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I. WELCOME:                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                         
Dr. Spencer welcomed everyone to the meeting.   A round of self-introductions followed.   
 

II. MEETING OBJECTIVE FOCUS: 
Behavioral Health.  Although behavioral health is not currently one of the three chosen 
strategies, it has implications for the Mid-Shore, and is therefore a Mid-Shore priority. 

 
III. DR. SPENCER’S INTRODUCTION AND ANNOUNCEMENTS: 

• ED visits for mental illness/substance abuse are above state average. 
 A chart comparing Behavioral Health ED Visits was distributed for Maryland 

counties.   
 Currently, a strategy to address diabetic ER visits is being formed.  Behavioral 

health ED visits were a close third option when choosing the 3 SHIP priorities.     
 We may take this spring to strategically plan for strategies to decrease 

behavioral health ED visits.   
 Every county on the Eastern Shore (with the exception of Queen Anne’s County) 

is above the state average for behavioral health ED visits. 
 Montgomery, PG and Howard counties have much lower rates than the 

rest of state.   
 These counties are doing something different to cause their rates 

to be so much lower.  We will explore this in April. 
 We plan to bring back Linda Walls so we can break into groups and try to 

tackle this.   
• Community Health Needs Assessment survey is being conducted.  A 14-question survey 

monkey survey will be distributed to the group for feedback.  The results will be 
published in June 2013.  

• The Dorchester-Caroline Health Empowerment Zone proposal was approved last week.  
 A handout was distributed, detailing the overall vision, activities and partners.   
 They are a priority site for future funding. 
 The good news is that this proposal being approved provides a leg up in the 

state; however, the bad news is that the microscope is on us now, so we have to 
make it work. 
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 Jay from Upper Shore AHEC shared that, “the process was rigorous, and the 
partnership is the key.  It was a difficult review process.  The leadership of the 
health officers, Sandy Wilson, and all members of the team should be 
commended.  Competition was fierce.” 

• Million hearts symposium fliers were distributed.  The symposium is open to the public, 
but you do need to register.  The information may be interesting to further your work in 
various areas. 

• We will not be meeting in February.   We will pick up in March to finish up adolescent 
smoking; then in April and May we will work on behavioral health and mental health 
strategies. 

 
IV. PRESENTATION 

Dr. Spencer gave a warm welcome to Holly Ireland, LCSW-C and Executive Director of     
Mid-Shore Mental Health Systems, Inc. 

 
Holly shared a PowerPoint presentation with the group on Behavioral Health Integration.   
• “When ‘I’ is replaced by ‘WE,’ even ILLNESS turns into WELLNESS.”  
• Behavioral Health regulations set by COMAR govern mental health and addictions.  

Ongoing discussions are taking place around the idea of whether or not to move to a 
national accreditation of services for providers. Thus far, the steps have not been 
decided.  

• The current system includes 3 contracting and oversight entities within DHMH: 
Medicaid, Alcohol and Drug Abuse Administration, and Mental Hygiene Administration. 
 Each has separate and independent: 

 Funding streams 
 Management structures 
 Payment mechanisms 

• Integration of Medicaid Behavioral Health Services is a 3-phase process.   
 Phase 1 was completed in calendar year 2011; DHMH Consultant’s Report.   
 Phase 2 was the DHMH Stakeholder Workgroup Report in 2012.   

 The group met throughout the summer and fall, discussing chronic 
health issues, local implementation, finance, and other topics. 

 Produced a report with inclusion and feedback- recommended pursuit 
of behavioral health carve out. 
 Medicaid- would sign up and choose MCO.  This is what we have 

now.  It is referred to as somatic care.   
 Contracts with administrative system-value options- carve out 

MCO process-provision of Mental Health process.  
 Phase 3 will entail developing specific operating rules. 

 Financial incentives 
 Evaluate mechanisms to encourage coordination between the ASO and 

MCOs 
 Related MCO specifications 



 Beneficiary protection 
• Strengths 

 Would cover all Medicaid eligible. 
 Would spare behavioral health providers from having to navigate different 

provider credentialing, prior authorization, utilization reviews, payment rates, 
and contracting practices of multiple MCOs.   

 One point of contact for all behavioral health services, simplifying linkages to 
and coordination with non-medical systems.  

 Would create a single point of contact as individuals move between Medicaid 
and the Maryland Health Benefit Exchange. 

• Challenges 
 Does not reflect true integration across all three systems: mental health, 

substance use treatment and somatic care. 
 Will require significant care coordination tools as individuals will be treated in 2 

systems: one for their somatic care (including primary care) and another for 
their specialty behavioral health care. 

 Resolving payment disputes that arise when both the MCOs and the ASO refuse 
to authorize payment to a provider (usually a hospital) asserting the other 
system should pay.  

 Does not lend itself to such a straightforward approach to clinical data sharing 
across systems and providers.  

 Cost of national accreditation.   
 Taxed to capacity- now we need to expand services, while there is a nationwide 

shortage of psychiatrists. 
 Primary Adult Care (PAC) provides limited benefits.  The program needs to 

expand services for more people, to include more services. 
 One goal is to take what we have, and move it forward one step to increase 

services and awareness. 
• Where we are now  

 Recommendations from the stakeholder workgroup MAY be advanced for 
implementation.  

  Secretary Sharfstein MAY recommend that an alternative direction should be 
pursued, one in which legislation would be required. 

 Secretary Sharfstein and the Department will work with key legislators and 
policymakers for the 2013 legislative session. 

 Continued commitment to working with stakeholders to implement the selected 
model.   

 
Joseph Ciatola asked, “Who sets rates for Maryland health exchange? Wouldn’t it be more 
reasonable to have standard reimbursement rate based on expanded populations for health 
exchange? We do not know what the Maryland health exchange will be- we at least know what 
Medicaid is.  We have no dealing with 3rd party reimbursement.”  
 



Dr. Jordan-Randolph responded with, “The exchange supplies people with the ability to 
purchase insurance. The person pays certain portions and the state pays certain portions.” She 
acknowledges that Health Departments have had problems working with 3rd party entities. 
 
Dr. Spencer shared that DHMH is working on a major contract to make it all possible. 

 
V. PRESENTATION 

Dr. Spencer gave a warm welcome to Dr. Gayle Jordan-Randolph, Secretary of Behavioral 
Health at DHMH.    

• Back history 
 Worked as a psychiatrist with the Health Services Core until the 1980s when 

the Health Services Core was suspended; it was not opened back up until 
she was in medical school.   

 She worked as the Medical Director for Summerset and Worchester 
Counties and for Wicomico County for a while. 

 Privatization expanded services and access for mental health services in the 
community. 

 Identifying barriers, practically with examples, allows for policy change and 
thus eventually, change in practices.   

 Being fee-for-service allows practitioners to maximize what they can bill for.  
 It allows them to look at what they do, and translate it for    

reimbursement and to monitor the effectiveness of direct/indirect 
services. 

 Value Options now does data analysis 
 Can now pull mental health data and use that data to identify 

metrics to track the system as we move forward to develop realistic 
outcomes.   

 We are faced with expanding duty along with restrictive funding.   
 Prevention has suffered because of funding shortages and the 

expanding role of mental health. 
 There is also fear of credentialing requirements 

 We have to hope there are sensitivities to that as we move forward.  
If current providers have to leave because of cost, it is a real 
concern.   

 A possible solution may be to grandfather people in, so as not to 
lose continuity.   

 A toolkit for providers is currently being worked on. 
• Integration of care 

 This is an area Dr. Jordan-Randolph has been working on since 2003.  
 Currently, primary care providers provide the majority of mental health 

services.  
 Need to look at the need for primary behavioral health services vs. specialty 

behavioral health services. 
 

VI. MEMBER UPDATES AND ANNOUNCEMENTS: 
• Dr. Spencer: 

 “It will be an exciting year in health care with all the changes to come; not 
good or bad, just interesting.”  



• Nora Becker:  
 The Youth Risk Behavior Survey (YRBS) is being conducted in the spring.  
  It is a survey with 100 questions, covering a broad range of topics to 

include obesity, tobacco, drugs, perceptions, etc.   
 The YRBS survey has not been done since 2007. 

VII. NEXT COALITION MEETING: 
There is no meeting in February.  The next coalition meeting will take place on Monday, 11 
March 2013 at 12:30pm, at the Queen Anne’s County Health Department.  

 
VIII. ADJOURNMENT  

The meeting adjourned at 1:55 pm.  
 
 


