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Madeleine Biondolillo, MD
Associate Commissioner
Massachusetts Department of Public Health

Dear Dr. Biondolillo,
Thank you for the opportunity to submit information to the Health Planning Council.   As the behavioral health managed care partner to the MassHealth PCC Plan, we appreciate the importance of resource planning to the quality and sustainability of the health care system and are pleased to see the particular attention the Health Planning Council is paying to Behavioral Health Services in its process.   
Since 1996 MBHP has served the Commonwealth by providing a comprehensive behavioral health program for the PCC Plan and partnering extensively with numerous state agencies, including DMH, DCF, and BSAS to coordinate behavioral health care for their clients.  In 2012 we were awarded a new contract following a competitive re-procurement.  In addition to providing behavioral health programming for 360,000 MassHealth beneficiaries, we provide quality management and behavioral health integration support to PCCs statewide.  Our Integrated Care Management Program is unique in the industry for its clinically integrated approach to managing high-risk Membership.  Recently we began partnering with MassHealth to implement the Primary Care Payment Reform Initiative.   
Below please find our responses to the Council’s questions.  We would be happy to provide additional information at the Council’s request, including information provided to other commissions and task forces who share with the Health Planning Council both accountability for implementing provisions of Chapter 224 and a particular interest in behavioral health.   
Sincerely,
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Nancy Lane, PhD
Chief Executive Officer
[bookmark: _GoBack]Massachusetts Behavioral Health Partnership	
617-790-4081


1. How do you anticipate health resource planning for Behavioral Health to help you in your work?  How do you expect to use the information resulting from the effort?  

We believe there is great value in understanding Behavioral Health resources at the “all-payer” level.  Individual analyses conducted by a Managed Care Entity (MCE) are inherently limited to a single payer’s view of the system and its associated data.   Similarly, analyses of MassHealth or Medicare resource needs do not take into account system resources utilized by commercial payers.   The collection and synthesis of all payer data is essential to resource planning to meet the needs of all citizens of the Commonwealth and marks a substantial advance in the study of the behavioral health system in Massachusetts.  

Public release of this data will support discussion within our own plan, with the State, and our community partners about how resources are consumed across the full spectrum of public and private resources and will facilitate a more open dialog about opportunities to more optimally align resources to support the needs of consumers.  The data gathered through the planning process should support more informed and objective discussion of where services are under or over resourced, illuminate the interplay between behavioral health services and various State agencies, and suggest how resources may be realigned to ensure individual needs are met efficiently.
2.  Are there specific services within Mental Health & Substance Abuse that you would like to see studied, and were not already included in the list of services on page 6? Please describe with as much specificity as possible.  Please indicate how they can be addressed through health resource planning.

In its management of behavioral health resources on behalf of the PCC Plan, MBHP classifies covered behavioral health services into five levels of care within each overarching service category.  In our view it is important to examine each level of care within a service category for the purposes of resource management and planning.  We have appended a description of the levels of behavioral healthcare managed by MBHP to provide more detail with respect to service categories and levels of care than is shown in the list of services on page 6.  (Please see Attached Excel file entitled “MBHP Levels of Behavioral Health Care”)
Secondly, having examined the preliminary geo-mapping of services conducted by the Council, we feel it bears mentioning that there is an important distinction between facilities and services that merits consideration in the resource planning analysis.  It cannot be assumed that the mix of services available – that is to say, the specific levels of care and covered services – is the same across all facilities.  Heterogeneity in the mix of covered services across the network carries significant implications for access and availability across geographies and will therefore be an important consideration for planners.
In addition, special attention should be paid to the needs of special populations.  A full continuum of care should be provided to these populations.  A gap analysis of where services as well as care capabilities along the continuum are lacking would be incredibly valuable for state planning.   A 2012 study of inpatient capacity and availability for the MassHealth population, albeit limited to MassHealth-contracted Managed Care Entities (MCEs), revealed that problems related to availability have less to do with capacity than with matching services to patient needs in real time and/or finding placements for individuals who are clinically cleared for discharge but for whom residential or other community-based resource is not available.[footnoteRef:1]   For instance, for children and adults with pervasive developmental disorder (PDD), this analysis  concluded that, although the numbers suggest sufficient bed capacity and availability, there may not at a particular moment in time be sufficient capability to admit certain individuals:   [1:  “Acute Inpatient Mental Health Capacity Assessment Report” produced by the MassHealth Managed Care Entities at the request of the MassHealth Office of Behavioral Health.  December 31, 2012.] 

“A true illustration of the unmet need would be the number of members with developmental disabilities diagnoses who need a specialty developmental disabilities unit but have not been admitted and remain “stuck.”  The MCEs believe that a primary issue, and an actionable one, pertains to the capabilities of the general psychiatric units to admit, successfully treat, and manage the behaviors of the members with co-morbid developmental disabilities, particularly those with mild or moderate disorders.”
The same study revealed a similar constraint related to the placement of Medically Co-Morbid individuals: 
“Members who present for inpatient level of care who have a co-morbid medical condition often pose a significant challenge, as they require concurrent treatment which very frequently affects the behavioral health treatment they seek and receive.  The issue at hand pertains not to the bed day capacities of the hospitals, but rather to the capabilities of both the general hospitals and the psychiatric hospitals to admit and successfully manage members with co-morbid medical conditions… One issue is the presence of a medical condition, whereas the salient issue is whether the medical condition constitutes a barrier to admission.”
In our view the question of matching capabilities is central to resource planning and to safeguarding care for not only for individuals with co-morbid medical conditions or intellectual disabilities, but for all populations with specific needs, including the homeless, deaf & hard of hearing, individuals with traumatic brain injury (TBI), individuals with eating disorders, individuals with co- morbid mental health and substance use disorders, and those who present with severe aggressive behavior.   
The State plays a central role in ensuring that the capabilities to care for the Commonwealth’s most vulnerable populations are present across the care continuum and can be marshaled in a timely manner to effectively and efficiently transition individuals between levels and settings of care, including whenever possible restoring them to care in the community with appropriate support.  The Council’s state health plan can help to identify and recommend where resources – including specialized capabilities – should be sustained and/or developed to ensure the goal of servicing all the state’s citizens, even when it may be financially challenging to do so.  
3.   Given the importance of prevention and also “post-acute” services for mental health & substance abuse, what critical evidence-based services & programs are available, should be expanded, or need to be developed?  Are there specific models you suggest we study?

The introduction of alternative payment models (APMs) – whether ACO, global budgets, or bundled payment designs - has profound implications for the allocation of resources to support both preventative and post-acute care.  These models take an entirely different view of resource consumption by administering payment in a way that by design gives providers flexibility to adapt the type and intensity of services to the needs of their clients at both an individual and population level.   By creating incentives for groups of providers to redesign care delivery, APMs have at their core the long-term goal of redesigning entire systems of care, ideally replacing the consumption of acute care with utilization of “higher value” services that support prevention, continuity of care, and community tenure.  In our view, resource planning would benefit from factoring in the redistribution of existing resources as well as the advent of new resource types that may arise in response to alternative payment models.  Data on the current prevalence and anticipated adoption of APMs as well as the types of APMs proliferating in the Massachusetts market could also inform forecasting assumptions and analyses.  Testimony gathered recently by the Health Policy Commission could be helpful in this regard.
Moreover, alternative payment models portend to accelerate ways in which the scope of what constitutes behavioral health services is evolving.   Expansion of behavioral health services into social services to support both preventative and post-acute needs is happening under the current, largely fee for service system.  For instance, the growth of Bachelors-level paraprofessional roles such as family partners, health educators, and recovery navigators within both Behavioral Health and Primary Care illustrates the evolution of the workforce to meet a broadening range of psycho-social supports for prevention, recovery, and sustained wellbeing in the community.  Alternative payment designs potentially provide both incentives and degrees of freedom to accelerate the redistribution of resources between traditional service categories and this broadening array of care coordination, peer operated, and social service resources.
The integration of physical and behavioral health, particularly within the primary care setting, must also be factored into the resource planning exercise. Advancing behavioral health integration is an explicit priority within Chapter 224 and while MassHealth’s Primary Care Payment Reform Initiative takes steps towards meeting this objective for the Medicaid population, behavioral health integration as a practice transformation movement is as yet relatively immature in the Commonwealth.  This presents both opportunities and challenges for resource planning.   

Integrated care delivery, whether bringing behavioral health into the primary care setting, or primary care into the behavioral health setting, requires both behavioral health and medical clinicians who are cross-trained to function within an integrated team, care coordination staff and infrastructure capable of connecting consumers with the treatment, education, and community resources they need in real time, and strong referral partnerships across general medical and behavioral health providers.   In our view this model of behavioral health integration can be thought of as a new level of care, bringing with it the need for both new capacity and capabilities - it will require not only additional workforce but also workforce that is differently skilled.   

While integration may precipitate demand for new resources as well as the reconfiguration of existing ones, it cannot be assumed that it will necessarily produce efficiencies.   To the extent that integrated care successfully fosters engagement of historically undertreated populations, it may well result in greater demand for access to traditional behavioral health services (or, in the case of the behavioral health home, improved access to medical care.)  Predicting the demand for specialized resources within integrated care settings as well as the anticipated impact of integrated care on overall access may be challenging, but is worth attempting to incorporate into resource planning models.  

Numerous studies of integrated care models have noted the limitations of the current system to adequately finance the resources and workforce development necessary to support full integration. [footnoteRef:2],[footnoteRef:3]  Certain alternative payment methods promise to support integrated care by liberating providers from the constraints of fee for service billing, while also introducing added resource to support the build out of collaborative care or medical home capabilities.  Nevertheless, alternative payment models with care management adjustments or infrastructure allocations aimed at advancing patient-centered medical homes typically do not take into account the cost of additional behavioral health resources specially trained to work in the primary care setting.  And despite a small number of very innovative grant supported programs currently underway within Massachusetts and a growing number of state plan-sponsored behavioral health homes emerging nationally, we know relatively less about the total costs of delivering primary care in the behavioral health setting.   Thus, the next generation of alternative payment models could benefit from better methodologies for projecting the incremental resources required to implement truly integrated care in either the primary care or behavioral health home.  The development of solid resource allocation and financing models for integrated care could help both providers and payers to accelerate integration through both the delivery and payment systems. [2:  Integration of Mental Health/Substance Abuse and Primary Care. Evidence Reports/Technology Assessments, No. 173. Butler M, Kane RL, McAlpine D, et al. Rockville (MD): Agency for Healthcare Research and Quality (US); 2008 Oct.]  [3:  Operational and clinical components for integrated-collaborative behavioral healthcare in the patient-centered medical home.  Hunter, Christopher L.; Goodie, Jeffrey L.  Families, Systems, & Health, Vol 28(4), Dec 2010, 308-321. ] 

4. Obtaining capacity, workload/volume, and demand data for outpatient & community mental health & substance abuse services is a challenge.  Do you have ideas for data sources or suggestions for collecting data now or in the future? Are there specific “data gaps” that you feel are important for future data collection?

As a point of departure, we encourage the Council to review various capacity assessments that have been completed in the state in recent years and/or those that have been commissioned and are still underway.  In addition, utilizing data available through other government and non-governmental agencies that speaks to the underlying drivers of health care consumption and access will be essential to painting a full picture of the demand for services over time and the adequacy of supply to meet that demand.  For instance, the Council may wish to consider the underlying epidemiology of the population segments – adult, youth, and geriatric - for which it is evaluating behavioral health resources in order to inform forecasting.  Additionally, health disparities should be taken into account, including what implications progress towards their closure would have for resource planning by geography.   
It also bears mentioning that absent information about outcomes, capacity and utilization data can be misleading.  Our experience teaches us that while shifts in utilization patterns between service categories and levels of care may produce cost efficiencies, it cannot be assumed that client outcomes have necessarily improved.   A rigorous examination of quality can be a valuable complement to resource analyses.  Behavioral Health, indeed much of medical care, is disadvantaged by a dearth of reliable outcomes measures, but wherever quality data can be obtained it can inform resource planning.
Too often analyses of health care resources and costs fail to take in these broader dimensions of public health or care quality.  Studies may draw on a narrow scope of data, missing the value that could be added by bringing together information from multiple state, federal, or private agencies whose data stores collectively encompass variables related to health care spending, quality, population health, demographics and employment such as those available through CHIA, AHRQ, NCQA, BRFSS, and the Census, to name a few.  Too often the work of integrating data sets is the sole province of academicians who we anticipate will be important contributors to the resource planning process.  Drawing on such expertise, and in conjunction with CHIA, we believe the Health Planning Council has a rich opportunity to integrate and interpret a vast array of information pertaining to health care supply and demand in Massachusetts.  MBHP will be pleased to support its efforts.
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