQHCs over the next 5 years, a significant increase over the current level of approximately $2 billion a year.

Changes occurring at both the system and clinical levels are leading to increased integration. The locus of clinical care for people with mental health problems is shifting from mental health providers to PCPs and, for the uninsured population, from the CMHCs to the FQHCs. There is an awareness of the prevalence of psychiatric conditions of primary care, an acknowledgment that the majority of mental health interventions occur there, and growing acceptance that primary care is the preferred location for most behavioral interventions. The other paradigm shift is occurring at the clinical level, in which behaviorists are not only entering the primary care arena but actually becoming members of primary care teams.

Dr. Freeman noted that many questions about integration remain. In particular, what exactly is meant by the word “integration”? Some, he said, think of integration as merely improved communication between mental health professionals and medical providers. It is variously described as tighter referral linkages, screening for mental health problems in medical settings, or outstationing providers. These varying concepts can lead to trouble translating integration into practice. There are questions about who can provide integrated care, where to find these providers, and how to pay them. Questions also remain about outcomes and quality. 
Dr. Freeman said that much of what has been described as integration is actually collocation, in which a psychotherapy practice shares a site with a primary care practice. There are, however, clear differences between actual integration and mere collocation. One must consider, for example, whether the work of the behavioral health professional is an ancillary service or a vital and routine component of the primary care visit, much as lab, x-ray, and nursing support are part of that visit. Integration requires a shared clinical record and a common treatment plan, which requires “a new orientation of care, a new way of thinking about care, a new way of organizing care.”
Within the Cherokee system, integration has simply become the standard of care model, in which behavioral health consultants (BHCs), typically psychologists, are embedded, full-time members of the primary care team. Psychiatric consultation is also available. The BHCs provide brief, real-time, targeted interventions to address psychosocial aspects of primary care.

In the typical scenario, a patient will see the PCP, who determines whether psychosocial factors are underlying the presenting complaint and whether they are preventing positive response to treatment. The PCP refers the patient to the BHC for assessment or intervention.

BHCs are involved in a wide range of patient presentations, including those involving psychiatric disorders. BHCs assist in chronic disease management, with conditions like asthma, diabetes, and chronic obstructive pulmonary disease (COPD). They help patients select and then monitor self-management goals. BHCs help patients design strategies for stress management, weight management, and smoking cessation. The overarching goal is to enhance the coping skills and build resiliency of the patients in the practice. Clearly, this is not psychotherapy collocated to the doctor’s office. Dr. Freeman said, “It’s a new paradigm, a behavioral medicine paradigm, a paradigm that fits neatly into the pace and flow of primary care and the concept of the health care home.”
By augmenting the primary care team with the embedded BHC, Cherokee has taken the concept of the medical home farther, enhancing that model to include a focus on the behavioral aspects of every patient presentation. This care model focuses on what the patient can do to improve health outcomes. Studies have revealed that as many as half the patients with chronic disorders do not adhere to treatment. In this model, behaviorists help patients define objective, measurable, self-management goals. And then their providers, both primary health and behavioral, jointly monitor and support patients in achieving these objectives. It is a co-management model.

Outcomes of this approach have been encouraging. Patients are attracted to this model; in some of the rural counties, Cherokee staff are seeing a third of all residents and half of all Medicaid enrollees over a 3-year period. Eighty-seven percent of Cherokee’s patients surveyed indicated that they prefer receiving mental health care in primary care. PCPs are pleased with the resources that this embedded behaviorist model provides them.

This care model helps manage utilization. After involving BHCs with a group of high-utilization patients, Cherokee saw a 28% decrease in subsequent medical utilization. The model decreases referrals to specialty mental health care. Patients who had seen a BHC had 27% fewer visits to psychiatrists and 34% fewer psychotherapy visits. 

Focusing on a patient’s health behaviors improves outcomes and adherence. As an FQHC, Cherokee reports on a number of clinical measures to the Bureau of Primary Health Care (e.g., measures of diabetes management, control of hypertension). Outcomes are typically superior to state and national averages.

Dr. Freeman stated that the care model should dictate the payment methodology rather than the other way around. Integrated care is a unique care model with different provider activities and different services; old service payment delivery mechanisms will not work.

Dr. Freeman characterized barriers to integration, which include the following: 

· Mental health carve-outs, which further isolate the behavioral health world from the rest of health care.

· Excessive documentation. The mental health world, he said, is notorious for crushing paperwork documentation demands. Primary care does not have time for this level of paperwork.

· The prohibition on billing two services on the same day, which prevents PCPs from handing patients off to behaviorists for quick, inexpensive, and cost-reducing interventions.

· Absolute reliance on fee-for-service reimbursement. When done well, integration reduces encounters. The cost reductions that the model produces are to be found in the clinical activities that do not get reduced to a Current Procedural Terminology (CPT) code.

· Antiquated coding requirements. Clinical innovations always precede the necessary financing and bureaucratic support to sustain them, so the CPT codebook always lags. “Payment policies should support, not thwart, clinical innovation,” Dr. Freeman said.

In addition to the funding challenges, refining the integration paradigm poses some other questions for policymakers, payers, and providers. Dr. Freeman delineated these questions: “Since most mental health problems are treated only in primary care, why do most behaviorists practice elsewhere? Is the publicly supported academic health manpower pipeline providing the appropriately trained workforce to meet the public need? Can we continue to train health professionals in silos and expect them to work well in teams? Are we training behavioral health clinicians who have the skill set to work with medical providers? Are we generating the right mix of primary care providers and specialists? Since so much of primary care is behavioral in nature, why is the treatment primarily biochemical in response? Why do we have two separate community-based safety net systems when most patients of each system need the services of both?”
Not long ago, he concluded, “community mental health centers and Federally Qualified Health Centers didn’t seem to know one another. Now, in many communities, they’re really clamoring to collaborate. I wonder what the safety net organization in the future will look like?”
III. The Patient-Centered Medical Home: The Role of Behavioral Health
Alexander Blount, EdD
Dr. Blount introduced his remarks by briefly discussing the patient-centered medical home, an idea that has been supported by payers, employers, guild groups of physicians, and the health systems. He explained, “It involves a personal physician or primary care provider with an ongoing relationship with the patient—a team of individuals so that the physician is not doing everything; and the whole team is working, as they say, at the top of their license so that more things can pass to the team. It is a whole-person orientation.” The medical home will either provide or locate necessary services and treatments in a culturally and linguistically appropriate manner, particularly using information technology to make possible services that do not require a visit to the doctor’s office. Doctors are free to see fewer patients for longer, and patients are more empowered to be part of the team. 
In addition, the medical home model saves money. “Essentially,” said Dr. Blount, “there is a group of folks with complex needs that tend to be uncoordinated: They just go where they think they should be going as often as they think they should be going there. And that group of people, whatever slice you take, uses about four times that percentage of the cost. And so, if we are able to make this work, we’re going to save enough money to pay for anything that we might add in order to do it.”
The usual approach to this problem is to try to talk people with complex chronic illnesses into signing up for the program, targeting them by diagnosis. For example, an intervention for diabetes focuses on recruiting the most expensive or most out-of-control diabetics to care management. Programs focus on frequent utilizers, on the assumption that chronic and complex disease drives all the cost.

The problem with this model, Dr. Blount said, is that the medical-only, complex, high-cost patient is in a distinct minority. In fact, there is often little impact when care management is used, because these people are as sick as they think they are and need the level of services that they are receiving. “It turns out,” said Dr. Blount, “that the sicker you are, the sicker you are: that the more somatic illness you have, the more psychiatric illness you’re likely to have. And the underlying aspects that correlate with psychiatric illness also correlate with somatic illness.” 
To illustrate his point, Dr. Blount described the case of Joan, a patient with multiple chronic, dangerous conditions, including chronic thrombocytopenia, heart disease, COPD, insulin-dependent diabetes, arthritis, bipolar disorder, recurrent urinary tract infections, and obesity. She is a smoker and on several medications. The most telling aspect of her treatment is that she is number one in calls to the on-call line, averaging two or three calls a night; she had the highest utilization in the patients of a large practice; and at one time, she was averaging far more than two visits a week to the emergency room (ER). Nurses and residents were frustrated in working with her. Blue Cross assigned her a case manager, who called her to talk about diabetes, because she was in the diabetes cohort; with her multiple conditions, she could have been in several cohorts. In the diabetes care management program, the care manager would call the patient, who would detail problems in her medical condition and in her life. Eventually, the care manager “gave up and went away.” That, said Dr. Blount, is typical to the experience of case managers who do not have behavioral health training but who face patients with mental illnesses. 
Dr. Blount said that by making behavioral health a core service in the patient-centered medical home, we improve outcomes and access to mental health care. Care in medical settings is a better cultural fit for many patients, because they find mental health care too stigmatizing. Behavioral clinicians free up time for the PCPs. Care management is more effective when done by professionals with behavioral health skills.

At one point, Dr. Blount was called on to work with Joan. Together with Joan’s husband, Arthur, they were able to work out the pattern of a typical emergency room visit: “Joan and Arthur go to bed at 10 o’clock, feeling okay about things. At midnight or around there, Joan wakes up and has a terrible pain, and it’s different every night. And she calls out to Arthur, who’s sleeping on the couch. And Arthur comes in, and if he’s feeling calm, if he’s feeling centered, if he’s feeling good, he lays hands on her and they pray together. And then they both feel comfortable, and she goes back to sleep, and he goes to sleep sometimes in the same bed. If, however, Arthur is feeling stressed or angry or overwhelmed, he yells from the living room that she’s driving him crazy (he swears a lot) and that she’s ruining his life and that he can’t possibly go on like this anymore, at which point Joan escalates. And in order to avoid conflict, they go to the emergency room, where everybody knows her, and Arthur catches a few winks over in the corner, and the doctors and nurses tend to Joan. And sometime around 10 in the morning, they go home, and they’re really tired, and they sleep 3 or 4 hours, and then they have a nice afternoon.”
That, said Dr. Blount, was a pattern that the system could not have identified without the help of a behavioral health expert to help tease it out. Consequently, two organizations that accredit medical homes are now advocating that behavioral health services be a part of them. Patient-centered medical home care managers need access to skills in family interviewing and systems thinking in addition to skills in cognitive behavioral therapy, relaxation therapy, and motivational interviewing. They do not necessarily have to provide these services, but they must be able to access them in order to get help for difficult, complex cases. 

Dr. Blount suggested that there are several ways to get people with such skills into CHCs. One is to include a BHC. Another is to have a properly trained clinician—a psychiatrist or psychologist who understands primary care and chronic illness—provide supervision to a care manager who has some behavioral health training. He mentioned that the University of Massachusetts now offers a training program for mental health and substance abuse clinicians who want to learn to work in primary care. This approach gets at the workforce issue by retraining people in mental health centers to work in primary care. The program includes six 6-hour workshops conducted over the course of 6 months. 

IV. Health Care Reform and Integration: A Federal Perspective
Peggy Clark, MSW, MPA
Ms. Clark introduced her presentation by distributing a CMS organizational chart to give audience members an overview of the full agency, as well as information on the organization in the Center for Medicaid, CHIP (the Children’s Health Insurance Program), and Survey & Certification. She noted that at CMS, “integration” is most commonly thought of as integration of Medicare and Medicaid services, sometimes referred to as “the Medi-Medi Program.” 

Ms. Clark presented what she described as Medicaid 101. Medicaid is the largest payer for mental health services in the United States. In 2009, there were more than 65 million people enrolled in Medicaid, 5.8 million aged 65 or older, 9.5 million blind or disabled, and 31.3 enrolled as eligible children. In 2008, federal and state government gross Medicaid outlays were $351.8 billion. Ms. Clark presented data indicating that although Medicaid mental health users compose 10.9% of all Medicaid beneficiaries, they account for almost 30% of all costs. She presented a slide showing the costly physical conditions for people ages 22–64 with mental health problems compared to those without mental health problems. 
Ms. Clark provided information on program goals regarding mental health and substance use disorders with respect to the Disabled and Elderly Health Programs Group, which supports effective services and supports; improved integration of physical and behavioral health; person-centered, consumer-directed care that supports successful community integration; and improved accountability and program integrity to ensure that Medicaid is a reliable funding source.

Since 1986, Medicaid has funded an increasing share of mental health treatment, going from 17% in 1986 to 28% in 2005. However, mental health remained a small share of all Medicaid spending: just 10% in 2005. Medicaid spending on mental health prescription medications increased rapidly, from 7% in 1986 to 27% in 2005. Hospital long-term care mental health treatment financed by Medicaid declined as a share of Medicaid mental health spending.
Medicaid funded a rising share of total substance abuse spending, from 12% in 1986 to 20% in 2005. However, substance abuse spending remained a very small and falling share of all Medicaid spending, with just 1% in 2005. Medications currently do not play a very significant role in the amount of spending for substance abuse treatment. Share in Medicaid spending in all outpatient settings more than doubled; in patient and residential settings, the share fell from 1986 to 2005.

Ms. Clark presented several slides containing information on Medicaid state plan benefits and state plan options for mental health services. Mental health would be an optional service, although most state mental health programs do provide it. The slides describe categories of mandatory and optional services, as well as state options for providing mental health services.
Ms. Clark listed waiver and demonstration authorities from the Social Security Act, which are important authorities because states may choose from among these authorities for the most efficient way for the state to provide services to Medicaid beneficiaries. CMS has 10 regional offices and staff in the regions, as well as in the central office in Baltimore, who provide technical assistance and help states to understand the various provisions of these authorities and to decide the very best way that they may go about achieving the goals and outcomes that they want their Medicaid beneficiaries to have.

One of the authorities is 1915(b), the freedom-of-choice waiver, for which 15 states have received approval. The team that reviews and approves the applications for 1915(b) waivers includes staff from CMS regional offices, the CMS central office, the Office of Management and Budget, the Substance Abuse and Mental Health Services Administration (SAMHSA), and the Health Resources and Services Administration (HRSA). Several states have received approval from CMS to provide services through 1915(c) home- and community-based services to children with serious emotional disturbances and to adults age 18 and older.
Ms. Clark noted that mental health parity is important to integration. She mentioned the Wellstone-Domenici Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA), passed by Congress in October 2008 as part of President Bush’s stimulus package. In February 2010, the federal Departments of Health and Human Services, Labor, and Treasury published an interim final regulation in the Federal Register. The comment period closed May 3, 2010, and the regulation became effective July 1, 2010. MHPAEA applies to Medicaid managed care plans, CHIP state plans, and benchmark programs. MHPAEA makes no specific mention of Medicaid. CMS and the Center for Medicaid, CHIP, and Survey & Certification is still very carefully looking at what the impact of parity has on the Medicaid managed care programs.

Ms. Clark concluded, “We feel very carefully and deeply about the idea of having a sustainable, person-driven, long-term support system in which people with disabilities and chronic conditions have choice, control, and an access to a full array of quality services that assure optimal outcomes such as independence, health, and quality of life.”
Nancy Kirchner, MSW
Ms. Kirchner addressed activities under way at CMS to respond to the provisions of the Affordable Care Act and how they will be implemented. The first activity is under Section 2703, “State Options to Provide Health Homes for Enrollees With Chronic Conditions.” In particular, CMS is focusing on how to integrate primary and long-term supports for people with chronic conditions. CMS considers integration and what it means in terms of the long-term kinds of informal and formal supports that people need to live successfully in the community.

States will be eligible to submit a state plan amendment for health homes through Medicaid as of January 1, 2011, for which they would receive an increased federal matching percentage (90% federal, 10% for the state, which is pretty significant for most states) for eight quarters, or approximately 2 years. There is some flexibility in this process; for example, the secretary can offer planning grants, for which there would be a state match. CMS has done some planning grants for which significant funds come from the federal government, requiring a fairly sizable state match. The states are going to have to offer a designated provider, a team of health care professionals, or a health team for beneficiaries who would opt for this. 
States can develop alternative methods of payment, not just a per-member-per-month basis. CMS is required to coordinate with SAMHSA on this provision, which speaks to the integration with behavioral health care. 
The Act includes requirements for tracking avoidable hospitalizations. Health information technology is very important, as are requirements to report on quality measures.

Eligible persons with chronic conditions would need to have two or more chronic conditions, have one chronic condition and be at risk of a second condition, or have one serious and persistent mental illness. This criterion reflects recognition of the importance of the mental health piece. The chronic conditions that are specifically listed in the statute are a mental health condition, a substance use disorder, asthma, diabetes, heart disease, and a body mass index greater than 25. The health home services that are specifically stipulated in the legislation are comprehensive care management, care coordination and health promotion, comprehensive transitional care, patient and family support, and referral to community and social support for people.

An evaluation must be submitted to Congress by January 1, 2017. State-reported quality measures are also required. According to Ms. Kirchner, this provision will “really test our own ability to integrate, for us on the Medicaid side to have dialog with our partners on the Medicare side, because they’ve done a lot of demonstrations in the area of medical homes, and also to bring together different groups within Medicaid that deal with different aspects of people’s health care.”
Ms. Kirchner provided a brief update on the 1915(i) provision, which is 2402(b) in the Affordable Care Act. The 1915(i) was introduced in the Deficit Reduction Act in 2005. There are some significant changes that point to real promise in states being able to provide long-term supports to people with mental health issues. The 1915(i) delinks the institutional level of care from being able to provide services, which is a key component of the 1915(c) and has been problematic for people with mental health issues because of the exclusion of institutions for mental disease from qualifying for the 1915(c)s. 
Five states have approved 1915(i)s. The Affordable Care Act has led to key changes in the 1915(i)s. Two are not considered favorable, but others are viewed more favorably. Previously, with the Deficit Reduction Act, states could limit the numbers of people who entered into an (i), which allowed states to predict costs. With the Affordable Care Act, there are no limits on the number of participants.

Previously, states could limit “statewideness”; for example, they could provide a 1915(i) in just one or several counties or part of the state. With the Affordable Care Act, this is no longer an option. States with approved 1915(i)s will have to bring those into compliance as of October 1, 2010.

Ms. Kirchner noted that previously in the 1915(i), states could not target populations. With the Affordable Care Act, they can do it for 5-year periods with the option for renewal. This includes a removal of comparability; that is, states could have multiple 1915(i)s to target different populations and potentially have different benefit packages in each 1915(i). There is another category of services that that previously was not available in the 1915(i) but, Ms. Kirchner suggested, makes the 1915(c) attractive to states, possibly adding other benefits. These can be benefits that the state appreciates, although not necessarily those on the optional list of state plan benefits. The Act also opens up services to people at 300% of the federal poverty limit; previously, the limit was only 150%. 
Ms. Kirchner concluded, “We are seeing, with these two particular benefit packages and a number of things in the Affordable Care Act, a little bit more of hybridization in our program lines that previously had not been integrated.” Things no longer “look quite the same: [States] are begging and borrowing pieces from different options to bring together, and hopefully in better ways that create better benefit packages for Medicare recipients.”
V. Treating the Whole Person While Reducing Costs: Practical Lessons From California and Building Support for Financial and Policy Reform
Mary Rainwater, MSW
Ms. Rainwater provided an overview of work being done by the California Integrated Behavioral Health Project (the Project) as well as its key findings. In addition, she described other work commissioned through The California Endowment addressing the business case and the quality and cost improvements associated with integration and its implications for FQHCs in California. 
The Project, launched in 2006, is a foundation-driven initiative supported by The California Endowment and is part of Tides Center. The Project was designed to build the field of integration in California for CHCs, which includes FQHCs. Its goals are to improve behavioral health treatment access, reduce the stigma of seeking mental health services, improve patient outcomes, and strengthen collaboration between mental health providers and PCPs.

The Project has taken several approaches to achieve its goals. First, it makes grants that range from $10,000 to $75,000 to CHCs, FQHCs, community clinics, the consortia in California that are organized regionally to support clinics, and a number of statewide organizations that share the integration agenda. The Project has used its resources “more as a hook to engage people to work with us on our initiative goals and then to really build and support a robust learning community for those grantees around integration issues.” In this, Ms. Rainwater said, grantees function as partners to the initiative. Second, the Project has conducted a number of policy and advocacy statewide projects. Third, the Project supports training and technical assistance activities, both for its grantees and statewide. Finally, the Project works through partnerships and collaborations.

Ms. Rainwater turned to “big-picture findings” from this work and recommended that participants view the project’s website, http://www.ibhp.org. A chief finding from grantees’ work is that integration of behavioral health and primary care leads to higher quality and improved access. Surveys of providers and grantee sites indicate very high provider and patient satisfaction.

Operationally, Ms. Rainwater said, such endeavors require customization; they are not a “one-size-fits-all approach.” To this end, the Project has developed a number of toolkits and hands-on materials that providers can use within their clinics to adopt best practices. 

The Project has learned the importance of shared communication among primary care practitioners and behaviorists. “Frequent and consistent communication—and obviously IT is one desirable mechanism—is really important,” Ms. Rainwater said. 
For Project grantees, the embedded model has resulted in lower health care costs. The Project has concluded that “there is value to be had and that there are cost savings that can be generated by providing behavioral health services, particularly for the mild-to-moderate behavioral health conditions in primary care settings,” Ms. Rainwater said.
The Project has been engaged in policy work focused statewide on Medicaid waivers, known as 1115 Medicaid waivers. As part of the waiver process, the California Department of Health Care Services set up a behavioral health technical workgroup, to which the Project served as technical experts. Ms. Rainwater explained, “The state agency’s interested in renewing the waiver and trying to find a way to bend the cost curve associated with the Medicaid fee-for-service population that has co-occurring chronic medical and behavioral health conditions, because they’re very costly.” She noted that in California, 11% of the fee-for-service Medi-Cal patients have a serious mental illness, and health care spending for these individuals is 3.7 times greater than it is for all Medicaid fee-for-service enrollees in California. The state spends $14,635 per year on that population versus $3,914 on the population that does not have comorbidity issues. As a result, the state is motivated to move the comorbid population into a managed care or organized delivery system model. The state is thinking for the first time about how to embed behavioral health into new managed care organized delivery system models.

The workgroup convened a group of mental health, primary care, substance use, plan providers, payers, and consumers and recommended five core elements (see slide below) that the state include in any kind of integrated behavioral health approach. It also recommended that the state set up the five domains to track the implementation of those best practices to ensure success.
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1115 Medicaid Waiver Behavioral Health Group’s 

Menu

▲

Five Core Elements

– Care Management

– Data Management and Information Exchange

– Consumer Engagement

– Clear Designation of Person-Centered Health Care Home

– Performance Measures

▲

Five Domains to Track Best Practices

– Clinical

– Operational/Administrative

– Financial

– Oversight

– Population-Specific Considerations


Because California is a 1915(b) state, meaning that it has a carve-out for mental health and substance use service, there historically has not been much coordination and collaboration around services. This endeavor marks the first time that the state has tried to integrate these services.

The Project’s work also supported a study, “Building the Business Case for Bidirectional Integrated Care,” by Barb Mauer and Dale Jarvis, which can be accessed via the Project’s website. That study noted, “Without addressing the health care needs of persons with serious mental health/substance use disorders and the mental health/substance use treatment needs of the whole population, it’s going to be very difficult to achieve the Institute for Health Care Improvement’s triple aim of improving the health of the population, enhancing the patient experience, and reducing or at least controlling the per capita cost of total health care.” 

Ms. Rainwater went on to summarize several compelling studies about integration. In particular, she noted a recent Kaiser study that found that improving the health of people with substance use conditions may well benefit the entire family. Family members of patients with substance use disorders had greater health care costs and were more likely to be diagnosed with a number of medical conditions. This study found that if a family member with a substance use condition was abstinent for 1 year after treatment, the health care cost of that patient and his or her entire family was reduced.
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Integrated Care’s Bottom Line:

Lower Overall Health Costs


Ms. Rainwater pointed to several other studies, including IMPACT trials that are working with the comorbid population in the state of California to bend the cost curve around the 1115 labor renewal. They have found that it is important to have fidelity to the model, a significant challenge in implementing behavioral health integration. By replicating these models, Ms. Rainwater said, one can expect to see reductions in overall health care costs and improvement in outcomes and quality of life for the people served by those programs. Because health care reform is also focusing on linking the ability to demonstrate quality outcomes with managing costs, she said, “bidirectionality in integration is going to be more important than ever, especially for these populations that are historically held by the safety net system.” 

Ms. Rainwater then turned to descriptions of trainings that the Project has supported in California for provider groups. The Project recently funded Mr. Jarvis to conduct a series of webinars on what the integration landscape looks like for FQHCs today and what the future holds for them. His advice is that these centers must develop a “six-step integration game plan to deal with the current financing constraints.”
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6-Step Integration Game Plan:

▲

Design Clinical Model

▲

Identify and Address Funding Barriers

▲

Craft Integration Budget

▲

Revise Business Processes and Obtain Necessary 

Approvals

▲

Design Implementation Plan

▲

Monitor and Adjust


Mr. Jarvis argues, “All health care is local.” Despite national and state edicts, rules, and regulations, what he calls “ecosystems of health care delivery” are formed and come together at the local level. One must assemble the various players at a local level to determine what can be paid for and by whom. Barriers to integrated funding include elements such as service codes and allowable costs, the side of service, who can provide and bill for services, service limits based on certain regulations, and then target populations and consumer coverage issues. For example, FQHCs do not receive reimbursement for same-day visits, nor do they get reimbursed for care management associated with mental health services.
As for the future, Ms. Rainwater stated, “There is some reason to be optimistic under health care reform.” The three components of health care reform should provide some opportunity for better integration financing for FQHCs. First among these is universal coverage, including mental health parity. In addition, the delivery system design and payment reform will allow for the rollout of the medical homes and the accountable care organizations, all of which theoretically offer opportunities to better integrate the system.

Ms. Rainwater noted that solutions will require what Ms. Mauer and Mr. Jarvis call “the Big Fix,” moving to a system in which prevention activities are more fully funded and widely deployed, primary care services are increased, and an adequate workforce is available. It will require coming together around opportunities that arise from health care reform. In California, in the short term, the Project is “really working hard to make sure that the state uses the 1115 waiver process as the roadway and pathway to a better integrated—and to get us ready for health care reform,” said Ms. Rainwater.
Ms. Rainwater concluded by saying that California has no answers to offer but rather has “observations and a hypothesis, which is that health care reform and parity can really change everything: that health care reform will trigger dramatic changes in how health and mental health and substance use services are organized.” These changes, Ms. Rainwater said, will create a tipping point for how the health care needs of persons with serious mental illness, as well as the mental health and substance use needs of all Americans, are addressed. This, in turn, will lead to changes in how mental health and substance use services are funded and fit into the new health care ecosystems—at our local levels, at state levels, and nationally. 
VI. Questions and Answers 
Question:

My name is Al Guida; I’m with Guide Consulting Services, and one of my clients is the National Council for Community Behavioral Health Care. We say that’s Latin for “community mental health centers.” There have been a number of derogatory statements made about those providers today. I’m not going to address them; I just want to have a direct question to Peggy and Nancy. Thank you for being here; it was an outstanding presentation.

I was hoping you could bring us up to speed on where CMS is regarding the regulations for the Medicaid medical home, just very briefly. Sen. Stabenow passed an amendment, during Senate Finance Committee consideration of what became health care reform legislation, to specifically require persons with mental illnesses to be served by those medical homes; that’s the legislative history. And the reason why that is is that many Medicare and Medicaid care coordination programs to date studiously avoid serving people with mental illnesses, hence the horrific death rates that were referred to a few moments ago in that patient population.

So I was hoping for two things very briefly: Could you bring us up to speed on where you are in the regulatory process as it relates to propounding rules for the Medicaid medical home that was authorized in health care reform? And then secondly, there are very few actual partnerships between FQHCs and community mental health centers today—very few working relationships on the ground. And we are hoping that the Medicaid medical home rules will propound those partnerships on a mandatory basis so that persons with severe mental illnesses served in the existing specialty public mental health system can have access to primary care specialty medical services. Again, the reason why these folks are dying at such a horrific rate is because there’s very little access to those services today.

Answer: Nancy Kirchner
In terms of the regulations related to the health home provision, Section 2703, in the Affordable Care Act. We’re working on things related to all of the things that affect CMS related to health care reform, and certainly the health home component is one of them. I’m one of three co-leads that’s working on it. We have an awful lot of work to do. The provision has lots of components to it, lots of moving parts, and the time frame is actually pretty tight when you think about it, because the program at least goes live and states apply for a state plan amendment as of January 1, 2011. It doesn’t specifically state that regulations are going to be on the street by that date, though, so I would say, “Stay tuned.” I think that there would be guidance coming from CMS prior to issuing of a notice of proposed rulemaking and then the final regulations. So I’m sorry I’m not in a position to provide more information about that.

The other piece that you talked about was mandating that there would be greater collaboration around the mental health piece and the other components in the health home. Specifically addressed in the legislation were the different chronic conditions that would be there. So very much there was an acknowledgment of that. It’s going to be very interesting for us, because clearly on the ground—and it was so interesting to hear from the other panelists—there are really interesting pockets of things happening, where that kind of collaboration is happening. It will be interesting to see as states look at—because for this provision, a provider like Cherokee, for example, can’t come and ask for a state plan amendment to do this. This would be done through the states. So it will be interesting to see this how this happens when folks are looking at ramping it up on a larger scale.

Question:
Hi, I’m Jenny Crawford, and I actually run a community mental health center in Maryland, and that’s why I’m so grateful to be here to hear you all. Our community mental health center serves almost all Medicaid/Medicare/uninsured, and it’s that quadrant for high behavioral health need and high primary health need. And so, with trepidation and great excitement, we’re on the brink of a partnership with a Federally Qualified Community Health Center, which is just across the street. And we’ve just received a small grant, and we’re crossing our fingers to get a SAMHSA 4-year grant that would allow us to have a microcosm to see whether we could sustain the integration law bill that we’ve designed. So I am eager to hear, because we’re starting to look at what codes can we bill, where can we bill for the critical care management communication between our psychiatrists and the primary care physicians, and the other kind of ancillary health screenings. I know from your level that you’re looking at this at a national level, and every state health care plan is different, but I’m looking for any kind of technical assistance I can get to make sure that we get off the ground as well as we can with this.

Answer: Mary Rainwater
I don’t know if Dennis has any resources, but the National Council of Community Behavioral Health actually has a paper that was done recently by Kathy Reynolds that is a pretty good tool. I don’t know if Maryland’s in it. That’s a good place to go, and she is just like a fountain of information and can spew codes off the top of her head, and she probably knows Maryland. We actually have one of the early SAMHSA demonstration projects in California and San Diego, and if you want to follow up with me later, I can put you in touch with our grantees that are there. They may have some ideas for you. But it is so state driven, that whole code issue. I don’t know, Dennis, if you want to add anything, but definitely Kathy’s paper is probably one of the state-of-the-art pieces on that.

Answer: Dennis Freeman
It is challenging, because it is so much state driven. And in terms of training for those kind of collaborations, we have a training academy, and FQHCs and CMHCs often come in tandem together. We’ve had three of the current grantees visit, for example. I think, in general, there has to be some kind of new coding system, new stream of revenue. When we negotiate contact, we always try to get global streams of funding rather than fee for service, because so much of what really transpires in integration is not a clinical service. There’s a lot of collaboration, lot of cross-consultation among providers, and you really can’t code 30 or 40 of those transactions in a day’s time. So you need some kind of rate. And lately we’ve negotiated a kind of a care management rate that’s triggered by people who are in the system. There’s fee for service underneath that if you’re an FQHC; there’s cost-based reimbursement so you don’t leave that. But then over and above, some kind of a monthly rate—sometimes it’s PM, sometimes it’s triggered by an encounter, but some kind of mechanism that’s going to pick up the infrastructure of integration.

Answer: Alexander Blount

Where Dennis trains sort of the leadership of a system to work together, we have added our training for the folks who are on the ground in integrated or in-care for the severely and persistently mentally ill. And so, our program now has a new workshop that makes the whole program targeted for those clinicians.

Answer: Mary Rainwater
And I just remembered: I think, on our website, we have a training that we did on this archive, so you might want to go look at our website as well [http://www.ibhp.org/].
Comment:
I run a technical assistance center for SAMHSA for the Targeted Capacity Expansion Grants for Evidence-Based Practices for Older Adults. Of 10 programs that are grantees, I have 2 that are working with variations on impact models to try and coordinate with primary care, and they are having incredible problems dealing with the primary care system. This is free service to these providers. In Chicago, we have a grantee, the Brighton program at Rush Medical Center—great program; they are having huge difficulties getting into the Cook County Hospital system. It’s fine; they have great support from their Rush primary care geriatric group. They love it, and they have very good support from community—I think it may be a Federally Qualified Health Center that serves a Spanish-speaking population, but the general primary care service at Cook County Hospital—the nurses won’t allow them in. The nurses will not allow them in, and they don’t even deal with primary care physicians, because they can’t get past the gatekeepers. So that’s a real problem.

In Indianapolis, my program has been negotiating with a Federally Qualified Health Center. They have a person collocated, but they have a very low response rate from the physicians in the practice. This is free to that practice. They are having a great deal of difficulty negotiating with the management in that practice in Indianapolis to get them to agree to this.

So I think there are still real bugs in the system, and it really behooves CMS on both sides, because these patients are older adults, they are Medicare beneficiaries, and there are no clear rules about how to get reimbursed from Medicare. My grantees are looking to sustain these programs. We have 10 programs, they’re all different, they’re wraparounds, they’re all kinds of things, and it’s really hard to figure out how to sustain these programs. And these are evidence-based models, so they have validity.

Alexander Blount
Do the primary care physicians get some kind of extra reward for seeing these patients?

Unidentified Woman
Yeah, they get help with their patients.

Answer: Alexander Blount
No, that’s not what I meant by “reward.” It’s not about cost. I appreciate and completely understand and support your indignation, but one of the things about the patients in a medical home is that people get rewarded financially for taking on more complex patients and that, as you look out in the primary care world, primary care physicians look at other physicians and see themselves as the lowest-paid group and the hardest-worked group. I’m a staff member of a primary care practice, and I can’t tell you how many meetings I’ve been in where someone comes in with one more thing that the doctors are supposed to do because primary care is the access to everything. “We’re here until 7 o’clock at night, our kids don’t know what we look like, and I am not going to do this” is something that I’ve listened to a lot. And so, the reorganization that allows the doctor to see patients longer-term and to deal with the patients in more depth is exactly what pays off for doctors; they love that. And they also need to be paid more, which is hard to do in a nonphysician group. But that’s what’s going to turn it around. And people are out beyond mission now; they’re strained beyond mission.

Answer: Mary Rainwater
I just wanted to add a comment that I think Sandy’s absolutely right. But even beyond that, it’s a culture shift to do this kind of work, and primary care and mental health don’t at all come from the same cultures and backgrounds. So that’s partly what is going on. And our grantees have talked about how they had to internally market within their own primary care clinic, as the behaviorists, how to get the physicians to know how to use them. So it really is a challenging and complex issue. But financing reform is going to make a huge difference. But even with the financing on the table, we’re still talking about a shift in culture. And so, again, we’ve done a lot of trainings on this. We have a lot of tools; that’s why we’ve developed hands-on tools in trying to make this integration a little bit more easy to do. But that’s just a whole other conversation that we could get in.

Comment:
My name is Sue Selkowitz, and I work mostly on the health information technology side of things, which has been mentioned in many of these presentations. And the CMS incentives for, quote, “meaningful use” which have just been passed have also placed a race to get that technology installed. And the regional extension centers, the community health centers, the safety net providers, the critical access hospitals have priority in terms of getting some kind of system in the door. There are very few systems out there that are certified to handle the kind of integrated work with behavioral health even after planning has been happening, which has been happening in health centers that I’ve been associated with also, to actually find technology that supports that. So the race to get the meaningful use has financial benefits, particularly to Medicaid providers, to get those systems in and report meaningful use. And the type of quality indicators that they have in there are possibly able to be reported, but I see the possibility that they’re getting an expensive and inadequate system to support even just a regular patient-centered medical home, much less an integrated one with behavior. So I would add that to the list of barriers and problems that people are doing.

Answer: Mary Rainwater
And I think the other thing when we talk about health information technology—there’s getting equipment, there’s getting programs, and then there’s getting people comfortable using them as a part of their daily life and carving out time to train on how it can be beneficial. I think what Sandy said was so important: that when we talk about shifting paradigms, everybody has to understand—from the person who’s receiving services, the people who are providing services, the states who are funding at CMS—what is the value in doing it for them. And I think that that will be a harder shift in certain places than other places, depending on how much certain practices have already depended on technology.

Answer: Peggy Clark
I’ll just add that you also have the confidentiality issues, too, that some folks are still concerned about around mental health and substance use records.

Question:
Good afternoon. My name is Marguerite Duane, and I’m a family physician and a medical director of a community health center here in the District of Columbia. And Sandy, I appreciate your comments. As a family physician, I’m very committed to integrating primary and behavioral health services. And I feel that family physicians are very well trained to do that, at least in some programs, and it does make a difference when you’re trained in that culture to approach patients from that perspective. But as an FP and a medical director, I also see indignation of the primary care physicians that are constantly on a hamster wheel asked to see more and more and more patients and do this task and that task and not get reimbursed for it. I’m on faculty at Georgetown; the medical students are coming out with $300,000–400,000 in debt. When I started a community health center her in D.C. 6 years ago, the starting full-time salary was $80,000. That’s not a lot for somebody with a medical degree and $200,000–300,000 in debt, so it’s really hard.

The other issue is with the FQHC model. The community health center where I was at previously was an FQHC; the one I’m at now is not. And part of the reason why we’re not is, there are so many requirements from number of people seen—I mean, we were required to see 11 patients in a 4-hour period. Most of the patients that we see don’t speak English, have very complex social histories in addition to their medical problems, and it’s really challenging to see 11 of them in a 4-hour period and adequately address the problems. And so we’re a medical directorate, we’re not an FQHC, and we have the luxury of a 30-minute patient visit. It is; it’s truly a luxury. But because we’re not an FQHC, we’re at a disadvantage for becoming eligible for any money for electronic health records, for providing mental health services. And a lot of the talks today really focused on integrating the FQHC and the community mental health center, but what about the non-FQHC community health centers? The medical center that I’m the medical director for is part of Catholic Charities, and Catholic Charities is a huge social services mental health component. They’re not interested in working with us, even though we’re within the organization, because we’re not an FQHC. And there are good opportunities that come available, and we just watch them go by. But I don’t want to sacrifice the time that we have with our patients to get on that hamster wheel of all their reporting and requirements that are incumbent upon FQHCs.

So I guess my question really relates to “What about the non-FQHC community health centers or FQHC lookalikes, and how can we come to the table to integrate care?” We’ve started off doing mental health services with a therapist in our center, and it’s really helped a lot. We want to do more of that, but it’s challenging when the reimbursement isn’t there and the grants aren’t there because we’re not under the umbrella of an FQHC.

Answer: Alexander Blount
One of the more successful non-FQHC safety net clinics that I know of is the Marillac Clinic in Grand Junction, Colorado. Marillac is also in a Catholic health system, and they got grants to get started with integrated care. But they kept integrated care going because they saved enough in the ER for uncompensated care that it more than paid for the behavioral health services that they were maintaining. And so, the fact that the system was one system and one pot of money made it possible in a way that fee-for-service billing never would’ve allowed. And if you want to see a program that has developed very well, very similar to what happens at Cherokee, the Marillac Clinic is a good one to look at.

Answer: Dennis Freeman

We really began as a community mental health center doing primary care. So for about 10 years, we were essentially like you without actually the lookalike designation, and still about half of our offices are lookalike. We’re in areas that don’t qualify. I think you talked about the expectation on the number of visits. Our target is 19 per day; we generally don’t get there, because we see a lot of folks that are bilingual and got translators for refugees, and we’ve got homeless people that are very, very sick. And the FQHC system doesn’t come down on us. We get data that compares kind of the expectation, and we know we’ve got to generate enough revenue to make it. As a lookalike, you do get cost-based reimbursement; you just don’t get the grant.

I think in our state, the lookalikes and the FQHCs are all part of the primary care association. I mean, they all get the same kind of training; they all get the same benefits. And I would trust that would be the same here.

Answer: Mary Rainwater
In California, we’re asking that question. We work very closely with our California Primary Care Association, which represents a number of clinics who are not FQHCs and are just licensed community clinics. And I think the future is unknown, frankly. The foundation that we’re doing our work for has really said that, you know, FQHCs are really kind of a new—they have historically been very supportive, supporting FQHCS, community clinics, and lookalikes—the whole sort of cadre of clinics in California. But more and more, they’re seeing lots of federal dollars coming to the FQHCs and don’t necessarily see them as needy as they used to be when we started supporting their work. But I do think within the work we’re doing over the next several months, sort of looking at what does this all mean for clinics—is health home, and that is a very important question, because there are a lot of really important providers that are not FQHCs specifically in California. So I’ll keep you posted if we come up with any panaceas for you.

Question:

Peter Gaumond, Altarum Institute, and I had two general questions for any or all panelists. The first was that I had heard that, really, the Wellstone and Domenici Parity Act may not be the governing factor on whether Medicaid covers behavioral health services. I had heard that the minimum benefit package that will be established for the exchanges will also become the minimum benefit package for Medicaid and that that package would include behavioral health services. So I was wondering if anyone else had heard that, if there’s any knowledge of whether that’s accurate or not.

And then the second one is, as we’re moving toward patient-centered medical homes, of course, one of the obvious problems is the short supply of primary care physicians and the extent to which they’re overextended. I know that a coalition of behavioral health providers, which I think included NCCBH—the Coalition for Whole Health came up with a somewhat broader concept of a health home, which was reflected in SAMHSA’s document on the topic as well. And so, it would seem to me that one of the potential solutions is perhaps some system, at least initially, for determining a locus of care management based on certain criteria that could make it broader than just in the PC clinic simply because you’re going to have to shut people out or overextend your homes to the extent where it won’t function. I was wondering if folks could potentially comment on those two items. Thanks.

Answer: Peggy Clark
I will say that I’m not sure there’s lots of ideas and comments out there. Folks are second-guessing sort of what we may do or what we have said we’ll do. We’ve not produced any guidance to states or to anyone, because we want to very carefully study the issue and see exactly how we feel the parity issues will affect Medicaid. Specifically, the reference is Medicaid managed care. But I think there are a lot of folks that have a much broader idea of what they think it should be. And so, we want to be sure that we’re fair about what we do and that we really understand what the implications are if we go this way, that way, or whatever. And of course, we’ve looked pretty carefully at the regulation, which was not produced for Medicaid but was produced for the commercial market.

So I think that it’s an important topic and it does have broad impact, and what we may end up doing may be the beginning of other things that will happen in the future. But where we are right now, I can’t comment that we’re going in one direction or another. We’re really studying it very carefully. It’s a complex issue; it’s not something that’s that easy to come up with a plan.

Answer: Alexander Blount
I can speak to the second issue a bit, not so much on how it’s going to be organized in statute, but one of the problems with imagining a distributed system is that the workforce in that distributed system right now tends not to work well on the other side, whichever side that is. And that goes for care managers as well. And so, mental health case managers have been around a long time; it’s an honorable profession; there are a lot of them. Most of them do not have experience in or much ability to function in a medical-type setting, that’s one of the things we do in our program. There’s a person out there named Roger Kathol, K-A-T-H-O-L; he’s an internist and psychiatrist, and he trains care and case managers to work across the divide. So he does what he calls integrated case management and has training programs and a book that just came out worth looking at. They use complexity as the tool to decide who gets it rather than how sick a person is. And his complexity tool is kind of complex, but it’s quite telling. It’s a very interesting thing worth looking at.

Question:

I feel constrained to mention maternity care, the infant mortality rates in this country, the increasing maternal mortality rates in this country, and the addressing of the disparities. I have great sympathy for the lady who’s left now, I guess, the primary care physician. We’re running a program in Ward 5 here in the District, because we wanted to see if we could reduce the precursors to infant mortality in this town, which has the worst outcomes in the country, in our nation’s capital, in terms of infant mortality. And we have been successful in doing that, but again, it takes the time. And as the founder, I refuse to go FQHC, because I could see what it would mean to us: We could not spend the time with the women.

And that brings me to another facet of integration, which is, I think that we get the results that we do; and we have reduced the preterm birth by more than two-thirds, the low birth weight from 14.5% to 3% now—I’m talking about African-American people—and cesarean section from 31.5% to 10%. In 2006, we saved more money for the system using proxies, then our operating expense. But from Medicaid managed care, we get half our charges. So every year, I have to go out and raise half the budget. And it seems really counterintuitive, but it’s a question to me of not taking a new service, because we have what we call a family health and birth center, which is a freestanding birth center. Mind you, we’re dealing with high-risk African-American people, and 70% of them do go to the hospital for birth, but the same midwives go with them. We don’t send them off to strangers.

So I’m just wondering if anybody has any ideas about what nurse-managed clinics might mean to the delivery of health care and the whole idea of prevention, because that’s what we function on and what, for example, programs like Healthy Start have to do with integrated care, which entails a lot of home visiting and so forth. I can hear the answers coming. [Laugh] They’re just flying at me. But I have to say, which I always say when I go up on the hill when I’m ready to leave, “Hey, there’s a little bit of urgency here.” I’m 83 years old, so I’m not having any more babies, believe it or not [laugh]. But what the services that we provide mean for the women and their inborn depression is really amazing to see, and I would like to invite any and all of you to come and see us at 801 17th Street NE.

Answer: Mary Rainwater
So I’ll just say that you actually are closing on a comment I opened with a colleague of mine, who’s here in the room today, who works in the world of prevention and childhood care. And I said, “You know, one of the things we haven’t done a good job of in my project”—I can’t speak farther—”is really this whole population, these whole ideas, and that we’re going to actually start working more closely together around this, because it’s just, I think, really a part of the field that’s just underdeveloped.

Answer: Peggy Clark
So if we’re going to prevent mental illness in the kids, the place to start is with women and pregnancy and to build their self-confidence and their self-esteem. And that’s what we’re able to do, and that’s why we get these results—I know we’re being studied by the Urban Institute, but—because we have to prove that we’re doing okay [laugh]. End of story.

Moderator: Scott Green

We thank everybody for coming. We appreciate everyone’s participation. I encourage these discussions to continue as we head downstairs for a reception that you are all welcome to attend. Again, thank you to our panelists; we appreciate your participation and knowledge [applause]. And thanks to all of you.
VI. Appendices
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Altarum Institute Staff and Values
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For more information, please visit www.altarum.org.
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	Joan Yengo
	Family Health Center

	Dennis Zaenger
	Altarum Institute

	Beth Zimmerman
	Altarum Institute


Appendix C: Speaker Biographies

Dennis S. Freeman, PhD

Since 1978, Dr. Freeman has served as Chief Executive Officer of Cherokee Health Systems, Inc., a community-based provider of integrated primary care and behavioral health services in East Tennessee. Cherokee is both a Community Mental Health Center and a Federally Qualified Health Center. The company now has 550 employees and 24 service locations, including both rural and urban sites. In 2007, the National Center for Primary Care presented Cherokee the Best Practices in 21st Century Primary Care Award. 

Dr. Freeman is a licensed psychologist in the state of Tennessee and included in the National Register of Health Services Providers in Psychology. He earned a BA in psychology at Wheaton College and a PhD in clinical psychology at the University of Tennessee, Knoxville. He completed his internship at the Palo Alto Medical Foundation’s Menlo Park Surgical Hospital in California. In 2006, the Tennessee Psychological Association presented Dr. Freeman the Outstanding Contribution to Psychology Award. In 2010, the Department of Psychology at the University of Tennessee honored him with its inaugural Distinguished Alumni Award. Dr. Freeman’s professional interests include health services development and management, preservation of the safety net, managed care, population-based care, and the blending of behavioral health and primary care services. Along with his colleagues at Cherokee, he has provided training and consultation to numerous organizations across the country on the integration of behavioral health care and primary care. 

Alexander Blount, EdD
Dr. Blount is clinical professor of family medicine and psychiatry at the University of Massachusetts Medical School and director of behavioral science in the Department of Family Medicine and Community Health. He teaches physicians the psychosocial skills of primary care practice and directs the postdoctoral Fellowship in Primary Care Psychology. He was previously director of the Family Center of the Berkshires and a faculty member at the Ackerman Institute for the Family. He has more than 30 years experience as a therapist, teacher of physicians and therapists, administrator and lecturer in the United States and abroad. His books include Integrated Primary Care: The Future of Medical and Mental Health Collaboration and Knowledge Acquisition, written with James Brulé. He is a past president of the Collaborative Family Healthcare Association and is currently an editor of Families, Systems, & Health. Dr. Blount has lectured around the United States, Canada, and Europe on family therapy, systemic approaches to management, solution focused therapy, and integrated primary care. 
Peggy Clark, MSW, MPA
Ms. Clark has more than 25 years’ public- and private-sector experience managing and implementing social service and health programs for vulnerable populations. She is knowledgeable about federal laws and policies regulating the Medicaid program and has demonstrated leadership ability and skill in providing technical assistance to federal and state officials regarding mental health and substance use issues and evaluating managed care programs. Ms. Clark has extensive experience in initiating and working on collaborative projects with other governmental agencies, provider organizations, and consumer and advocacy groups.

Ms. Clark joined the Medicaid Managed Care Team in the Office of Managed Care at the Health Care Financing Administration (HCFA, now the Centers for Medicare & Medicaid Services) in 1996. She is currently technical director of the Division of Community and Institutional Services in the Disabled and Elderly Health Programs Group within the Center for Medicaid, CHIP, and Survey & Certification, managing program reviews of freedom of choice waivers for special populations of disabled and elderly Medicaid beneficiaries; and is the mental health policy lead. Prior to her arrival at HCFA, she worked at the Substance Abuse and Mental Health Services Administration’s Center for Mental Health Services, where she was a project officer in the Community Support Program overseeing project grants to State Mental Health Authorities. Prior to her government positions, Ms. Clark was the staff associate for the Health and Mental Health Commission at the National Association of Social Workers and executive director of the Family Guidance Center, a United Way Agency. Ms. Clark holds an MPA from Auburn University and an MSW from the University of Pittsburgh.

Nancy Kirchner, MSW

Ms. Kirchner has worked at the Centers for Medicare & Medicaid Services (CMS) as a senior policy analyst for Home- and Community-Based Services Rebalancing since 2007. Her specific focus areas include 1915 (c) waivers and the Money Follows the Person Rebalancing Demonstration Program. Prior to her position at CMS, Ms. Kirchner worked at several executive level positions at the Maryland Developmental Disabilities Administration over a period of 11 years. She worked in several nonprofit agencies providing supports and services to people with developmental disabilities for fourteen years prior to that time. Ms. Kirchner has a BA from Franklin and Marshall College and an MSW from the University of Maryland School of Social Work and Community Planning. Throughout her career, both inside and outside of government, she has been a passionate advocate for the rights of people with disabilities.

Mary Rainwater, LCSW 

Ms. Rainwater is the project director of the Integrated Behavioral Health Project, having served as an inhouse staff consultant to The California Endowment and as a program officer in the Los Angeles Regional Office. While at The California Endowment, Ms. Rainwater focused primarily on implementing the Endowment’s statewide $24 million grant making in the area of mental health. Prior to joining the Endowment, Ms. Rainwater served as the executive director of The Los Angeles Free Clinic for 11 years and as executive director to the Friends of the Los Angeles Free Clinic, a fundraising board comprised of entertainment industry executives. Before that, she worked for 7 years as a psychiatric social worker for the Los Angeles County Department of Mental Health. 
Ms. Rainwater has served on numerous boards and politically appointed commissions. She is a founding member and past president of the Board of Directors of the Community Clinic Association of Los Angeles County and of the California Primary Care Association, where she served as vice president and treasurer of the board. She has won numerous awards and political citations for her dedication to the community, including the 1995 St. Ignatius Award from Loyola Marymount University, awarded annually to the outstanding alumni for community service. A resident of Los Angeles, Ms. Rainwater received her bachelor’s degree in psychology from Loyola Marymount University and her master’s degree in Social Welfare from the University of California, Los Angeles. She is a Licensed Clinical Social Worker.

Integrated Care’s Bottom Line:




Lower Overall Health Costs
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Kaiser Integrated * Significantly higher abstinence rates Avg. med costs (not inc. addiction
Medical/SU Care * Significantly lower inpatient rates treatment) decreased more than
(Randomized Control Trial) 50% (from $470.39 PMPM to

$226.86 PMPM)

Kaiser Pre/Post SU N/A Treatment group had a 26%
Treatment and Medical Costs decrease in costs
(from $239 PMPM to $208 PMPM)

Colorado Access N/A 12.6% decrease in costs for
Depression in Primary Care high-cost, high-risk patients
$170 PMPM, $2040/year savings

IMPACT Research Trials « 2 x effectiveness of care for depression  $3363 4-yr health care costs savings
(Randomized Control Trial) ~ » Improved physical functioning $869 2-yr medical costs
« Corresponding improvement in pain ~ savings in diabetes subgroup

IMPACT Applications to * Significantly lower mean depression $300 estimated cost savings
Patients with Diabetes scores at 6, 12 months per patient
* Mean 61 add’l depression-free days
at 24 months

DIAMOND/Adaptation of When in treatment at least 6 months: Data not yet available
IMPACT Model © 42% in remission
* Add’l 12% had least 50% improvment
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Integrated Care's Bottom Line:






6-Step Integration Game Plan:




Design Clinical Model

Identify and Address Funding Barriers

Craft Integration Budget

Revise Business Processes and Obtain Necessary Approvals

Design Implementation Plan

Monitor and Adjust
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5-Step Integration Game Plan:
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1115 Medicaid Waiver Behavioral Health Group’s Menu




Five Core Elements

Care Management

Data Management and Information Exchange

Consumer Engagement

Clear Designation of Person-Centered Health Care Home

Performance Measures

Five Domains to Track Best Practices

Clinical

Operational/Administrative

Financial

Oversight

Population-Specific Considerations
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