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Behavioral Health Integration Workshop Summary

December 10-11, 2015

On Dec. 10-11, 2015, the National Association of Medicaid Directors, with support from the Robert Wood Johnson Foundation’s State Health and Value Strategies program, held a workshop to explore behavioral and physical health integration in Medicaid. Six states brought teams of staff from their Medicaid agency and behavioral agency to work through key barriers to integration and share best practices. The workshop also featured faculty from state Medicaid agencies, as well as key national experts on integration. 

Highlights from the workshop and key takeaways are included below. State staff that have questions or would like additional information should contact Lindsey Browning (lindsey.browning@medicaiddirectors.org). 

Building a Common Vocabulary for Integration. Deborah Bachrach (Partner, Manatt, Phelps & Phillips, LLP) presented a framework for approaching integration. She suggested that effective integration needs to take place at three levels: the agency, plan, and provider level. A framework for understanding integration at these three levels helps lay the groundwork for a comprehensive integration strategy, which puts the beneficiary experience of care at its center. Further, she shared a range of potential strategies for approaching integration at each level (i.e., consolidating contract oversight across agencies is one pathway to approach integration at the agency level).

In the discussion that followed, participants emphasized a number of elements that should also be part of the behavioral health integration framework. These include: individuals eligible for Medicare and Medicaid, which are a key population of focus in this work, and an emphasis on clinical outcomes. Others noted that justice-involved populations are a growing area of focus for Medicaid, and states are starting to address this population through data sharing with jails. 

Quality Measurement in Integration. Benjamin Miller, PsyD (Director, Eugene S. Farley, Jr. Health Policy Center, University of Colorado School of Medicine) discussed state approaches to measure integration. He highlighted existing quality tools and resources for measuring integration, including AHRQ’s compendium of quality measures for integration at a practice level (AHRQ Atlas of Integrated Behavioral Health Care Quality Measures). He also suggested that measuring behavioral health integration “reach” is a helpful approach, which looks at the extent to which integration is delivered to target populations. Finally, he added that there is an opportunity to fundamentally re-think how integration is measured, and he encouraged participants to be open to new approaches to measurement.

As part of this discussion, participants explored the importance of re-evaluating legacy systems and measures. A number of participants shared how they examine existing measures and determine where duplication or unnecessary legacy measures exist. One individual added that culling measures may be a helpful to facilitate a non-reimbursement centric dialogue with providers. 

CMCS and Behavioral Health Integration. David Shillcutt (Health Insurance Specialist at the Center for Medicaid and CHIP Services) discussed CMCS’ new technical assistance (TA) track for states on mental health and physical health integration. He explained how it aims to help states enhance or expand an existing physical and mental health integration efforts, and the TA will be tailored to states’ policy environment. For participating states, CMCS will provide individualized program support, assistance around strategic planning, virtual state-to-state workshops, affinity groups, and in-person meetings. He noted that expression of interest forms are due January 29. 

Payment and Contracting Approaches to Integration. Participants at the workshop spent time exploring how payment and contracting pathways can effectively support integration, including in fee-for-service and managed care environments. Some of the key takeaways include:

· A variety of strategies can promote payer-level integration in a carve-out model. In one state, some of the strategies to hold a contracted behavioral health ASO accountable for working with the physical health MCO include: expectations for performance on key quality metrics, requiring a designated a clinical staff member of the ASO to serve as a liaison for physical health MCOs, and daily alerts to the MCO when behavioral health patients are admitted to inpatient care. Similar strategies encourage the MCOs to coordinate with a behavioral health ASO. 

· Key protections help ensure MCOs deliver integrated services in carve-in managed care models. Some of the strategies discussed include incentivizing plans to implement a particular model at the provider level, such as health homes, or assigning more beneficiaries to MCOs that are successfully delivering integrated services. Participants using a comprehensive carve-in model also mentioned the protections they have in place around MCO subcontracting. For example, one state prohibits its MCOs from subcontracting for behavioral health services and saw new effective partnerships emerge as a result. Another state requires certain functions of the MCO to be housed within the state. 

· It is important to have a strong crisis system and incorporate it into the integration model. One participant explained that they leverage a statewide crisis line. Another person noted that they require all MCOs to pay a PMPM to mobile crisis units, which covers a portion of the costs, while the block grant covers the rest. 

Interagency Challenges and Collaboration. Participants discussed ways that Medicaid and the behavioral health agency can work together to achieve integration. The group agreed on the value of building understanding between agencies. However, participants underscored that filling knowledge gaps about each agency and building mutual understanding is an ongoing process and involves significant effort. When working across agencies, one individual noted, leadership engagement is key. Likewise, it is important that the leader outlines the vision for integration and collaborative accomplishments are celebrated on a joint basis. 

The discussion also explored agency consolidation, as compared to agency coordination. One participant noted that the agency merger, which is currently underway, will enhance their behavioral health integration work; however, the foundation for interagency collaboration began long before the merger. 

Data Sharing: Challenges and Opportunities.
Laura Galbreath (Director, National Council for Behavioral Health) discussed challenges, misconceptions and effective ways to address data sharing to support coordinated care. Technological advances and new tools, she explained, are helping address some limitations on sharing substance use disorder data (i.e., the Patient Reported Outcomes Center, which is an open source software platform for standardized assessments/screeners). She added that states can work with providers to promote data sharing, such as by educating them on data sharing strategies and workarounds that make compliance less overwhelming. 

[bookmark: _GoBack]In the discussion that followed, participants explored unique challenges with data sharing in Medicaid. For instance, the group discussed how to apply 42 CFR Part 2 to universities that partner with the state on evaluation of the program. One participant noted their program treats the information in the same way as if a state employee is analyzing it. Finally, participants explored how to enhance the HIT infrastructure, such as by making seed money available for behavioral health providers to adopt HIT or requiring all plans to participate in the state’s HIE. 

Health Homes and Behavioral Health Integration. Dr. Joe Parks (Missouri Medicaid Director) shared how Missouri has designed and implemented a health home model for those with behavioral health needs. A key features of Missouri’s health home model, he explained, is its attribution approach: the state identified high utilizers and assigned them to health homes based on where they had the most visits in the last year. He also emphasized that data analytics is an important component of their model, including analytics of administrative claims and EHR data extracts. The model also focuses on practice transformation and provider training, which is provided by the agency and the state provider association. 

As Dr. Parks’ shared his insight, participants commented and raised questions, including around the use of health homes in capitated managed care models. There was agreement on the value of implementing health homes through MCOs to promote integration. But one person noted that Medicaid agencies should recognize that MCOs may think the state is saying the MCOs are not coordinating care sufficiently if it suggests health homes are necessary. 
 
Stakeholder Engagement. Participants shared strategies they use to bring stakeholders into the planning and implementation of their behavioral and physical health integration effort. The dialogue underscored how Medicaid and the behavioral health agency have an opportunity to partner to better engage stakeholders. The behavioral health agency may have relationships with key stakeholders, which Medicaid may not. Participants also raised other important strategies and lessons learned for engaging stakeholders. First, building relationships with stakeholders in a personal way can paid dividends when facing challenges with the legislature. In addition, engaging consumers in decision-making committees can result in consumers becoming spokespeople for the integration initiative. 
This product was prepared with support provided through a grant from the Robert Wood Johnson Foundation’s State Health and Value Strategies Program.
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