MARYLAND DEPARTMENT OF HEALTH AND MENTAL HYGIENE
INTEGRATED BEHAVIORAL HEALTHCARE: POSSIBLE OPTIONS
Consultants’ Review
BACKGROUND

In early September DHMH’s consultants on integrated behavioral healthcare held three listening sessions with DHMH’s stakeholders to seek their opinions on a series of questions around integration.  The purpose of the meetings was to get participants’ insights on how Maryland can capitalize on health reform to create a better integrated system of care, given Maryland’s current approach to behavioral health service delivery, financing and benefits management.  Input at the sessions was focused on the following four questions:

· What would an integrated system in Maryland look like in terms of practice, delivery platform, benefits management and financing?

· How could Maryland move to an integrated system?

· What are the features of the current system that support integration?

·  What are the opportunities for improvement in the current system in terms of integration, patient-centered care, and health and wellness?

These listening sessions generated a wealth of comments and suggestions which will be summarized in the consultants’ final report to DHMH.  In addition, several stakeholders suggested that the consultants hold another round of stakeholder meetings to review the possible options for integration before making recommendations to DHMH.  Therefore, this document provides some background on Medicaid benefits management and delivery system reform, describes two potential delivery platforms and lays out four possible benefits management options.
PRINCIPLES
As Maryland considers the paths it will take to move to integrated delivery systems and payment mechanisms for behavioral health and somatic care, there is a set of core overriding principles that should be followed in crafting both the final and intermediate design.  The ultimate goal is to integrate the care of the whole person in one comprehensive system of health care services.  This can be accomplished in a series of steps, evaluating progress toward the overall objective at each phase of the process of policy and practice implementation.  It is possible that functional integration of care of the whole person will not be served best by complete organizational or financial integration within the system.  It is best to identify integrated care of the whole person as the endpoint objective and a set of principles to be following along the path of implementation.  
With regard to integrating behavioral healthcare we recommend that:
· There should be a singular behavioral health benefit package that includes both mental health and substance use disorder services
· The public behavioral health benefit should be managed through the same entity, using compatible utilization management criteria, a consistent care management approach, identical medical necessity criteria and the same level/type of utilization management staff members who possess experience and credentials that demonstrate understanding of the organic, social and psychological dimensions of the many types of addictive and psychiatric disorders. (Note: The public behavioral health benefit includes services financed by both Medicaid and indigent care funds)
Separating mental health and substance use disorder services and benefits management is neither an efficient nor clinically effective way to rationalize access or support outcomes.  

BENEFITS MANAGEMENT AND FINANCING
Medicaid Purchasing Arrangements

Medicaid uses either managed care or fee-for-service arrangements in purchasing services for beneficiaries.  
A. Managed care arrangements are specified in the Center for Medicaid and Medicare Services (CMS) rules that implemented the Balanced Budget Act of 1997 and include the following
:

1. Risk-based Managed Care Organizations or Health Plans 
States contract with MCOs to provide a comprehensive package of benefits to enrolled Medicaid beneficiaries, primarily on a capitated basis. Medicaid MCOs may be commercial HMOs that also serve people with employer-sponsored insurance, or they may be Medicaid-only plans with no commercially insured members.  Medicaid MCOs may be licensed by the state, or they may operate under a contract with a Medicaid agency regardless of licensure.
2. Primary Care Case Management Programs 
PCCM is also considered a form of Medicaid managed care that builds on the fee-for-service  system,  adding a monthly case rate payment for all PCCM enrollees. Medicaid often contracts with an Administrative Service Organization (ASO) or Third Party Administrator (TPA) to provide administrative support and infrastructure for the PCCM program. A number of states have recently created “enhanced PCCM” with disease management services, coordination/integration of physical and mental health services, case management for high cost enrollees, etc. (Note: PCCM may not be relevant to Maryland’s considerations for behavioral health integration unless it is embedded within Patient-Centered Medical Homes as described later in this document.)
3. Prepaid Health Plans 
States contract with PHPs on a risk basis to provide non-comprehensive benefits to enrolled Medicaid beneficiaries.  Common types of non-comprehensive PHPs provide only behavioral health services which, in many instances, are carved out of the benefit package provided by the MCOs.

In either of the two risk arrangements (MCOs/HPs and PHPs), robust performance standards are critically important so that the purchaser’s quality and outcome goals are met.  Whether the behavioral health benefit is managed within a Health Plan or by a specialty Prepaid Health Plan, identification of key clinical processes (e.g. Screening, Brief Intervention, and Referral to Treatment [SBIRT] conducted by primary care), indicators of access to care (e.g. penetration rates) and measures of collaborative treatment (e.g. communication between somatic and behavioral health providers) must be specified so that expectations around treatment and service integration are clear.

B. Fee-for-Service arrangements can be unmanaged by Medicaid; managed through regulations, contract conditions or utilization limits; or managed by an intermediary who applies utilization management systems to control service access, spending, etc.  

A. Managed Care Arrangements

Two of these arrangements (MCOs and PHPs) appear to be relevant to Maryland’s future course on integrated care.

Risk-based Managed Care Organizations or Health Plans

1. Comprehensive medical benefit package with no behavioral health benefits (“health only”)
· Does not cover behavioral health benefits
· Single capitation rate
· May or may not share risk with providers or provider networks
Maryland: HealthChoice MCOs fall in this category with respect to not having the Medicaid mental health benefit managed by the MCOs
2. Comprehensive medical benefit package with behavioral health included (“payer integration”)

· Single capitation rate

· May or may not utilize a ‘secondary’ behavioral health carve out
· May or may not share risk with providers or provider networks 
· Utilization of behavioral health benefits are driven by medical necessity criteria
Maryland: HealthChoice MCOs fall in this category for the Medicaid substance use disorder benefit
3. Comprehensive medical benefit package with behavioral health included (“full integration”)

· Single capitation rate

· Behavioral health benefits management is procured by the State as part of a health benefit package through a Health Plan that is prohibited from carving out the behavioral health benefit
Maryland: does not currently use this model
4. Comprehensive medical benefit package with behavioral health included (“integrated but protected benefit”)

· Dedicated capitation rate for behavioral health

· No subsequent behavioral health carve out

· May or may not share risk with providers or provider networks
· Behavioral health benefits management is procured by the State within a comprehensive health benefit package through a Health Plan that is prohibited from carving out the behavioral health benefit

· Behavioral health benefit is ‘protected’ by a dedicated capitation payment; requirements for utilization/care management staff and specific behavioral health performance measures

Maryland: does not currently use this model
Risk-based Prepaid Health Plans

Specialty service/behavioral health carve outs
· May or may not share risk with providers or provider networks

· Behavioral health benefits management is procured separately by the State through a Managed Behavioral Health Plan (MBHP) or Managed Care Entity
· Provider-sponsored network sometimes partner with a MBHP and jointly share risk and management obligations
Maryland: does not current use this model
B. Fee-for-Service 
· Can involve no, some, or strong utilization management

· Utilization management can be performed by regulation and claims edits, state staff, independent assessors, Administrative Service Organizations, etc.

· Medicaid/the State retains all risk for utilization levels and spending

Maryland: MHA’s ASO contract with ValueOptions would fall under this model

I. PRACTICE MODELS AND DELIVERY PLATFORMS
Like other states, Maryland’s public behavioral health system contains a variety of outpatient and specialty care providers. While the public system of the future will still need both types of provider organizations, given the coverage expansion envisioned by the Affordable Care Act, increased availability of outpatient services will be required to create access for newly eligible Medicaid beneficiaries and for individuals whose coverage is subsidized through the Health Insurance Exchange.  Consequently, Maryland should begin to encourage a delivery platform that is behavioral health ‘user friendly’, creates easy access to both mental health and substance use disorder treatment, that possesses the clinical capability to treat both conditions and to provide effective consultation to the primary care or specialty medical system.
As Maryland develops it integrated care system, it should assume that the majority of publicly-financed behavioral health benefits will be delivered through two practice models and delivery platforms:
A. Community Behavioral Health Organization

· Capable of providing outpatient and intensive outpatient services, case management/community support, recovery/health coaching, medication-assisted treatment and crisis response for individuals with either mental health and/or substance use disorders, including individuals with co-occurring disorders and those with serious mental illness or serious emotional disturbance. 
· Employs a mix of licensed professionals (both those able to practice independently and those practicing under supervision), paraprofessionals (e.g. health coaches) and peer specialists

· Has consultant-liaison physicians to primary and specialty medical care (psychiatrists, ASAM physicians, or internists)
· All staff are expert in motivational interviewing

The community behavioral health organization will be capable of sophisticated diagnostics and assessment, offer urgent care access, be expert in short-term specialized therapy and treatment and provide long-term resilience support for youth and families and long-term recovery support for adults.  It will have effective systems of communication with primary care and will provide responsive support to primary care practitioners.  Collectively, community behavioral health organizations will form the backbone of a statewide, universally accessible crisis response system.
DHMH’s current work on Behavioral Health integrated Regulations will result in the alcohol and drug abuse and mental health provider systems using one set of standards to govern the provision of service, eliminating the separate silos of mental health and addictions treatment and allowing provide organizations to seamlessly deliver either component of behavioral health care. 
B. Primary Care Practice (Primary Care Practice, Federally Qualified Health Centers [FQHC], Rural Health Clinics [RHC])
· As is true now, primary care will continue to provide the majority of behavioral health treatment, especially for conditions like depression

· Many patients will prefer to receive behavioral health treatment within primary care and many primary care practitioners will feel comfortable providing this care

· The quality of behavioral health treatment delivered by primary care will be enhanced by the availability of clinical and medical consultation from specialty practitioners
Primary Care will screen for behavioral health disorders; treat depression, anxiety and other mild/moderate behavioral health conditions; and link to and coordinate treatment with specialty providers (including behavioral health).  It may provide long-term medication-assisted treatment for behavioral health conditions, and will motivate patients to be managing partners of their care through education and patient activation.
Community behavioral health organization may choose to create more robust systems of integrated care by becoming a Health Home, by incorporating healthcare practitioners into their clinical operations, or by co-locating behavioral health specialists within healthcare settings.   Primary care practices may collaborate more closely with behavioral health by becoming a Patient-Centered Medical Home, by affiliating with behavioral health practices, or by co-locating health specialists within behavioral health settings.  (See below.)
SPECIAL DELIVERY SYSTEMS

Both through the Affordable Care Act and developments occurring in medical and behavioral health systems across the country, new delivery systems are emerging for enhancing treatment in primary care, for improving management of chronic conditions and for managing care for special populations.  Examples are:

A. Patient-Centered Medical Homes

B. Health Homes as authorized under Section 2703 of the Affordable Care Act

C. Integrated Delivery Systems for SSI/SSDI Beneficiaries
D. Accountable Care Organizations for behavioral health only

E. Accountable Care Organizations for health and behavioral health benefits
Patient Centered Medical Homes were first proposed for children with special needs and the concept has been resurrected as a best practice for both children and adults and as a possible platform for chronic disease management.  At its basic level, a medical home rejuvenates the definition of primary care as the site of first-contact, with responsibility for patients over time; providing comprehensive care that meets or arranges for most of a patient’s healthcare needs; and coordinating care across a patient’s conditions, care providers and settings.
  Others have added criteria that include the patient having a regular doctor or source of care; having no difficulty contacting them by phone; having no difficulty getting care or medical advice on evenings and weekends; and experiencing office visits that were well organized and running on time.

There is also growing support for using the medical home as the location for managing chronic conditions, although some experts question whether most primary care practices can be re-designed to support patients with chronic disease and adhere to the six components of the Group Health Cooperative’s “Chronic Care Model”. This model requires that healthcare organizations implement delivery system redesign, systematic decision support, linkage to community resources, self-management support and clinical information systems
.  Early work by Wagner and others identified three core components of chronic care management as targeted goal setting and planning, developing a continuum of self-management training, and sustained direct contact with patients at regular intervals, all organized by clinical care managers who function as health educators and navigators.
,
  This more modest set of clinical activities may be realistic for medical homes who, with patient partnerships, would manage chronic conditions.
Under Section 2703 of the Affordable Care Act, State Medicaid Agencies are authorized to develop State Plan Amendments for Health Homes that integrate and coordination primary, acute, behavioral health and long-term services and supports for persons across the lifespan with chronic illness.
  Consistent with CMS guidance, health homes
 use a ‘whole-person’ philosophy to integrate primary care and behavioral health services by providing comprehensive care management; care coordination and health promotion; comprehensive transitional care from inpatient settings; individual and family support; referral to community and social support services; and the use of health information technology to link services, as feasible and appropriate7.
Parallel to both Medical Home pilots and use of the Medicaid State Plan Option for Health Homes, States are also developing Integrated Delivery Systems for Dual Medicaid/Medicare Eligibles that build on a variety of delivery platforms, including Managed Care Plans, Accountable Care Organizations, and Health Homes.  These systems contain many of the features of those platforms and involve assertive care coordination, single accountability for a plan of care, as well as innovative rate-setting and payment models.  (Note that Health Homes under Section 2703 must also serve Dual Eligibles but can serve a broader Medicaid population as well.)
In a variation on Patient-Centered Medical Homes and Health Homes, Maryland could create a chronic care medical home pilot for medically and behaviorally complex patients.  Such a medical home would integrate somatic and behavioral healthcare through affiliations between primary care practices and community behavioral health organizations.  The practices that are participating in the Maryland Health Care Commission’s medical home pilot or Federally Qualified Health Centers would be good candidates for partnerships with specialty behavioral health providers.  This pilot could be guided by both accreditation standards for Patient-Centered Medical Homes and CMS’ guidance on Health Homes.  Piloting the model could inform Maryland’s eventual submission of either a State Plan Amendment for Health Homes or its continued expansion of Patient-Centered Medical Homes that had a strong behavioral health component.    

As part of its managed care design, Maryland could allow Health Plans to incorporate either ‘specialty’ or comprehensive Accountable Care Organizations (ACO).  A specialty ACO might bundle a behavioral health system of care and include inpatient and outpatient mental health and substance use disorder providers while a comprehensive ACO would include all primary and specialty medical treatment as well as behavioral health care. ACOs would likely be contractors to Health Plans in first phase implementation but might take risk directly from the public purchaser in future iterations.

II. POTENTIAL OPTIONS for BENEFITS MANAGEMENT
Given the state of the art in Medicaid purchasing and benefit management, there are a handful of options that might assist Maryland in moving toward integrated healthcare and system improvement.

1. Re-scope the Administrative Service Organization contract to include:

· The Medicaid substance use disorder benefit

· The Medicaid mental health benefit (covered now)

· Substance use disorder services for the uninsured

· Mental health services for the uninsured (covered now)

2. Re-procure an Administrative Service Organization for behavioral health benefits (as listed above) but enhance the functions and add performance risk to the contract.
3. Selectively contract with a behavioral health only Prepaid Health Plan whose functions parallel those of the HealthChoice Managed Care Organizations and that bears both insurance and performance risk for Medicaid beneficiaries.
4. Selectively contract with ‘full benefit’ Managed Care Organizations to manage both the health and behavioral health benefits but protect the behavioral health benefit through a dedicated capitation rate, specific utilization management requirements and robust behavioral health performance indicators.  (Note: the MCO would be prohibited from secondarily carving out the behavioral health benefit.)

The special delivery systems described in Section IV. could be embedded in any one of these purchasing and benefits management options. 

CONCLUSION

While there may be additional options for Maryland’s path toward integrated behavioral healthcare, those presented in this paper represent the most likely array of potential delivery platforms and benefits management models.   
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