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RMC HEALTH CARE COMMITTEE
FINAL REPORT
DECEMBER 2016

Executive Summary

The RMC Health Care Committee has been active over the years focusing on health care issues such as
work force shortages, rural access to prescription medications, scope of practice regulations and the
feasibility of developing a statewide telehealth consortium. Currently, the Committee has focused its
attention on mental health, particularly on adolescent depression and mood disorders as well as its
access through the application of telemedicine.

In March 2015, the Committee met for the first time to review its charge as well as receive background
information on the Committee’s previous work and the chronological development of the RMC.
Discussed during that meeting were the MHCC Telemedicine Task Force recommendations,
establishing priorities for committee evaluation and determining a realistic, non- duplicative agenda for
the Committee to pursue. In view of the agency’s limited resources related to staff and funds, it was
also mentioned that RMC’s role in the process might be only one of advocacy. It was further agreed
that meetings would be scheduled as needed and would be a mixture of telephone conference calls and
face to face deliberations depending on the presence of guest speakers,

~ Following that initial deliberation and subsequent suggested rankings of priorities from Committee
members, it was the Committee’s consensus that its principal focus would be on the application of
telemedicine in addressing mental health issues in school based health centers. Although it was
recognized early in the discussions that adequate reimbursement was a major factor( impediment) to
many solutions, there were other contributing factors that deserved the Committee’s attention.
Moreover, as important as it was to develop an awareness of the telemedicine equipment available, the
first most critical element was to identify that aspect of mental health upon which the Committee
should focus. Therefore by discussion, review of available data and through the process of elimination,
the Committee concentrated its efforts on the issue of adolescent depression.

From March 2015 to November 2016, the Committee was convened thirteen times. In most instances,
when speakers were present, the option to participate by conference call was extended to recognize the
geographical diversity of Committee membership and the travel distance involved. Among the early
presenters was Tarik Shaheen M.D., a Psychiatrist and CEO of the Iris Telehealth Program whose Staff
of Specialists are trained in Adult, Child and Consultation Psychiatry. He addressed the Committee on
the types of telemental delivery models currently being practiced and issues related to adolescent
depression. Additionally the Chair of the RMC Legislative Committee was invited to a subsequent
meeting to acquaint the Committee with the issues that are being closely followed by his group.

At its November 2015 meeting, the Committee was presented with and accepted, the recommendations
of a draft summarizing the data reviewed outlining three short term objectives to consider:
» Encourage all Primary Care physicians to include evaluations for adolescent depression in their
Private office visits '
‘s Review and revise roles of School Nurse and Counselor to assist in detecting signs of
depression for possible medical attention



s Develop support for certification programs in mental health to further enhance the Advanced
Degree Providers’ qualifications and to assist in offsetting the recognized physician shortage in
addressing and treating or referring adolescents suffering from depression

As the year 2015 concluded, Ms Shannon McMahon, Deputy Secretary, Health Care Financing, was
the guest speaker at a special meeting of the Committee. Ms. McMahon provided an informative
overview of the Medicaid program, its expansion to include access to telemedicine and the
Department’s streamlining of its application process.

As the year 2016 began, the Committee , upon receiving approval from the RMC Executive Board,
launched its advocacy efforts directed at the educational components of the voids suggested by the
short term objectives identified. The Commiitee focused on some of the major barriers confronting
them. A review of data suggested an underutilization of evaluation tools by the primary care physician
despite a recognition of its success when early intervention occurs, Therefore , Staff was asked to
develop a list of primary care and pediatric physicians practicing in rural Maryland. Included with the
individual leiters to be sent to more than 400 rural Physicians encouraging their support for the
program was a summary of the Committee’s recommendations as well as a copy of the State
promulgated evaluation tools.

As an additional professional resource, the Committee also discussed the Behavioral Health Integration
In Pediatric Primary Care (BHIPP), a program supported by the Maryland Department of Health and
Mental Hygiene (DHMH) and partnerships among the University of Maryland School of Medicine, the
Johns Hopkins School of Public Health, and Salisbury University, BHIPP provides support to pediatric
primary care providers in addressing the behavioral and developmental needs of their children. Dr.
David Pruitt, a member of the committee, is the primary PI of BHIPP. At a later meeting, Dr. Pruitt and
his colleagues offered a formal presentation on the BHIPP program and the potential benefits through
coordination and integration of the local BHIPP, telemental health and school mental health.

Regarding the review of the roles of the front line personnel in the public schoo! system, viz., the
school nurse, counselor and teacher, the Committee became aware of the loosely integrated working
relationship among the State Departments of Education, Health and Mental Hygiene and the local
School Boards of Education. In fact, each County‘s School Board is antonomous and as a result, there
are a variety of approaches to the implementation of the school based mental health programs
throughout the State. Also discussed at recent Committee meetings was the role of the local Health
Improvement Council and its interaction with these programs. Consequently, the Committee requested
that letters be sent to the Chairs of the Local Health Improvement Councils and the School
Superintendents in rural communities identifying its findings and seeking local input regarding its
recommendations. There were power point presentations from Dr. Cheryl DePinto, Medical Director,
Office of Population Health Improvement, DHMH; and from Health Services Specialists in the
Department of Education’s Student Services and Strategic Planning Branch, Ms. Alicia Mezu MSN/Ed,
and Mr. Walter Sallee MPA who delineated their Departments’ responsibilities and offered a better
msight into those differences.

On the question of certification programs as potential approaches to better recognize advanced degree
providers who have been clinically exposed to adolescent mental and behavioral diserders via their
involvement in primary care activities, Dr. Karan Kverno, PhD, PMHNP-BC, Track Coordinator for the
Post-graduate Psychiatric Mental Health Care nurse practitioner program at Johns Hopkins University
School of Nursing and Adele Foerster, MSN, RN, CPNP-PC/AC, Chief Credentialing Officer of the
Pediatric Nursing Certification Board, presented an informational program on certification options.



Dr. Kverno described the Psychiatric Nurse Program Psychiatric Mental Health Nurse Practitioner
(PMHNP}) certification and the available online programs for post-graduate PMHNP training. In the
same Forum, Ms. Foerster outlined the criteria for certification as a Pediatric Primary Care Mental
Health Specialist (PMHS). The highlights of both certificate options have been forwarded to two
academic facilities on the Eastern Shore for further input and sharing with their Alumnae Associations,
In post meeting discussions with the Chair, representatives from those facilities have indicated an
interest in further contact with Dr. Kverno on the subject. Accordingly, in October, Dr. Kverno held a
panel discussion on mental heakth care and advanced practice psychiatric nursing with the nursing
students of Chesapeake College. Dr. Kverno, is a Committee member whose recent publications focus
on the need to promote access through integrated mental health care education and rural access to it
through online postgraduate nurse practitioner education.

As another example of its advocacy efforts, the Executive Director issued a report on the Health Care
Committee’s activities in the recent RMC Summer 2016 Newsletter which has a circulation of
approximately 6,200 including all the Legislators in both Houses of government.

At the national level, a proposed legislative bill receiving attention is one being considered by Senators
Hatch and Schatz. Its focus seems to be based on a concept previously discussed at an earlier meeting
as a potential long range recommendation for the Committee to evaluate. Specifically the Expanding
Capacity for Health Outcomes (ECHO Act) somewhat resembles a program with an identical acronym.
The Extension Of Community Health Qutcomes (ECHO) has its roots in New Mexico as a
collaborative, university approach to community access to medical care. Its success has been replicated
in several States and is spreading across many countries and medical disciplines, Perhaps the
legislation, which also cites behavioral health among its provisions, will be encouraging wider
application of similar delivery models through financial incentives.

At the State level, the Maryland Health Care Commission, through the enactment of Senate Bill 707
has reconvened a Rural Health Care Work Group. Among its charges, it is to develop a sustainable
health care system for five counties on the Eastern Shore, which hopefully will serve as a model for the
State of Maryland and rural areas across the nation. The project has funding to undertake its assignment
and has behavioral health as one of the disciplines to be included in this endeavor.

Conclusions

The Committee is fully aware of the importance of health access and population health in improving
the quality of life, and which is reflected in the Council’s Mission Statement. Therefore, based on its
deliberations to date, the presentations received and the actions initiated, the Committee recommends
RMC’s continued advocacy for a stronger integration of the mental health component with primary
care in both the clinical and educational environments, It believes that its three short term objectives
offer promising clinical and educational complements that can alleviate to some degree the current
workforce shortages as well as better assist in the identification of potential behavioral disorders among
the adolescents that may suggest further evaluation and early intervention,

As a financial incentive to encourage those efforts, the Committee further recommends that RMC
reserve a specified share of the Prosperity Investment funds, recently authorized by the State
Legislature, for health related projects that incorporate these short term objectives in their grant
proposal requests as well as the application of Telehealth principles in achieving their projected
outcomes.



Recognizing the limited resources of staff, the Committee recommends that the Executive Director
continue to monitor support for these objectives through follow up communication/meetings with the
various State agencies already contacted such as the DHMH, the Department of Education and the local
Health Improvement Councils. Further, by sharing this report with representatives from cther select
professional organizations, such as the State Medical Society and the Maryland Nurse Associations,
including Schools of Nursing, RMC can initiate discussions designed to encourage their support for the
short term objectives developed.

At this point, the Committee recommends that, aside from any possible role in reviewing applications
requesting grants under the Prospective Investment Fund, its future task await the outcome of the above
activities before convening any future meetings.

Sincerely,

Mr, Tom McLoughlin Ms, Charlotte Davis
Health Care Committee Chair Executive Director
Rural Maryland Council Rural Maryland Council
10/28/16



50 Harry 5. Truman Parkway = Annapolis, MD 21401

Office: 410-841-5772 « Fax: 410-841-5987 » TTY: 800-735-2258
Email: rmc.mda@maryland.gov

Website: www.rural.maryland.gov

Scote Warner, Chairman Charlotte Davis, Executive Director

January 8, 2015

<Contact Name>
<Address>

Dear <Greeting Name>:

As you know, the Rural Maryland Council (RMC} is an independent State agency. It brings together rural
leaders, government officials at all levels and representatives from the nonprofit and for profit sectors
to identify and craft solutions to the challenges facing rural Maryland. s mission is to improve quality
of life whiie preserving the cultural heritage of Maryland’s rural communities.

As Chair of its Health Care Committee, may | extend to you a most cordial invitation to join us in our
discussions on identifying priorities of medical needs with a special focus on the Rural Counties in
Maryland. In view of your background and interest, | believe your perspective will greatly assist in our
deliberations and contribute to our goal in focusing, in a non-duplicative fashion, on the unmet needs as
well as the RMC’s role in calling attention to them.

The frequency of meetings will consist of monthly conversations, many of which wil! be by telephone in
view of the geographic diversity of the Committee’s membership. Recognizing the value of your time, |
will not force agendas and will only convene meetings when there are specific items to present for input
and consensus.

As an example, the priority reached in previous discussions centered on the mental health component of
telemedicine. However, when the Governor reconvened the Maryland Telemedicine Task Force in mid
2013, our discussions ceased to await the outcome of that report. Consequently, with its finalization in
October 2014, the initial topic for cur Committee’s first meeting would be a review of the MHCC’s
recommendations and g determination as to whether there is a continued role for RMC in this
exploration. If so, what should be addressed. If not, what are the higher priorities that can be
realistically addressed by the group.

-“A Collective Voice for Rural Maryland”
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«Courtesy_Title» «First_name» «Middle_name» «Last_name»«Suffix»
January 8, 2015
Page 2

| hope you will accept my invitation to become a member of our Committee, | would greatly appreciate
a response at your earliest convenience and no later than February 13, 2015 so that | can make
appropriate plans for an early March discussion.

Please address your responses to my attention care of rmc.mda@®maryland.gov. Should you wish to
contact me by telephone, | can be reached at (410} 822-5735,

Thanks for your consideration.

Sincerely,
o 111 / G d 1&({
o, THedlsvgtie

Tom McLoughlin
Chair, Rural Maryland Council Health Care Committee

TM:kav



Rural Maryland Council

2015-2016 Health Care Committee Participants

Dr. Dianna E. Abney, M.D.

Health Officer

Charles County Department of Health
White Plains, MD
dianna.abney@maryland.gov

Ms. Michelle Clark (Participant from March 2015 — October 2015)
Executive Director

Maryland Rural Health Assoc.

Baltimore, MD

michelleclark@mdruralhealth.org

Ms. Charlotte Davis

Executive Director

Rural Maryland Council
Annapolis, MD
charlotte.davis@maryland.gov

Mr. Michael A. Franklin, FACHE
President and CEO

Atlantic General Hospital
Berlin, MD
mfranklin@atlanticgeneral.org

Ms. Roxanne Hale, MHA, FACHE, CMPE

Director, Office of Primary Care Access, Health Systems and Infrastructure Administration
Maryland Department of Health and Mental Hygiene

Baltimore, MD

roxanne.hale@maryland.gov

Ms. Holly Ireland

Executive Director

Mid-Shore Mental Health Systems, Inc.
Easton, MD

hireland@msmbhs.org

Mr. John Kornak

Director, Telehealth

University of Maryland Medical Center
Baltimore, MD

jkornak@umm.edu
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Rural Maryland Council

2015-2016 Health Care Committee Participants

Dr. Karan Kverno, Ph.D., PMHCNS-BC, PMHNP-BC
Assistant Professor, PMIHNP Program

Johns Hopkins University School of Nursing
Baltimore, MD

kkvernol@jhu.edu

Ms. Temi Oshiyoye

Director

State Office of Rural Health, Maryland Department of Health and Mental Hygiene
Baltimore, MD

temi.oshiyoye@maryland.gov

Dr. Kerry C. Palakanis, CRNP
CEO

Crisfield Clinic Family Practice
Crisfield, MD
Kerry@crisfieldclinic.com

Ms. Sharon Praissman, MS, CRNP-A/PMH

Clinical Director, Psyciatric Outpatient Program for Adults
Johns Hopkins University School of Nursing

Baltimore, MD

Spraissl@jhmi.edu

Dr. David B. Pruitt, M.D.

Director, Child and Adolescent Psychiatry
University of Maryland School of Medicine
Baltimore, MD
dpruitt@psych.umaryland.edu

Dr. H. Neal Reynolds, M.D.

Associate Professor

University of Maryland School of Medicine
Baltimore, MD
hneal.reynolds@gmail.com

Dr. P. David Sharp, Ph.D.

Chair, Technology Solutions & Standards Advisory Group

Center for Health Information Technology & Innovative Care Delivery
Maryland Health Care Commission

Baltimore, MD

dsharp@maryland.gov
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Rural Maryland Council

2015-2016 Health Care Committee Participants

Dr. Nancy M. Smith, DNP, CRNP, FNP-BC
Assistant Professor, Nursing Department
PRMC/Salisbury University

Salisbury, MD

nmsmith@salisbury.edu

Ms. Justine Springer, MPH (January 2016 — Present)

Program Manager

Maryland Health Care Commission

Center for Health Information Technology and Innovative Care Delivery
Baltimore, MD

Justine.springer@maryland.gov

Ms. Lara Wilson (Participant October 2015 — Present)
Executive Director

Maryland Rural Health Association

Oakland, MD

larawilson@mdruralhealth.org

Ms. Jennifer Witten
Government Relations Director
Maryland Hospital Association
Elkridge, MD
jwitten@mhaonline.org

Ms. Deborah L. Wolf, MS

Director

Atlantic Health Center, Atlantic General Hospital
Berlin, MD

dwolf@atlanticgeneral.org

Ms. Teresa Zent, J.D.
Attorney

Baltimore, MD
tmzent@gmail.com
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Rural Maryland Council

RMC Health Care Committee Meeting
March 25, 2015
11:00 a.m. to 1:00 pm
MARBIDCQ’s Offices, 1410 Forest Drive, Suite 21, Annapolis, Maryland
Agenda

Invited participants: Members of the Health Care Committee
Thomas McLoughlin, Chair
Charlotte Davis, Executive Director
Kathy Vernacchio, RMC Administrative and Communications Aide

l. Welcome and Introductions
1. RMC History and Mission

M. Committee Purpose

Identify Health Priorities

Reach Consensus on one Topic

Invite Presentations (As indicated)
Analyze Alternatives

Propose Solutions/Recommendations
Develop Advocacy

Evaluation of Efforts

@ 0 o0 T

V. Maryland Telemedicine Task Force Report
a. Summary of RMC Committee’s activities
b. Summary of MHCC Report’s Conclusions

V.  Open Discussion of Health Care Committee’s Role
a. Legislative

Regulatory Review

Community Awareness

Professional Support

Other

®oogo

VI. Next Steps
a. Selection of Highest Priority Topic
b. Frequency and Type of Future Meetings
c. Date of Next Meeting

VIl.  Adjournment

10



Minutes
Regular Meeting of the Rural Maryland Council (RMC) Health Care Committee
Wednesday, March 25, 2015, 11:00 a.m. to 1:00 p.m.
MARBIDCO, 1410 Forest Drive, Suite 21, Annapolis, Maryland 21401

Participants:

Thomas McLoughlin, RMC Health Care Committee Chair

Dr. Dianna E. Abney, M.D., Health Officer, Charles County Department of Health

Ms. Michelle Clark, Executive Director, Maryland Rural Health Assoc.

Ms. Charlotte Davis, Executive Director, Rural Maryland Council

Ms. Holly Ireland, Executive Director, Mid-Shore Mental Health Systems, Inc.

Mr. Michael Jackson, Maryland Dept of Transportation, Director, Office of Bicycle and
Pedestrian Access

Dr. Karan Kverno, Ph.D., PMHCNS-BC, PMHNP-BC, Assistant Professor, PMHNP Program, Johns
Hopkins University School of Nursing

Ms. Temi Oshiyoye, Director, State Office of Rural Health

Ms. Sharon Praissman, MS, CRNP-A/PMH, Clinical Director, Psychiatric Outpatient Program for
Adults, Johns Hopkins University School of Nursing (by phone)

Dr. H. Neal Reynolds, M.D., Associate Professor, University of Maryland School of Medicine
Dr. P. David Sharp, Ph.D., Chair, Technology Solutions & Standards Advisory Group, Maryland
Health Care Commission

Dr. Nancy M. Smith, DNP, CRNP, FNP-BC, Assistant Professor, Nursing Department,
PRMC/Salisbury University

Ms. Deborah L. Wolf, MS, Director, Atlantic Health Center, Atlantic General Hospital (not
present)

RMC Staff:
Charlotte Davis

Kathy Vernacchio

Chairman McLoughlin called the meeting to order at approximately 11:19 a.m.

Call to Order
The Committee meeting was called to order at 11:19 a.m.

Welcome and Introductions

The Chair welcomed all in attendance and thanked them for their commitment to participate in
the Committee’s deliberations He noted that some future meetings may be conducted via
conference call in view of the geographic diversity of the membership. He also acknowledged

11



Regular Meeting of the Rural Maryland Council (RMC) Health Care Committee
Minutes of March 25, 2015
Page 2 of 3

with gratitude Mr. Steve McHenry who provided his Agency’s Conference Room for today’s
meeting.

Since this was the initial meeting of the restructured Committee, each member introduced
her/himself and offered a brief summary of their professional backgrounds.

RMC History and Mission

Mr. McLoughlin first provided a brief historical review of rural development in America at the
Federal level beginning with President Theodore Roosevelt’s establishing the Country Living
Commission in 1908 to its current status as the Department of Agriculture, including several
milestones that occurred during this time interval.

He then commented on Maryland’s formal involvement in 1994 when Governor Schaefer, by
Executive Order, created the Council for Rural Development. A year later, the Rural Caucus and
the General Assembly introduced legislation that established the RMC as a permanent and
independent State Agency.

Its mission is to bring rural leaders, government officials at all levels, nonprofit and for-profit
representatives together to identify and seek solutions to the challenges confronting rural
populations. The specific goal is to improve life and preserve the cultural heritage in the rural
areas of this State.

Commiittee Purpose

The Health Care Committee’s purpose is to focus, in a non-duplicative fashion, on the unmet
health care needs of individuals in the rural areas of the State, as perceived by the members of
the Committee. The Chair outlined a suggested approach to the activities ranging from
identifying priorities, analyzing alternatives, proposing recommendations and evaluating
efforts. He also commented on the Agency’s limited resources which necessarily requires
realistic goal and objectives that can be achieved.

Although there were earlier round table discussions and surveys on Telehealth conducted
jointly by the State Office of Rural Health and the Rural Maryland Council, the previous
Committee focused on the Mental Health component of Telemedicine when it was convened in
2012.0f particular concern was the recognized shortage of providers in behavioral health. Its
work, however, was suspended pending the outcome of a report from the MHCC's
Telemedicine Task Force. With MHCC’s recommendations released in October 2014, RMC has
requested that the Committee resume its deliberations.

Maryland Telemedicine Task Force Report

12



Regular Meeting of the Rural Maryland Council (RMC) Health Care Committee
Minutes of March 25, 2015
Page 3 of 3

After a brief summary of the Report’s major conclusions, there was extended discussion on
areas and topics for the Committee’s consideration. Among the many items introduced,
several centered on:

e role of Nurse Practitioners in meeting the needs

e education on the cost effectiveness of telemedicine

e partnership with other professional associations

e obstacles to recruitment and retention of practitioners

e use of telemedicine in ambulatory care, schools, health centers

e identify new stakeholder groups on value and efficiency of telehealth

It was also recognized that much of the Committee’s deliberations can be identified in the Ten
Telehealth Use Cases contained in the MHCC Report and distributed at the meeting by Drs.
Reynolds and Sharp, copy of which is attached. Therefore, it was suggested that the Use Cases
form the baseline for the Committee’s developing a list of priorities. Members were asked to
select from that information at least one but not more than two priorities and submit it to RMC
with a brief explanation on the rationale for the choice(s) within the next two weeks. Upon
receipt, the responses will be collated, summarized and sent to the members prior to the next
meeting.

Next Steps

Recognizing the geographical diversity of the Committee, the next meeting will more than likely
be a conference call. In order to establish a schedule for future meetings, RMC will circulate a
survey to determine the time of day and day of the week that works best for the members,
When the surveys are returned and the input is received, the notice for the date of the next
meeting will be forwarded.

Adjournment

There being no further business to be brought to the Committee, the meeting was adjourned at
1:10 p.m.

Respectfully Submitted,

Kathleen Vernacchio
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10/12/2016

Background

+ The Task Force was created in 2010 in respanse to
recommendations from the Maryland Deparcment of Health

TelemEdiCine TaSk Force and Mental Hygiene and the Maryland State Advisory Council

R | ﬁ an Heart Disease and Stroke
ecommen ons +  In2011, the Task Force expanded to three advisory groups and

made recommendations for advancing telehealth

wiarch 15, 2015 Clinical Advisory Group

+  Financeand Business Model Advisory Granp
Technology Solutions and Standards Advisory Group

+ In2013, State law required MHCC to reconvene the Task Force

‘the MARYLAND

HEAUTH CARE OOMMI310N 2
2013/ 2014 Task Force Transition from Telemedicine to Telehealth
» Comprised of public and private stakeholders +  Current definition for tefemedicinein Maeyland law
« Aboot90individuals repr ing roughly &5 P Telemedicine means, as it refates to the delfvery of health care
v = ® seivices, the use of interactive audio, video, or other
. Develaped rec darions regarding: relecommunicationsor electrante technolagy by a lcensed
P :

heaithcare provider to defiver a health care service within the
scape of practice of the fisalth care provider ar a site otherthan

Transitionfromthe term refermedicine to telehealth !
tha site at which the patieat is located

* Telehealth use cases + Definition far refehealthrecommended by the Task Force
+  Onlinetelehealth provider directory v Telehealth is the defivery of health educarian and services using
telec cations and refated rechsologies in coardinati
with a health care praciitioner
3 !
Telehealth Landscape Telehealth Landscape - Government Payors
+  Telehealth technology adoption +  Medicare reimbursement is limited to rural axeas (~4.3

percentof Maryland census tracts) and provides coverage for

+ 2013: ~G1 percent of acute care hospirals; ~9 peecent of . .
P P P approximately 73 telehealth services (out of over 10,000}

physicians
« . Eventhough telehealth technology and payment structures + Maryland Medicaid reimbursement was previously limited o
are generally in place today, claim submission for telebealth three pilot progeams, recent legislation expanded
services is minimal reimbursemeant
+ 21316 practitienerssubmiteed ~132 clajms thar were - 2013
reimbursed by payors for serviees rendered via teleheafth - Onlyone hospiral submitted Jefiealsh claims to Medicasd

+ Payars indicated that maore practitioners miy be rendering
teleheaith services and not using the apprapriate modifier when
submirtingelaims

= Roughly 75 telemencal claims were submiteed 1o Medteald by
Federally Qualified Health Centers, mental health clinics, and
physicians

14



Telehealth Use Cases

»  TheTask Force recommended use cases to accelerate
telehealch diffusienin the State

+ Almte improve patient outcomes, reduce costs, and create a
sustainablechange in the way care is delivered, consistent with
health care reform :

+  Implemented in rural and/or underserved areas

+  Addresspotential increased demand for healeh care servicas
due to implementation of health care reform

Clinical Advisory Group Comtimued

5. Usertelehealthin hospiral g ments and during
transport of critically ifl patients to aid in preparation for
receiprof patient

q

6. Incorporate telehealthin public health screening and
monitoring with the exchange of electronic health
information

7. Deploytelehealthin schools for applications including
asthma management, diabetes, childhood obesity, behavioral
health, and smoking cessation

8. Use telehealth for routine and high-+isk pregnancies

Funding the Telehealth Use Cases

The Task Force proposed the General Assembly consider
providing approximately $2.5 million in funding for the
impl ation of select velehealth use cases through pifot
projects

+ Selertuse cases would he comperitively funded through
cooperative grants between the Stase and the recipient

»  Absent funding from the General Assembly, the use of
telebealth will remain stifled under existing models of care
delivery where the incentives do not encourage innovation
in heaith care delivery

15
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(linical Advisory Group

Recommended telehealth use cases to
applications

various t h

1. improve transitions of care betweenacute and post-acute
settings thraugh celehealth

2. Usetalehealth to manage hospital Prevention Quality
Indicators

3. Incorpaorare telehealth in haspical inncvative care delivery
madels through ambulatory practice shared savings

programs

4

Require value-based reimbursement models ro factor in
reimbursement for relehealth *

Clinical Advisory Growup Contimed

5. Deploytelehealth services widely at community sites,
connected to health care professionals and/or the statewide
healthinformation exchange

19.  Use telebealth for remote mentoring, monitoring and
procrering of health care praeritioners through relehealth
for the expansion, dispersion and maintenance of skilfs,
supervision, and edacation

Finance and Business Model Advisory Group

+  ldentified key financial and b del chall of
deplaying the use cases

*  Reimbursementstructure
+ Remore Farilicy and defivery sice billlng

+  Practitioner availability, g and care coordination,
practice transf ion and redesig )
SOT £ P . 3

r

«  Considered propesing policy selutions; concluded, ar this
time, statewide policy wauld inhibit innovaticn n
deploymentofthe use cases

+  Organizations need to develop solutions to mitigate

implementation challenges unique to cheir organizations
1




Technology Solutions and Standards Advisory
Group

+  Determined the use cases could be implemented with
current and evolving telehealth technology

+  |dentifieda barvier to telehealth diffusionis the lack of
information available about praciitioners rendering
tefehealth services and rechnelogies utilized

« Rec ded the devel

p of a publicly available anline

telehealth provider divectory that includes information about
telehealth services offered and rechnologies used

+ Made available through the MHCC's Srate-Designared Health
Informatian Exchange, the Ct
System for oue Patients (CRISP)
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Remarks

+  Telehealth provides the opportunityro enhance the patient
experience by increasing access to care

«  The Task Farce rec ions, if imp) ted, are
expected to improve quality of care, contain health care
costs, and increase patient and pravider sarisfaction

»  Collaborarion among stakeholders is essential in
implementing the use cases to foster more rapid diffusion of
relehealth

»  Evidence from the use cases wilt be compiled by MHCC ro
infornt future teleheafth policy




RMC Health Care Committee

Just a friendly follow up to our initial Committee meeting on March25, 2015.

For the benefit of those members who were unable to attend our first meeting, we discussed several
health issues commanding a high priority, among them, the recommendations of the MHCC
Telemedicine Task Force. Specifically, we thought that the ten Telehealth Use Cases might be an
appropriate base line for the group’s use in identifying its top priorities from which we will attempt to
reach consensus on one issue that will receive the focus of our attention.

| also highlighted the previous RMC Committee’s unfinished efforts that were suspended while the Task
Force study was underway. In those discussions, Telemental health was designated as the highest
priority as was the dearth of psychiatrists in addressing that need.

Consequently, the committee members agreed to select from the MHCC list, preferably one, but not
more than two, Use Cases for further review in determining the Committee’s direction. Also requested
was a brief summary on the reason for the selection in no more than two sentences. Not to be excluded
from that consideration, however, is the increasing awareness of Telemedicine’s vital role in Behavioral
Health and the role of the psychiatrically trained Nurse Practitioner in that process.

Since each member present agreed to forward her/his thoughts within two weeks following the
meeting, may | respectfully ask that you respond no later than Monday, April 13 so that we can collate
the responses and send out that report for your review.

Additionally, and under separate cover, Kathy will be sending out a survey so that we can establish a set
day and time for our future meetings.

Thanks for your commitment to this effort and your continued interest in serving as a member of this
Committee.

Tom McLoughlin
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RMC Health Care Committee
June 2, 2015
1:00 PM
Draft Agenda

. Convene Mesting
. Minutes of March 25, 2015
. Review and Discussion of Priorities as Submitted
. Committee’s Role in Advocacy for Telemedicine
A) Research —Staff/ Individuals/ Task Force/ Other Organizations
B) Communication - Position Papers/ Speakers/ Leadership Meetings
C) Education — Workshops Conferences/ Newsletters/ Other
. Goalsto be Achieved
A) Legidative
B) Regulatory Review
C) Community Awareness
D) Professional Support
. Other Business
. Next Meeting July 7, 2015

. Adjournment
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Minutes
Regular Meeting of the Rural Maryland Council (RMC) Health Care Committee
Tuesday, June 2, 2015, 1:00 p.m. to 2:00 p.m.
Via Conference Call

Present:

Mr. Thomas McLoughlin, RMC Health Care Committee Chair

Ms. Charlotte Davis, Executive Director, Rural Maryland Council

Dr. Karan Kverno, Ph.D., PMHCNS-BC, PMHNP-BC, Assistant Professor, PMHNP Program, Johns
Hopkins University School of Nursing

Dr. Kerry Palakanis, Owner and CEO, Crisfield Clinic Family Practice

Ms. Lylie Hinh, Assistant to Dr. Palakanis, Crisfield Clinic Family Practice

Dr. David Pruitt, Director, Child and Adolescent Psychiatry and Director of Telemental Health for
the Department of Psychiatry, University of Maryland School of Medicine,

Dr. H. Neal Reynolds, M.D., Associate Professor, University of Maryland School of Medicine
Ms. Sharon Praissman, MS, CRNP-A/PMH, Clinical Director, Psychiatric Outpatient Program for
Adults, Johns Hopkins University School of Nursing

Dr. Nancy M. Smith, DNP, CRNP, FNP-BC, Assistant Professor, Nursing Department,
PRMC/Salisbury University

Ms. Deborah L. Wolf, MS, Director, Atlantic Health Center, Atlantic General Hospital

RMC Staff:
Kathy Vernacchio

Call to Order
The Committee meeting was called to order at 1:15 p.m.

Welcome and Introductions

The Chair welcomed the participants and thanked everyone who was able to join the call.
Minutes

The minutes of the March 25, 2015 meeting were previously distributed to all Committee
members. The Chair asked if there were any questions on the content, comments, or

corrections. There being none and upon motion properly made and seconded, it was voted to
accept the minutes as submitted.
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Regular Meeting of the Rural Maryland Council (RMC) Health Care Committee Approved
Minutes of June 2, 2015 July 7, 2015
Page 2 of 2

Review and Discussion of Priorities

At the March 25, 2015 meeting, members were asked to select one but not more than two
priorities from MHCC's Task Force recommendations and submit that information to the RMC
for discussion at today's meeting.

Approximately eight members forwarded their suggestions totaling ten priority items. Four
responses identified school-based programs, community sites received two votes, and the
monitoring, proctoring and mentoring of health care practitioners received two votes. Other
comments considered as high priority were the use of telehealth for prevention quality
indicators, and its use in emergency rooms.

During the discussion that ensued, much of the focus was on the need for school and
community center based programs. Many of the comments related to the importance of
psychiatric medicine in telehealth as well as the role of the psychiatrically trained nurse
practitioner in addressing the issue of behavioral health especially in the rural communities.

Committee members also included comments on their experiences with current tele-behavioral
health initiatives underway and efforts in collaborating with other organizations in the field.

Committee’s Role in Advocacy for Telemedicine

Based on the discussion under the previous agenda item, it was suggested that the Committee
might benefit from a guest speaker being invited to a future meeting. Members who attended
a Mid-Atlantic Telehealth Resource Center (MATRC) Summit meeting in March indicated that
the topic of telepsychiatry was not only on that formal program but was also represented
among the exhibits at the site. Consequently, it was the Committee's consensus that a
representative from one of the exhibitors in that forum be approached for a presentation on
telemental health delivery models at an upcoming meeting.

Next Meeting

RMC will attempt to secure a guest speaker for the next meeting tentatively scheduled for
Tuesday, July 7, 2015 at 1:00 p.m. lts format will be determined by the availability of the
members for a face-to-face meeting or conference call.

Adjournment

There being no further business to be brought forward, the meeting was adjourned at
approximately 2:12 p.m.

Respectfully Submitted,

Kathleen Vernacchio
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Rural Maryland Council

RMC Health Care Committee Meeting
July 7, 2015
1:30 p.m. to 3:00 pm
Maryland Department of Agriculture
50 Harry S. Truman Parkway, Annapolis, Maryland 21401
Agenda

Invited participants: Tarik K. Shaheen, M.D., Child Psychiatrist and Founder, Iris Telehealth
Members of the Health Care Committee
Thomas McLoughlin, Chair
Charlotte Davis, Executive Director
Kathy Vernacchio, RMC Administrative and Communications Aide

l. Convene Meeting
1. Minutes of June 2, 2015
1. Tarik Shaheen, MD Presentation
IV.  Open Discussion
V. RMC White Paper
VI.  Other Business

VII. Adjournment

Next Meeting Scheduled for August 4, 2015, Location to be determined
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Minutes
Regular Meeting of the Rural Maryland Council (RMC) Health Care Committee
Tuesday, July 7, 2015, 1:30 p.m. to 3:00 p.m.
Maryland Department of Agriculture
50 Harry S. Truman Parkway, Annapolis, Maryland 21401

Present:

Mr. Thomas McLoughlin, RMC Health Care Committee Chair

Ms. Michelle Clark, Executive Director, Maryland Rural Health Association

Ms. Charlotte Davis, Executive Director, Rural Maryland Council

Mr. Michael Franklin, FACHE, President and CEO, Atlantic General Hospital

Ms. Roxanne Hale, Director, Office of Primary Care Access, Health Systems and Infrastructure
Administration, Maryland Department of Health and Mental Hygiene

Ms. Holly Ireland, Executive Director, Mid-Shore Mental Health Systems, Inc.

Mr. John Kornak, Director of Telehealth, University of Maryland Medical Center

Dr. Karan Kverno, Ph.D., PMHCNS-BC, PMHNP-BC, Assistant Professor, PMHNP Program, Johns Hopkins
University School of Nursing

Ms. Sharon Praissman, MS, CRNP-A/PMH, Clinical Director, Psychiatric Outpatient Program for Adults,
Johns Hopkins University School of Nursing

Dr. David Pruitt, Director, Child and Adolescent Psychiatry and Director of Telemental Health for the
Department of Psychiatry, University of Maryland School of Medicine,

Dr. H. Neal Reynolds, M.D., Associate Professor, University of Maryland School of Medicine

Dr. P. David Sharp, Ph.D., Chair, Technology Solutions & Standards Advisory Group, Maryland Health Care
Commission

Dr. Nancy M. Smith, DNP, CRNP, FNP-BC, Assistant Professor, Nursing Department, PRMC/Salisbury
University
Ms. Teresa Zent, J.D., Attorney

RMC Staff:
Kathy Vernacchio

Call to Order
The Committee meeting was called to order at 1:41 p.m.

Welcome and Introductions

The Chair welcomed the participants and thanked the members for their attendance and continued
interest in the committee’s activities. He introduced Dr. Tarik Shaheen, Child Psychiatrist and Founder
of Iris Telehealth and provided a brief introduction of his background. At the Chair’s request, each
member introduced him/herself to Dr. Shaheen and offered a brief summary of their involvement in
the health field.
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Regular Meeting of the Rural Maryland Council (RMC) Health Care Committee
Minutes of July 7, 2015
Page 2 of 2

Tarik Shaheen M.D. Presentation

Dr. Shaheen focused his comments on the health care needs for telementalhealth , particularly in rural
areas. He discussed the impact of technology, organizational strategy, operational planning and patient
sensitivity in developing and sustaining a successful program. He also touched on potential barriers
encountered such as but not limited to reimbursement, clinical and administrative acceptance,
frequency of regulatory changes, and the perception that it is not a cost effective solution.

He concluded his remarks reflecting on the rapid growth in telemedicine, its increasing recognition as a
critical clinical tool for improving access to health care and its importance to patients, especially in
rural communities.

Open Discussion

During the discussion that followed, Dr. Shaheen responded to comments/questions related to
advocacy roles, telehealth curriculum in medical schools, adequacy of reimbursement for mental
health, telehealth’s applicability to both urban and rural areas and many other clinical, operational and
policy development issues.

The Chair concluded the meeting by thanking Dr. Shaheen for his presentation, the enlightening
information he shared , and his candid observations based on his practice experience. The Chair also
requested that the members reflect on today’s presentation and relate it to Ms. Davis’ White Paper
which will be discussed at the next meeting in greater detail as the committee attempts to
contemplate a meaningful role for the RMC in moving the conversation of telepsychiatry forward.

Minutes
The minutes of the June 2, 2015 meeting were previously distributed to all Committee members. The
Chair asked if there were any questions on the content, comments, or corrections. There being no

modifications noted, and upon motion properly made and seconded, the minutes were accepted as
submitted.

Next Meeting
The next meeting is scheduled for Tuesday, August 4, 2015. Based on the responses received to the

Chair’s request a determination will be made as to the type of meeting (face to face vs. conference
call).

Adjournment

There being no further business to be brought forward, the meeting was adjourned at approximately
3:00 p.m.

Respectfully Submitted,
Kathleen Vernacchio
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RMC Health Care Committee
August 4, 2015
1:00 PM
Draft Agenda

. Convene Mesting

. Minutes of July 7, 2015

. RMC White Paper

. Open Discussion Dr. Shaheen’s Presentation
. Future Topics for Committee Review

. Other Business

. Next Meeting September 1, 2015

. Adjournment
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Minutes
Regular Meeting of the Rural Maryland Council (RMC) Health Care Committee
Tuesday, August 4, 2015, 1:30 p.m. to 3:00 p.m.
Conference Call

Present:

Mr. Thomas McLoughlin, RMC Health Care Committee Chair

Ms. Charlotte Davis, Executive Director, Rural Maryland Council

Ms. Roxanne Hale, Director, Office of Primary Care Access, Health Systems and Infrastructure
Administration, Maryland Department of Health and Mental Hygiene

Ms. Holly Ireland, Executive Director, Mid-Shore Mental Health Systems, Inc.

Mr. John Kornak, Director of Telehealth, University of Maryland Medical Center

Dr. David Pruitt, Director, Child and Adolescent Psychiatry and Director of Telemental Health for the
Department of Psychiatry, University of Maryland School of Medicine,

Dr. H. Neal Reynolds, M.D., Associate Professor, University of Maryland School of Medicine

Dr. P. David Sharp, Ph.D., Chair, Technology Solutions & Standards Advisory Group, Maryland Health
Care Commission

Dr. Diana Abney, Health Officer, Charles County Department of Health

Dr. Kerry Palakanis, CRNP, CEO, Crisfield Clinic Family Practice

Mr. Josh Hastings, RMC Legislative Chair

Dr. Nancy M. Smith, DNP, CRNP, FNP-BC, Assistant Professor, Nursing Department, PRMC/Salisbury
University

1.Convene Meeting

The meeting was convened at approximately 1:05 pm.

2. Minutes of July 7, 2015

The Chair apologized for the delay in forwarding the minutes of the July 7" meeting minutes to
committee members. It was mentioned that the minutes will be sent shortly for review and action at
the next regular meeting.

3. RMC White Paper

The RMC Executive Director presented the draft RMC white paper for discussion. Also the Chair of the
RMC Legislative Committee summarized its activities during the past session and outlined its
responsibilities, including the process observed in developing its list of legislative priorities and creating
a bill tracking sheet. During the discussion that followed, there were questions related to the possibility
of Rural Maryland Prosperity Investment Fund revenue for Fiscal Year 2017, the review process involved
in the grants awarded by the Maryland Agricultural Education and Rural Development Assistance Fund
and the experience of the RMC with its partners, the Maryland Rural Health Association and the
Department of Health and Mental Hygiene in conducting the Round Table discussions on Telemedicine.
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4. Open Discussion Dr. Shaheen’s Presentation

Several observations were offered regarding the preceding discussion and a review of Dr. Tarik
Shaheen’s remarks at the July 7" meeting. Among them were the feasibility of hosting three pilot
telemedicine sites to identify mechanisms to make telemedicine more functional, Medicaid payment
issues, the challenges raised regarding certification and reciprocity and the matter of coverage for
behavioral health by private insurers. It was suggested that speakers on the various topics mentioned be
invited to future meetings of the committee.

5. Future Topics for Committee Review

It was reported that the Center for Remote Health has recently released its compilation of the telehealth
laws for each of the 50 states. However, members have not yet been able to review the material.
Among the topics suggested for committee review were the need for a reasonable reimbursement
program, increased focus on school based delivery demonstrating its cost effectiveness, the feasibility
of creating a nonprofit Telemedicine organization and the possibility of developing a coalition that is
focused on expanding access to behavioral health via telemedicine with potential membership
broadened to include non health related organizations such as local community foundations and
businesses. Also mentioned was a strengthening of the working relationship with the Mid-Atlantic
Telehealth Resource Center.

6. Other Business

Ms. Davis reported that a workshop on the future of Teletheraphy has been assembled by Delegate
Kirill Reznik. Its first meeting occurred on July 27" for a brief overview of the need and activities to
date. Its next meeting is scheduled for August 31st.

After further discussion, Committee members were asked to reflect on the subject matter of today’s
meeting and to submit their comments and specific recommendations to the Chair for more detailed
consideration at future meetings.

7. Next Meeting

In view of the proximity of the next meeting date to the Labor Day Weekend, there was discussion as to
whether the next meeting on Tuesday September 1st should be canceled. After discussion, it was
concluded that a decision will be made and communicated to the members no later than a week before
the scheduled meeting.

8. Adjournment

There being no further business to be brought to the committee, the meeting was adjourned at
approximately 2:55 pm.
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Rural Maryland Council

One of the Rural Maryland Council’s major goals is to enhance rural policy development and coordination by
regularly bringing stakeholders together to identify challenges common to rural areas and, by consensus, to
develop, implement and monitor public and fiscal policy, programmatic or regulatory solutions. With a small
staff, the RMC uses working committees to develop policy expertise across rural concerns and to engage already
committed and knowledgeable rural advocates. Working Committees identify a specific challenge facing rural
areas across the state or region, research the problem to get an overall understanding of it, and then, by
consensus, develop proposed solutions. Solutions usually include developing or modifying state legislation,
regulations, budget appropriations or programs. Committees bring recommendations to the full RMC Executive
Board for approval and implementation. Working Committees also continue to monitor the results and evaluate
the effectiveness of the solution, and to suggest changes over time, when necessary. Ultimately, the
committees empower the RMC to speak on behalf of rural Marylanders with one voice on important issues.

The Health Care Working Committee has been active in the past, focusing on health work force shortage issues.
A separate Telehealth Working Committee was created in 2009 as a result of a Rural Health Roundtable
discussion which investigated the need for a statewide telehealth consortium. The committee developed a
survey of telehealth providers and receivers in Maryland implemented by the Upper Shore Regional Council and
funded by a Maryland Agricultural Education and Rural Development Assistance Fund (MAERDAF) grant award.

In developing future policy and program recommendations, it is helpful to consider the strengths of the Rural
Maryland Council.

The ability to bring forward state resources including:
e  MAERDAF grants to rural-serving nonprofit organizations which include those that provide health care
programs
e Rural Maryland Prosperity Investment Fund (RMPIF) grants
0 Grants for infrastructure, entrepreneurship, regional councils and health care programs and projects
e Agency connections
0 Departments of Agriculture, Business and Economic Development, Health and Mental Hygiene, and
Natural Resources participate in RMC functions
e Maryland Agriculture and Resource-Based Industry Development Corporation (MARBIDCO)
e Regional council support
0 Regional councils serve a three-county area and focus on regional economic development and
planning. Health care entities are often the largest employer in many rural communities.

The ability to advocate at the different levels of government:

e We partner with other agencies and organizations including: Department of Health and Mental Hygiene,
Maryland Association of Counties, Maryland Municipal League, Maryland Chamber of Commerce, Maryland
Rural Health Association and others

e Legislative experience and a record of achievement:

0 Successfully advocated for reauthorizing legislation RMPIF in 2014 to extend sunset date and include
health care under the Fund’s area of focus

0 Offer oral and written testimony before legislative bodies as well joint testimony with the Maryland
Rural Health Association
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Rural Maryland Council

The ability to organize events and meetings to educate and promote issues:
e Organized telemedicine roundtables

e Organized town hall meetings to discuss rural youth engagement

e Organized community development organizations into regional coalitions to assess needs and capacity
issues

The ability to reach out directly into communities:

e Participate in direct outreach into communities through participating in local community events

e Coordinate with federal, state, local elected officials and appointed officials as well as private for-profit and
non-profit organizations

Rural Maryland Council

50 Harry Truman Parkway
Annapolis, Maryland 21401
Charlotte Davis, Executive Director
charlotte.davis@maryland.gov
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Rural Maryland Council

RMC Health Care Committee Meeting
October 6, 2015
1:00 p.m. to 3:00 pm
Anne Arundel County Health Department
Lower Level, Conference Room A
3 Harry S. Truman Parkway, Annapolis, Maryland 21401
Agenda

Invited participants: Members of the Health Care Committee
Thomas McLoughlin, Chair
Kathy Vernacchio, RMC Administrative and Communications Aide
1. Convene Meeting
2. Action on Minutes
a) July7,2015
b) August 4, 2015

3. Telehealth Program Updates

4. Michael Lore, Chief of Staff
Senator Lee’s Office

5. Draft Adolescent Depression
6. Open Discussion Evaluation
7. Other Business

8. Next Meeting

9. Adjournment

Next Meeting Scheduled for November 3, 2015, Location to be determined
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Minutes
Regular Meeting of the Rural Maryland Council (RMC) Health Care Committee
Tuesday, October 6, 2015, 1:00 p.m. to 3:00 p.m.
Anne Arundel County Health Department
3 Harry S. Truman Parkway, Annapolis, Maryland

Present:

Mr. Thomas McLoughlin, RMC Health Care Committee Chair

Dr. Diana Abney, Health Officer, Charles County Department of Health

Ms. Michelle Green Clark, Executive Director, Maryland Rural Health Association

Dr. Karan Kverno, Ph.D., PMHCNS-BC, PMHNP-BC, Assistant Professor, PMHNP Program, Johns Hopkins
University School of Nursing

Ms. Roxanne Hale, Director, Office of Primary Care Access, Health Systems and Infrastructure
Administration, Maryland Department of Health and Mental Hygiene

Ms. Temi Oshiyoye, Director, State Office of Rural Health, Maryland Department of Health and Mental
Hygiene

Dr. David Pruitt, Director, Child and Adolescent Psychiatry and Director of Telemental Health for the
Department of Psychiatry, University of Maryland School of Medicine,

Dr. H. Neal Reynolds, M.D., Associate Professor, University of Maryland School of Medicine

Dr. P. David Sharp, Ph.D., Chair, Technology Solutions & Standards Advisory Group, Maryland Health
Care Commission

Guest Speaker:
Mr. Michael W. Lore, Esq., Chief of Staff, Senator Susan C. Lee, The Senate of Maryland

RMC Staff: Kathy Vernacchio

1. Convene Meeting

The meeting was convened at approximately 1:20 p.m.

2. Action on Minutes

The minutes of both the July 7, 2015 and August 4, 2015 meetings were previously distributed to all
Committee members. The Chair asked if there were any questions on the content, comments, or
corrections. There being none and upon motion properly made and seconded, it was voted to accept
the minutes as submitted.

3. Mr. Michael Lore Presentation

The Chair asked Dr. Reynolds to introduce the guest speaker, Michael Lore, Chief of Staff for Senator
Susan C. Lee. In his introduction, Dr. Reynolds provided a historical background regarding telehealth
advocacy and legislation in Maryland over the past five or six years. He also mentioned the efforts
surrounding the passage of the 2014 Medicaid Telehealth Reimbursement Bill sponsored by Delegate
Susan Lee and Senator Catherine Pugh.
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Mr. Lore indicated that he hoped to benefit from the experiences of the Committee members present
and that the office of Senator Lee intends to increase its working relationship with the Maryland
Department of Health and Mental Hygiene (DHMH) and the Rural Maryland Council. He mentioned that
14 other states have legislation supporting telehealth and telemental health and commented on topics
such as access, regulation and the role of the legislature regarding those regulations.

In discussing the 2014 Bill to encompass all reimbursements, it was pointed out that an amendment was
introduced with the intent to limit reimbursements due to State budgetary considerations. While the
current language indicates that the DHMH may authorize coverage, the next legislative session might
include strengthening that statement. Mr. Lore said Senator Pugh, Senator Lee and Delegate Resnick are
interested in working on this subject prior to and during the 2016 Legislative Session.

4. Open Discussion Evaluation

Several observations were made regarding the presentation. Deep cuts in State budgets were a major
source of concern and changing the language of the Bill might not be addressing the core issue which is
the fiscal challenge. One of the possibilities advanced was working with DHMH in identifying funding
through existing programs. There was extended discussion regarding the global budgeting and healthy
population programs and their potential impact on generating income and creating incentives for
hospitals to develop and support telehealth models in the community environment. In focusing on cost
savings as a major strategy in revising legislation, organizations such as the American Telemedicine
Association may provide data on cost savings and/or best practices realized through the adoption of
telemedicine by neighboring states.

Other considerations discussed were:

Legislative changes in reimbursement that would incentivize the adoption of telehealth delivery models
such as “gain sharing” among primary care practices that exist in the hospital’s service area by
partnering with practitioners already delivering care in the community.

Legislative changes in regulation that would provide motivation for adoption of telemedicine. Declining
numbers of physicians in some medical professions should initiate a closer focus on revising regulations
to better accommodate the training and clinical qualifications of other advanced degree health care
practitioners such as the nurse practitioner.

School based and Community Center programs in primary care are closely related especially in the areas
of mental health and substance abuse. Presenting options for the integration of both in the same

environment using telehealth would provide motivation to adopt this health care delivery model.

In concluding the discussion, several members of the committee agreed to follow up with the
suggestions offered and will report back at the next meeting.

5. Draft Adolescent Depression

In view of the previous discussion, this agenda item was tabled for a future meeting
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7. Other Business

There was a brief discussion on a more flexible interpretation on the option of conference calls when
guest speakers are involved and traveling to Annapolis for a presentation. While the consensus
preferred physical presence, it was recognized that every member from time to time encounters
conflicts in schedules. Therefore, the committee suggested that exceptions be made when a member
has been unsuccessful in resolving it. However it was also agreed that a guest speaker will not be
invited unless there is at least 60% Committee attendance at the meeting site.

8. Next Meeting

The next meeting is scheduled for November 3, 2015.

The December meeting is scheduled for Tuesday, December 1, 2015. The Guest Speaker is Ms. Shannon
McMahon, Deputy Secretary, Health Care Financing for the Maryland Department of Health and Mental
Hygiene.

9. Adjournment

There being no further business to be brought to the committee, the meeting was adjourned at
approximately 3:15 pm.



DRAFT FOR DISCUSSION ONLY

ADOLESCENT DEPRESSION

N.B. The following information is not intended to be a thoroughly researched
study on the impact of depression among adolescents. Rather its purpose is to
stimulate productive discussion by focusing on the major profiles associated with
the disease. Through that approach, it is hoped that a realistic course of
preventive action can be identified and developed to lessen its influence over the
lives of the youth in this country.

October 2015
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According to a report published by Healthy People 2020, Depression is the most
common disorder identified in mental illness. It is the leading cause of disability in
the work force, is responsible for more than 60% of all suicides each year and
contributes to a shortened life span. Currently, suicide is the 3" leading cause of
death for adolescents in both the 10-14 and 15-19 age groups in this country. In
fact, some projections suggest it could become a leading cause of death by 2020,
second only to Heart Disease.

Major depression is defined as experiencing a depressed mood or loss of interest
or pleasure in daily activities including such issues as sleep, eating, energy,
concentration and self-worth for at least a two week interval. Among its causes
are anxiety, phobias, stress, and chronic diseases. Despite its devastating impact,
the literature indicates it is very treatable. In a statement issued by the
Depression and Bipolar Support Alliance, it is estimated that up to 80% who are
treated for depression show improvement in their symptoms within four to six
weeks.

Offsetting that success rate is the fact that more than half of the adult population
(18 & older) do not actively seek or receive the proper treatment. In the recently
released 2014 survey conducted by Substance Abuse and Mental Health Services
Administration (SAMHSA), the major reason for not receiving any mental care
cited by approximately half of all adults was the cost associated with it. Another
significant segment (25%) believed the problem could be managed without
treatment.

In attempting to analyze the impact of depression on adolescents (Ages 12-17), it
was measured by their ability to do chores at home, do well at school or work, get
along with family and have a social life. In 2013, the number of adolescents with a
major depression episode (MDE) within the past 12 months was 2.6 million
(10.7%) which included almost 360,000 who had a co-occurring substance abuse
disorder. That number increased to 2.8 million due primarily to the increase in

RMC Adolescent Depression — Draft
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MDE incidents. The most common response from nearly 50% of those receiving
care, whether it was in specialty mental health services (inpatient or outpatient
care within the year) or in an educational setting was “feeling depressed” with
29% acknowledging thoughts and/or attempts at suicide. However, there were
significantly broader differences from the educational setting when responding to
prioritizing perceived problems at school (22.4% vs. 13.0%) and with friends
(17.7% vs. 4.5%).

Regarding the co-occurring conditions (MDE & SU) among youths in this age
category there was an increase in using illicit drugs within the past year as
opposed to those who did not experience MDE during that interval. Nearly33% of
the MDE youths acknowledged illicit drug use versus 15% in the non MDE group.
In both categories, the dominant drug of choice was marijuana.

Among the 12-17 age group, females seem to be receiving more care in
outpatient and educational settings than their male counterparts. However, those
resources are the most frequently utilized by both genders.

At the national level, the principal resource in more than 90% of the youths
seeking assistance was the Family Physician with counselors being contacted in at
least 50% of the episodes. According to the 2012-2013 data less than 10% of the
contacts involved a mental health nurse or other non-physician health care
provider.

Studies further cite the lack of evaluation for depression in office visits with the
primary care physician. One such study stated that only 25% of the physicians
included the evaluation despite the recognition by 75% of the respondents that it
is a treatable condition. Another complication highlighted by Communities
Healing Adolescent Depression and Suicide (CHADS), a Missouri based
organization, suggests that approximately 80% of all youths with mental illness
have not been identified and, therefore, are not receiving any mental health
service.

At the State level, the National Alliance for Mental lliness (NAMI) in a State
Advisory Report published in 2010 indicated that Maryland’s public mental health
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system provided services to only 19% of its adult residents who live with serious
mental illnesses. Moreover, a 2015 report by Mental Health in America (formerly
the National Mental Health Association) pointed out that Maryland ranked 33™
among the states where children needed but did not receive mental health
services. In another SAMSHA publication entitled Behavioral Health Barometer
for Maryland 2014, it was stated that the percentage of adolescents with MDE
was similar to the national average for2012-2013. During that same interval,
however, it suggested that 62% within that age group did not receive treatment
for depression.

From a review of the Mental Health Workforce Availability Chart included in the
2015 MHA report, Maryland’s ratio of population per mental health worker was
ranked 21st (666:1) and was better than the national average (790:1)as well as its
neighboring states excepting Delaware. On the other hand, there is increasing
concern regarding the shortages of psychiatrists as services for mental health
increase. A recent study initiated by the Mental Health Association of Maryland
highlighted that finding. Among Its results indicated that only 14% of the 1,154
psychiatrists identified under health reform were accepting new patients and
available for appointments within 45 days.

In 2008, a Maryland Physician Workforce Study was jointly sponsored by the
Maryland State Medical Society and the Maryland Hospital Association. Among its
observations was a 41% projected increase in total allied health professionals
(AHP) between 2007 and 2015 with only a 14% increase in primary care
physicians. It also compared Maryland’s utilization of the AHP as a percentage of
primary care providers (37%) which was somewhat higher than the national
average (24%). At this point, however, the data are not yet available to determine
the accuracy of that forecast.

Nationally, the President Elect of the American Psychiatric Association estimated
that the country will need another 30,000 child psychiatrists to augment the
current 8,000 in practice to meet the mental health provisions included in the
Affordable Care Act. However, the Kaiser Health News reported that lower pay,
reimbursement difficulties and paperwork requirements are discouraging more
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medical students from considering this aspect of practice, which is one of the
lower paying specialties in the medical profession.

At the National level, there are more than 200,000 Nurse Practitioners, over 50%
of whom identify their specialty as family care with approximately 4% focused on
psychiatric/mental care. According to the Maryland Association of Nurse
Practitioners, there are 3,500 NP’s involved in the State’s health care activities
with 1,000 focused on family care and less than 100 indicating psychiatric/mental
health as their field of specialization, a percentage similar to the nation’s average.
The nursing profession whether in the clinical or educational setting can and
should be encouraged to assume a broader role in this process consistent with
their training and qualifications.

There are many more dimensions to this very complex and increasingly dominant
component of mental health that have not been mentioned. Finance,
transportation, insurance, patient and public perception, as well as facilities and
equipment are only some of the essential factors that must be a part of a
meaningful discussion on the topic. In many instances, however, that approach
has a tendency to delay and, might even dissuade, short term objectives from
being implemented.

Therefore, as examples, three short term objectives for further discussion might
be:

e Encourage all Primary physicians to include an evaluation for depression in
their Private office visits

e Review and revise roles of School Nurse and Counselor to assist in detecting
signs of depression for possible medical attention

e Develop support for certification programs in mental health to further
enhance ADP’s qualifications and offset the recognized physician shortage
in addressing and treating or referring adolescents suffering from
depression
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None of the above represents novel concepts. However there does not appear to
be any evidence to date that suggests these items are receiving the attention they
deserve. Perhaps that moment has arrived.
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Rural Maryland Council

RMC Health Care Committee Meeting
November 3, 2015
1:00 p.m. to 3:00 pm
Via Conference Call

Agenda
Call-in Information:
Toll-free dial-in number: 1-877-658-7465
Conference Code: 5962756099
Invited participants: Members of the Health Care Committee

Thomas McLoughlin, Chair
Charlotte Davis, RMC Executive Director
Kathy Vernacchio, RMC Administrative and Communications Aide
1. Convene Meeting
2. Action on Minutes
3. Telehealth Program Updates
Maryland Hospital Association
Med Chi Society
Department Health and Mental Hygiene
Mid Atlantic Telemedicine Resource Center
Care First Blue Cross Blue Shield
4. Draft Adolescent Depression (Previously Distributed)

5. Open Discussion

6. Other Business
Video conferencing for future meetings

7. Next Meeting December 1, 2015

8. Adjournment
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RMC Health Care Committee Meeting
Tuesday, November 3, 2015
Via Conference Call
Minutes

Participants:

Mr. Thomas McLoughlin, RMC Health Care Committee Chair

Dr. Diana Abney, Health Officer, Charles County Department of Health

Dr. Karan Kverno, Ph.D., PMHCNS-BC, PMHNP-BC, Assistant Professor, PMHNP Program, Johns Hopkins
University School of Nursing

Ms. Roxanne Hale, Director, Office of Primary Care Access, Health Systems and Infrastructure
Administration, Maryland Department of Health and Mental Hygiene

Mr. John Kornak, Director, Telehealth, University of Maryland Medical Center

Dr. Kerry Palakanis, Owner and CEOQ, Crisfield Clinic Family Practice

Ms. Sharon Praissman, MS, CRNP-A/PMH, Clinical Director, Psychiatric Outpatient Program for Adults,
Johns Hopkins University School of Nursing

Dr. David Pruitt, Director, Child and Adolescent Psychiatry and Director of Telemental Health for the
Department of Psychiatry, University of Maryland School of Medicine,

Dr. H. Neal Reynolds, M.D., Associate Professor, University of Maryland School of Medicine

Dr. P. David Sharp, Ph.D., Chair, Technology Solutions & Standards Advisory Group, Maryland Health
Care Commission

Ms. Lara Wilson, Executive Director, Maryland Rural Health Association

Attorney Teresa Zent, J.D.

RMC Staff:
Charlotte Davis, Executive Director

Kathy Vernacchio, Administrative Assistant

1. Convene Meeting

The meeting was convened at approximately 1:05 p.m.

2. Action on Minutes

The minutes of the October 6, 2015 meeting were previously distributed to all Committee members.
The Chair asked if there were any questions on the content, comments, or corrections. There being
none and upon motion properly made and seconded, it was voted to accept the minutes as submitted.

3. Telehealth Program Updates

Based on last month’s discussion, additional perspectives were sought on the question of funding for
telemedicine projects for primary/mental health. Among the examples identified were ECHO and ACT,
programs jointly funded by government and nonprofit foundations as well as state programs designed
to encourage preceptor involvement in medical education such as Georgia and one currently being
discussed in Maryland. Also mentioned was Care First’s offer to provide $3,000,000 in grants over one to
three years for telemedicine projects that involve interactive video conferencing or remote patient
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monitoring. However, that window of opportunity closes on November 23, 2015. On the other hand,
while there is a recognition of need, it may be premature to anticipate participation in such funding
from the new approach to hospital reimbursement in this State at this time. There followed extended
discussion on the significant challenges represented by inadequate reimbursement for services.
Consequently, it was suggested that the subject could be raised for further discussion with Deputy
Secretary McMahon in the December meeting.

4. Adolescent Depression Draft Paper

The Chair summarized the draft material on Adolescent Depression previously distributed to the
Committee. Highlighted were the following proposed, short-term objectives:

e Encourage all primary physicians to include an evaluation for depression in their private office
visits.

e Review and revise roles of School Nurse and Counselor to assist in detecting signs of depression
for possible medical attention.

e Develop certification programs in mental health to further enhance ADP’s qualifications and
offset the recognized physician shortage in addressing and treating or referring adolescents
suffering from depression.

In the discussion that followed, it was also mentioned that the draft was shared with the MATRC and its
concept outlined in an informal discussion with a State official. Some programs and pilot studies that are
currently exploring telemental health as well as school-based delivery were identified. Also mentioned
were the loan repayment programs and their potential impact on practitioner recruitment in rural areas,
especially nurse practitioners.

The members present accepted the short term objectives of the draft as the principal focus of its
deliberations over the next twelve months and offered input on the areas to be included in the draft.
Among them were the investigation of the role of telemedicine in this process and available
technologies for education and remote patient monitoring, the recognition of anxiety in view of its
similarity with depression, and the linkage of primary care with the schools.

In concluding the discussion, it was suggested that the committee consider as its goal the establishment
of a model for the first telemental health program for school-based populations in the area. To advance
this discussion to the next step in accomplishing this goal, the members were asked to submit their
thoughts and suggestions so that they can be assembled and brought to the next regular meeting for
further discussion and development.

6. Other Business

The Committee discussed the feasibility of video conferencing for future meetings as proposed and
offered by John Kornak to provide remote access to these discussions .His offer was graciously accepted
with appreciation and he will be working with RMC Staff to establish the necessary arrangements for
future meetings. It was mentioned that the mechanism is designed to recognize the travel distances
involved for all members but with the hope that it will be used appropriately when a request is made for
the physical presence of committee members.
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6. Next Meeting

The next meeting was originally scheduled for Tuesday, December 1, 2015. However, guest speaker,
Shannon McMahon, Deputy Secretary for Health Care Financing, Maryland Department of Health and
Mental Hygiene, had a change in her schedule. The RMC Staff will generate a Doodle Poll to determine
member availability for another date.

7. Adjournment

There being no further business to be brought to the committee, the meeting was adjourned at
approximately 2:41 pm.



RMC Health Care Committee Meeting
November 30, 2015
Maryland Department of Agriculture, 50 Harry S Truman Parkway, Annapolis
Minutes

Participants:

Mr. Thomas McLoughlin, RMC Health Care Committee Chair

Ms. Roxanne Hale, Director, Office of Primary Care Access, Health Systems and Infrastructure
Administration, Maryland Department of Health and Mental Hygiene

Mr. John Kornak, Director, Telehealth, University of Maryland Medical Center

Dr. Kerry Palakanis, Owner and CEO, Crisfield Clinic Family Practice

Ms. Sharon Praissman, MS, CRNP-A/PMH, Clinical Director, Psychiatric Outpatient Program for Adults,
Johns Hopkins University School of Nursing

Dr. David Pruitt, Director, Child and Adolescent Psychiatry and Director of Telemental Health for the
Department of Psychiatry, University of Maryland School of Medicine,

Dr. H. Neal Reynolds, M.D., Associate Professor, University of Maryland School of Medicine

Nancy Smith

Anita Browning, MidAtlantic Telehealth Resource Center

Bob White, University of Maryland

Donna Gugel, DHMH

Shannon McMahon, DHMH

Temi Oshiyoye, DHMH

Teresa Zent, J.D.

The Honorable Addie Eckardt

Michael Lore, Senator Susan Lee’s office

RMC Staff:
Charlotte Davis, Executive Director

Kathy Vernacchio, Administrative Assistant

1. Convene Meeting

The meeting was convened at approximately 3:20 p.m.

2. Continuing Discussion on Committee activities

In view of the anticipated discussion with Deputy Secretary Shannon McMahon, there was no formal
agenda for today’s meeting. Consequently, the Committee members reviewed the three main focus
topics as accepted at the last meeting:
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e Encourage all primary physicians to include an evaluation for depression in their private office
visits.

e Review and revise roles of School Nurse and Counselor to assist in detecting signs of depression
for possible medical attention.

e Develop certification programs in mental health to further enhance ADP’s qualifications and
offset the recognized physician shortage in addressing and treating or referring adolescents
suffering from depression.

Among the Committee members suggestions were including mood disorders and substance abuse in
addition to depression; examining the role of primary care physicians in aligning with the Behavioral
Health Integration into Pediatric Primary Care Program (BHIPP) in view of the provider shortage; and
increasing coordination with school based primary care activities. Also mentioned was the diabetes
management legislation that was introduced during the 2015 Session and which is expected to be
reintroduced in 2016. There was extended discussion on the school delivery systems as well as an
assessment of potential delivery options including a focus on the need to strengthen communications
between the patient-centered home delivery model and the schools. The Committee recommended
that more information be sought related to the interaction between the Maryland School-Based Nurses
Association and the local management boards within the counties.

3. Dr. Shannon McMahon, Deputy Secretary, Health Care Financing, Maryland Department of Health
and Mental Hygiene

Dr. McMahon was introduced and welcomed upon her arrival. Her presentation provided an overview of
the Medicaid program which encompasses over 23% of all Maryland residents with approximately
55,000 providers currently enrolled and projected statewide Medicaid expenditures exceeding $10
billion in FY 2015.

Dr. McMahon discussed the State’s activities In 2014, commenting on Medicaid’s expansion to include
statewide access to telemedicine using a hub and spoke model as well as nurse practitioners and
midwives as eligible providers. She also mentioned that three existing programs — the Telemental
Health Program, the Rural Access Telemedicine Program, and the Cardiovascular Disease and Stroke
Program — have been combined and expanded.

Among the requirements for participation in the telemedicine program, providers must be enrolled as a
Medicaid provider and complete the telemedicine provider addendum. The addendum requires
applicants to demonstrate three primary things: 1) ability to bill Medicaid for services, 2) service
delivery model is an appropriate and safe use of telemedicine, and 3) beneficial for the patient. She
added that the Department during the current year has received 36 addenda and approved 32, the
majority of which represent mental health projects.

Since the Department’s principal focus is incremental, its major effort is directed at identifying gaps in
existing coverage before addressing additional service delivery modalities. Therefore, the program does

not currently cover store-and-forward or remote patient monitoring.

The Department is presently updating regulations to include methadone clinics and community-based
substance abuse (SUD) programs as originating sites as early as Spring 2016. Also being updated is the
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Telemedicine Manual to clarify that the scope of services for distant site providers may expand beyond
consultation codes. Additionally, the Department will be streamlining its application process.

After the formal presentation, Committee members raised questions related to reimbursement, the
absence of school-based health sites as possible originators of telemedicine, potential conflicts of
interpretation between “originating” and “distant” sites, and store-and-forward issues when providers
are not eligible for reimbursement.

4. Adjournment

Following the extensive discussion and recognizing the many demands on her schedule, Dr. McMahon
was thanked for accepting the Committee’s invitation, providing the Committee with a better insight
regarding the Department’s activities and her sensitivity to the needs of the rural communities. With no
other business to be brought to the Committee’s attention, the meeting was adjourned at
approximately 5:00 pm.

Next Meeting: January 5, 2016

47



Telehealth Overview
Rural Maryland Council

November 30, 2015
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Maryland Medicaid: Facts at a Glance

Az of Januery 2015, Medicald covers 23% of all Maryland resldents

As of Januery 2015, Medicald or MCHP covers 28% of all Maryland ehlldren
I 2034, Madicaid paid for 73% of all nursing facility days in the state
Thete are currently 55,000 providers enralled in Maryland Madicaid

in federal fiscal year 2014, Medicaid reimbursed services In the amount of
$2.9 billlon Statewlde, including funding of DDA, MHA, and M3DE Medicaid
saryioas

The projécted Statewide Medlcaid spending n FY 2015 exreeds $10 biffion

Teleheaith — Service Model

¢+ Telehealth in Maryland employs a “hub-and-spoke”
model,

+ The “hub®, or “distant site”, Is the location of the
medical specialist, who provides consuttation services
fo the “spoke”, or "originating site”, where both
provider and participant are located.

« Communication between the originating and distant
sites Involves real-time interaction via a secure, two-
way audic and video telecommunication system,

« This service model was determined to be the most
practical to improve access to consulting providers,
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Telehealth in the News

MPR: Moming Editlen Telemedicine Festure
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Telehealth Background

+ Foliowing the passage of SB 198/HB 802 of 2014,
the Department significantly expanded coverage
of teleheatth services.

+ Three existing programs— the Telemental Health
Program, the Rural Access Telemedicine Program,
and the Cardiovascular Disease and Stroke
Program — have been combined and expanded.

+ Telaheaith services are how offered on a
statewide basis and coverage 1s not restricted by
health condition or geographic region.

Telehealth — Service Model

* Program-approved originating site providers must
have agreements with Program-approved
consulting praviders to defiver telemedicine
services,

= Providers are paid fee-for-service; rate is the
same as in-person specialty consultations.

+ Medicald reimburses approved providers for
medically necessary services that can reasonably
be delivered using technology-assisted
coemmaunlcation.




Eligible Providers

Provider efigihility s not imited to cansubtants and specialists,
Fhysiclans, Murse Practitionaers, and Nurse Midwives—all of
whom may be considered primary care providers (see:
CONAR 10.09,.43.07 and COMAR 10.09.66.05}—are allglble to
participatein the Program.

* Regulations aim to enhonce access to specialty and/or
subspecialty consultation services

Wothing precludes partidpation for primary care providers

Originating Sites

Free-standing renal dialysis centers

Fedarally Qualified Health Centers

Hospitals, including emergency departments*
Local health departments

Nursing facilities

Physicians

* Nurse practitioners

* Nurse midwives

" A J1es oy sprchalld |y nod ava bl
ardaflagnoulk evd+alan.

Participant Eligibility

1. Participants must be enrollzdin the
Medicaid;

2. Participants must be present at the
originating site at the time the telemedicine
service is rendered; and

3. Participants must consent to telemedicine
services unless there is an emergency that
prevents obtaining consent.
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Provider Addendum

In ordar bo participate In the telamadicing program, providers must:
» Bewprollad as a Medicald providar.
* Completa the Telermed|cira Provider

The Addandum |t the Dapactment’s tool to ensure that all propesed

tefernadclne arrangetments maet the Program’s logistic, clinlsal, and

regulstaty ciiteria,

The Addendum regtires applicants to demonstrats three primary things:
[1) that they are able to bill Medicaid for sarvices;

[2) thet thalr sarvica delfvary model Is an appropriate and safs use of
relemedicine; and
[3] thatthalr servics delivery model & benefcial for the patfent,

£ Aowracd

Distant Site Providers

= Physicians

* Nurse practitioners

= Nurse midwives’

* Psychiatric nurse practitioners

Covered Services

+  QOriginating site
—  Mediliy necessery offlce or other outpatlent services
rendered by an approvad criginating site provider thatars
dlstinct from the telemedicine services provided by a consulting
provider; and
— Anapproved telamedicine transaction fee; or
— Iftha originating site is a hospital, the appropriate revenue
tode; and
—  IFthe originating site is an out-of-stete hospltal, 2 telemedicine
wransaction fes,
+ Distantsite
= Mediczlly necessary consultation services rendered by an
approved consulting provider that can reasonably be deliverad
using technotogy-assisted communlzation. :




Telehealth Provider Participation

* The Department has received 36 addenda -
30 telemental health and & somatic
telemedicine addenda o date

* Out of the 36 addenda submitted, 32 have
been approved:

— All 30 telemental health addenda; and
— 2 out of 6 somatic telemedictne addenda

Next Steps

« In late October, DHMH submitted an amendment to the
teleheaith regulations that wiil altew substance use disarder
treatmant providers to partictpate as originating sites,

= Happroved the Talehwalth Program will includa mathadona clinics and

community-based SUD programs ac originating sitez a5 sarly 23 Spring
2015,

+ We are actively working to improve the Medicaid Telehealth
Program for participating providers including:

1. Telemedicine Manuak The [ t will update the Telemedicing
Manc to clarify that the scope of sarvices for distant ste providers
may expand bayond consultation codes,

2, Previder enroliment; |t has also coma to ourattention that seme
providers view that the talehealth addendum process as burd,

Due to these cancerns, we are warking 1o streamiline the applicatian
process vyithin the next month.
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Telehealth Approved Technalogy

make declsions related to covarage and reimbursament for services that are
delivered throwgh “srare-and-fotward technalogy” and "remote patient
monitoring” service delivery models, hased on budget availability.

— Presently, the Dapartmant does not cover store-and-fohward or remote
patienr monltoring delfvary models,

— 1n addition bo fiscal faasibility, the Departmant must canslder cancerns
related ta patient canfidentlity, quality assurance, and admin|strative
oversight—paticularly as relsted to remote {or, *home®) patent
moentkodng,

The Departrment favars taking zn inc |app h befare irmph ting
additinnal service delivery madakities,
The frogram's tel dicine tachnology requi ts ware deweloped in

collabaration with the Mardand Health Care Commission’s Telemedicine Task
Force,




Rural Maryland Council

RMC Health Care Committee Meeting
January 5, 2016
1:00 p.m. to 3:00 pm
Via Conference Call

Agenda
Call-in Information:
Toll-free dial-in number: 1-877-658-7465
Conference Code: 5962756099
Invited participants: Members of the Health Care Committee

Thomas McLoughlin, Chair
Charlotte Davis, RMC Executive Director
Kathy Vernacchio, RMC Administrative and Communications Aide

1. Convene Meeting
2. Action on Minutes
3. Short-Term goals as identified earlier
0 Encourage all primary physicians to include an evaluation for depression in their
private office visits
0 Review and revise roles of school nurse and counselor to assist in detecting
signs of depression for possible medical attention
0 Develop certification programs in mental health to further enhance ADPS’s
qualifications and offset the recognized physician shortage in addressing and
treating or referring adolescents suffering from depression
Barriers to each goal
Solutions for each goal
Open Discussion
Other Business
Next Meeting February 2, 2015
Adjournment
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RMC Health Care Committee
January 5, 2016
Via conference call
Meeting Minutes

Participants:
Tom McLoughlin, Justine Springer (on behalf of David Sharpe), Lara Wilson, Roxanne Hale, Karen Kverno,
Holly Ireland, Michael Franklin, Dr. Diana Abney, Charlotte Davis

1. Convene Meeting
The meeting convened at approximately 1:10 pm.

2.Action on Minutes

The minutes from the November 3 and 30, 2016 meetings were previously distributed to all Committee
members. The Chair asked if there were any questions on the content, comments, or corrections. There
being none and upon motion properly made and seconded, it was voted to accept the minutes as
submitted.

3.Short Term Goals
Committee members continued the discussion from the previous meeting to identify a major barrier to
each of the three short-term goals as well as potential strategies to overcome each one.

| Encouraging primary care physicians to include screening for depression or mood disorder

There was discussion regarding the role of the primary care in assuming responsibility for mental health
care, a medical discipline for which they are not adequately trained and without sufficient specialists to
whom referrals can be made. Some possibilities mentioned were referral to programs such as
Behavioral Health Integrated in Pediatric Primary Care (BHIPP) that enables telehealth consultation for
pediatricians to support interventions in the primary care setting. Also mentioned was the expansion of
the Mental Health Urgent Care Center concept that could involve social workers from the Maryland
School of Social Work with primary care providers as part of the crisis response team.

There was extended discussion on the absence of standardized screening practices, despite current
Medicaid guidelines requiring the inclusion of depression screening and substance abuse disorder at age
11. In view of the recent implementation of these requirements, it was suggested that the Committee
consider a communication to all physicians specifying the regulation and identifying some referral
programs. Since access to specialty care is an issue, especially in rural communities, the Committee
agreed to review that proposed communication after further information was made available regarding
the guidelines and recommendations as well as a list of possible resources. A report will be developed
for review at the next meeting.

Il. Review and revision of the role of the School Nurse and Counsellor .

During the discussion it was reported that there are approximately 70-72 school based health centers
for 1500 schools throughout the Maryland school system. Since each county, as an autonomous entity,
can make its own determination, there are a variety of administrative approaches to mental health
issues. Responsibility may be assumed by the local board of education, the local county health center, or
an independent contractor providing the service.These different approaches would suggest a lack of
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effective communication and/or coordination thereby impeding a unified approach to addressing the
issue.

After further comments on the topic, it was suggested that an invitation be extended to a
representative from the Maryland State Department of Education (MSDE) to discuss school based health
centers in general and mental health issues in particular.

lll.Develop certification programs in mental health.

There were three barriers identified and discussed. viz., geographic, faculty shortage and workforce
shortages.The growth of on-line courses allowing students to remain within their communities without
leaving their families and practices has effectively minimized the concern related to access to university
based programs. There were also concerns expressed regarding the Faculty shortage and its impact on
limiting student enrollment as well as the economic disparities between mental health workers in the
private and public sectors. Additionally, the topic of scope of practice particularly as it related to the
Advance Degreed Providers was a subject discussed at length. After further deliberation, the topic
remained open for future development and recommendations.

4.0ther Business

The Committee briefly discussed the 2016 Issues papers, published by the Department of Legislative
Services and referred to a link which was previously sent to Committee members. The Chair called
attention to two summaries, both of which were the topics of conversation at previous meetings,
"Medicaid Population and Expenditure Trends" and "Implementation of an All-payer Model Contract".
As the Maryland General Assembly convenes for the annual Legislative Session, these documents are
helpful discussion points.

The meeting adjourned at approximately 2:40 pm.

5.Next Meeting
February 2, 2016.

6.Adjournament
There being no further business to be brought to the Committee, the meeting was adjourned at
approximately 2:40 PM.
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The RMC Health Care Committee has been active over the years focusing on health care issues such as, work
force shortages, rural access to prescription medications, scope of practice regulations and the feasibility of
developing a statewide telehealth consortium. Currently, the Committee has focused its attention on mental
health and its access through the application of telemedicine, particularly, adolescent depression and mood
disorders. In the course of these discussions, the Committee has reviewed data indicating that:

J According to a report published by Healthy People 2020, depression is the most common disorder
identified in mental illness. It is the leading cause of disability in the work force, is responsible for more
than 60% of all suicides each year and contributes to a shortened life span. Currently, suicide is the 3rd
leading cause of death for adolescents in both the 10-14 and 15-19 age groups in this country.

. In 2013, the number of adolescents with a major depression episode (MDE) within the past 12 months
was 2.6 million (10.7%) which included almost 360,000 who had a co-occurring substance abuse
disorder. That number increased to 2.8 million due primarily to the increase in MDE incidents.

. Some studies cite the lack of evaluation for depression in office visits with the primary care physician.
One such study stated that only 25% of the physicians surveyed included it despite the recognition by
75% of the respondents that it is a treatable condition.

. From a review of the Mental Health Workforce Availability Chart included in the 2015 MHA report,
Maryland’s ratio of population per mental health worker was ranked 21st (666:1) and was better than
the national average (790:1)as well as its neighboring states excepting Delaware. On the other hand,
there is increasing concern regarding the shortages of psychiatrists as services for mental health
increase. A recent study initiated by the Mental Health Association of Maryland highlighted that finding.
Among Its results indicated that only 14% of the 1,154 psychiatrists identified under health reform were
accepting new patients and available for appointments within 45 days.

o Nationally, the President Elect of the American Psychiatric Association estimated that the country will
need another 30,000 child psychiatrists to augment the current 8,000 in practice to meet the mental
health provisions included in the Affordable Care Act. However, the Kaiser Health News reported that
lower pay, reimbursement difficulties and paperwork requirements are discouraging more medical
students from considering this aspect of practice, which is one of the lower paying specialties in the
medical profession.

Based on these findings, the Committee has accepted the following short-term goals in focusing on its future
deliberations:

o Encourage all Primary physicians to include an evaluation for depression in their Private office visits

. Review and revise roles of School Nurse and Counselor to assist in detecting signs of depression for
possible medical attention

. Develop certification programs in mental health to further enhance ADP’s qualifications and offset the
recognized physician shortage in addressing and treating or referring adolescents suffering from
depression.

For more information, visit the RMC’s website at: rural.maryland.gov
S0 Harry S. Truman Parkway, Annapolis, Maryland 21401
(410) 841-5772
Charlotte Davis, Executive Director: charlotte.davis@maryland.gov



Chaired by Tom McLoughlin, a former Hospital CEO, and RMC Executive Committee member, the Committee's

membership consists of:

Dr. Dianna E. Abney, M.D.
Health Officer, Charles County
Department of Health

Mr. Michael A. Franklin, FACHE
President and CEO, Atlantic
General Hospital

Ms. Roxanne Hale, MHA,
Director, Office of Primary Care
Access, Health Systems and
Infrastructure Administration
Maryland Department of Health
and Mental Hygiene

Ms. Holly Ireland
Executive Director
Mid-Shore Mental Health
Systems, Inc.

Mr. John Kornak

Director, Telehealth

University of Maryland Medical
Center

Dr. Karan Kverno, Ph.D.,
Assistant Professor, PMHNP
Program, Johns Hopkins
University School of Nursing

Ms. Temi Oshiyoye

Director

State Office of Rural Health,
Maryland Department of Health
and Mental Hygiene

Dr. Kerry C. Palakanis, CRNP
CEO
Crisfield Clinic Family Practice

Ms. Sharon Praissman, MS,
CRNP-A/PMH
Clinical Director,

Psychiatric Outpatient
Program for Adults
Johns Hopkins University School
of Nursing

Dr. David B. Pruitt, M.D.
Director, Child and Adolescent
Psychiatry

University of Maryland School
of Medicine

Dr. H. Neal Reynolds, M.D.
Associate Professor
University of Maryland School
of Medicine

Dr. P. David Sharp, Ph.D.
Maryland Health Care
Commission

Dr. Nancy M. Smith, DNP,
CRNP, FNP-BC

Assistant Professor, Nursing
Department
PRMC/Salisbury University

Ms. Lara D. Wilson
Executive Director
Maryland Rural Health Assoc.

Ms. Jennifer Witten
Government Relations Director
Maryland Hospital Association

Ms. Deborah L. Wolf, MS
Director

Atlantic Health Center, Atlantic
General Hospital

Ms. Teresa Zent, J.D.
Attorney

One of the Rural Maryland Council’s major goals is to enhance rural policy development and coordination by
regularly bringing stakeholders together to identify challenges common to rural areas and, by consensus, to
develop, implement and monitor public and fiscal policy, programmatic or regulatory solutions. With a small
staff, the RMC uses working committees to develop policy expertise across rural concerns and to engage already
committed and knowledgeable rural advocates. Committees identify a specific challenge facing rural areas
across the state or region, research the problem to get an overall understanding of it, and then, by consensus,
develop proposed solutions. Solutions usually include developing or modifying state legislation, regulations,
budget appropriations or programs. Committees bring recommendations to the full RMC Executive Board for
approval and implementation. Committees also continue to monitor the results and evaluate the effectiveness
of the solution, and to suggest changes over time, when necessary. Ultimately, the committees empower the
RMC to speak on behalf of rural Marylanders with one voice on important issues.

For more information, visit the RMC's website at: rural.maryland.gov

(410) 841-5772

50 Harry 5. Truman Parkway, Annapolis, Maryland 21401

Charlotte Davis, Executive Director: charlotte.davis@ maryland.gov
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Rural Maryland Council

RMC Health Care Committee Meeting
March 1, 2016
1:00 pm to 3:00 pm
Via Conference Call
Agenda

Call-in Information:
Toll-free dial-in number: 1-877-658-7465
Conference Code: 5962756099

Invited participants: Members of the RMC Health Care Committee

VI.

Tom McLoughlin, Chair
Charlotte Davis, Executive Director
Meredith Donaho, RMC Administrative and Communications Aide

Welcome and Introductions Charlotte Davis
Review and Adoption of the January 5, 2016 meeting minutes
Review and discussion of 2016 Legislation

e HB713/SB494 - State Department of Education - Community-Partnered School Behavioral
Health Services Programs - Reporting System and Report (School Behavioral Health
Accountability Act)

e HB1103 - Health Care Practitioners - Use of Teletherapy

e HB1494/SB411 - Income Tax - Credit for Physician Preceptors in Areas With Health Care
Workforce Shortages

e SB217 - State Board of Physicians - Distribution of Fees by Comptroller - Loan Assistance
Repayment for Physicians and Physician Assistants

e HB886/SB242 - Maryland Medical Assistance Program - Telemedicine — Modifications

e SB393/HB490 - Maryland Nurse Practice Act - Peer Review and Advisory Committees and
Penalties

e HB998/SB1020 — State Board of Physicians — Authority to Adopt Regulations — Physician
Licensing Reciprocity

Review and discussion of draft letter to physicians on mental health screenings
April Guest Speakers and development of potential questions

a. Dr. Cheryl DePinto, DHMH

b. Mr. Walter Sallee, MSDE

c. Dr. Nicole Gloff, UM School of Medicine, BHIPP
Schedule Next Meeting
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RMC Health Care Committee
March 1, 2016
Via Conference Call
Meeting Minutes

Participants:
Roxanne Hale

Michael Franklin RMC Staff:

Karen Kverno Charlotte Davis, Executive Director
Dr. David Pruitt Meredith Donaho, Administrative and
Justine Springer Communications Assistant

Lara Wilson

Welcome and Introduction The meeting was called to order at approximately 1:05 pm. In view of the
Chair's excused absence Ms. Davis welcomed the group, facilitated introductions and convened the
meeting.

January 5, 2016 Meeting Minutes. Upon motion properly made and seconded, it was voted to accept
the minutes as distributed.

Review of Proposed 2016 Legislation The following bills were reviewed and discussed in detail:

e HB713/SB494 — State Department of Education — Community-Partnered School Behavioral
Health Services Programs. No position was recommended at this time.

e HB1103 — Health Care Practitioners — Use of Teletherapy. No position was recommended at this
time.

e HB1491/SB411 — Income Tax — Credit for Physician Preceptors in Health Care Shortage Areas.
The Committee recommended letter of support with comments as discussed.

e SB217 — State Board of Physicians — Loan Assistance Repayment Physicians and Physician
Assistants. No position was recommended at this time but continue to monitor its progress.

e HB886/SB242 — Maryland Medical Assistance Program — Telemedicine. No position was
recommended at this time.

e SB393/HB490 — Maryland Nurse Practice Act — Peer Review and Advisory Committees. Karen
Kverno mentioned she was meeting with the Executive Director of the Board of Nurses to
discuss the bill. MHRA has no position. No position recommended at this time based on a need
for more information.

e HB998/SB1020 — State Board of Physicians — Authority to Adopt Regulations - Physician
Licensing Reciprocity. There was concern that the licensing could impact rural border areas
where physicians work in 1 or 2 states and may help ease the process.No position
recommended at this time but continue to monitor its progress.

e Other Bills: No other bills were mentioned or called to be included on the list.

Draft Letter regarding Mental Health Screenings. There was extended discussion on the proposed
correspondence to physicians. Some suggestions included attaching an evidence-based screening
form/white paper on adolescent depression, as well as a clearer explanation of its purpose and potential
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RMC Health Care Committee
Minutes — March 1, 2016 Meeting

sources of mailing lists for primary care physicians. Based on the input received, the letter will be revised
and reviewed at the next meeting.

April Meeting's Guest Speakers The Committee was asked for input on potential questions to prepare
for the April meeting and to create more robust conversation in that forum. Among the topics
mentioned was a focus on school-based health center policies among different jurisdictions and its
impact on a standard delivery of care.

Other Business There was discussion regarding the DHMH Spring Cycle Loan Assistance Repayment
Program. Opened on March 1°"the program already has 5 applicants. It was suggested that information
on the program be communicated to eligible young physicians and physician assistants.

Adjourment The meeting adjourned at approximately 2:00 pm.

Next meeting: April 5, 2016, 1pm

20f2
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Rural Maryland Council

RMC Health Care Committee Meeting
April 5, 2016
1:00 pm to 3:00 pm
Maryland Department of Agriculture, 50 Harry S Truman Parkway, Annapolis
Agenda

Invited participants: Members of the RMC Health Care Committee

VI.
VII.

Tom McLoughlin, Chair

Charlotte Davis, Executive Director

Meredith Donaho, RMC Administrative and Communications Aide
Welcome and Introductions Tom McLoughlin
Review and Adoption of the March 1, 2016 meeting minutes
Featured Guest Speaker

a. Dr. Cheryl DePinto, Medical Director, Office of Population Health Improvement,
Maryland Department of Health and Mental Hygiene

Review and discussion of one-page committee description
Med-Chi
Other Issues

Adjourn

Next Meeting: May 3, 2016, 1:00 pm to 3:00 pm
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RMC Health Care Committee
April 5, 2016, 1pm- 3pm,
Via Conference Call
Meeting Minutes

Participants:
Tom McLoughlin, Justine Springer, Lara Wilson, Karen Kverno, Holly Ireland, Michael Franklin, Meredith

Donaho, Charlotte Davis, Dr. David Pruitt, Kerry Palakanis, Lori Weddell, Neal Reynolds
Guest Speaker: Dr. Cheryl De Pinto, MD, MPH, DHMH

Convene Meeting
The meeting convened at approximately 1:05 pm.

Dr. De Pinto’s Presentation — Maryland School Health Services Program Overview

In view of the last minute change to a conference call, Dr. De Pinto's power point presentation was
emailed to all Committee members earlier in the day prior to the meeting. Among the topics included
were an overview of school health services in Maryland, definitions of school health, framework,
intra/inter-agency collaborations, School Based Health Centers (SBHC), staffing models and major
activities.

Following her presentation, several questions addressed by De. De Pinto related to the coordination of
student information between schools and providers; needed care when it does not exist in the
community; parental consent in SBHC; and barriers in obtaining approval for telehealth services.

On behalf of the Committee, the Chair thanked Dr. De Pinto for her extremely informative presentation
and excused her from the balance of the meeting.

Meeting Minutes Review
The minutes from the January 5™ meeting were reviewed. In the absence of questions, comments or
corrections, and upon motion properly made and seconded, the minutes were accepted as distributed.

Letter to Physicians

The Healthy Kids/Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Program letter to
physicians was updated. It was reported that a list of physicians has been obtained from the Board of
Physicians and has identified 3,724 physicians involved in rural, general practices. Work is continuing on
the letter and will be reviewed at the next meeting.

MedChi

The Chair requested committee input regarding the feasibility of approaching MedChi as a strategic
partner to determine that agency's interest in assisting the Committee in furthering its objectives. Based
on the feedback received, the issue will be further addressed at the next meeting.

Other Issues

A review of the Pediatric Board Nurse Certification Program was discussed, including the Pediatric
Mental Health Specialist Certification Program. It was mentioned that this mechanism might address an
aspect of the committee's third short term objective related to the expansion of the role of providers in
the field as well as the shortages of psychiatrists in rural areas. After further discussion, it was the
consensus to further explore its potential applicability.
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RMC Health Care Committee Meeting
April 5, 2016
Page 2

Ms.Holly Ireland advised that a Behavioral Health Integration Work Group Training will be offered in the
Fall and asked the Committee to share the training with colleagues. She mentioned that the training will
involve screenings for substance use disorders in pediatric evaluations. The RMC will share this
information with its membership in an upcoming newsletter.

Next Meeting & Adjournment
The next meeting ,May 3, 2016, tentatively, will include a presentation from Dr. Gloff, a colleague of Dr.

Pruitt.
There being no further business to be brought to the Committee, the meeting was adjourned at

approximately 3:00 PM.
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Chapter 405 Article 77 of the 1969 Laws of Maryland

85, School Health Program.

CHANGING Each county bourd of edusation WITH THE ASSISTANCE OF
M I d THE COUNTY HEALTH DEPARTMENT shall provide adeguote
Aryean sehool health services, insiruction tn health eduention, and healthful
for'the Betrer school_envirowment, The State Depnrtment of Edusation and ihe

Sinte Health Department shall develop joinily public sfandards and
guidelines for school health programs and offer assiglance to county
boards of education and heallth depariments i their implemeniation.

Maryland School Health Services
Progl‘am Overview The 1968 law was part of 8 general averhaul to the Education statule

Cheryl De Pinto, MD, MPH
Department of Health and hental Hygiene

| ]
Rural Maryland Council h
April 5, 2016 Fl

Definitions Annotated Code of Maryland

- Education Article § 7-401
+ School Health: School Health Program

All the strategies, activities, and services offered by,
in, or in association with schools that are designed to

= a) Duty of county board.- With the assistance of the county
health department, each county board shall provide:

promote students' physical, emoticnal, and social ~ 1) Adequate schogl healih services;

development make up & school's health program. — Instruction in health education, including the importance of

fwvear ASHA o) physical activity 1o maintzining good health; and

= 3) A heafthful scheol environment.
® : . » b} Development of public standards and guidelines.- The
gvoordinatod School H.ealth. : . Department of Education and the Departmént of Health and
hen a school works with students, their families, and Mental Hygiene jointly shall:

their community to provide these strategies, activities, - ;)rgge}g%gpa%udblic standards and guidefines for school health
and service.as in a coordinated, planned way, tlhen the — 2) Offer a;sistance 1o the county hoards and county health
term coordinated school health program applies. T departments In their implementation. : MR
{nndnw ASHA. 0rg) Al 3 [hn. Cack 3957, art. 77, B E5; 1378, ch. 12, § L B, ch 312 B 1
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Select Important Laws Pertaining to School Health Services

Intra/Inter-Agency Collaborations

Americans with Disabllities Act of 1990 {Public Law 101-336} LS
Department of Labor

Bload-borme Pathogens Standards (29 CFR -1510.1030)
Communlcable Disease Cantrol (COMAR 13A.05.05.07€ )

FERPA {Family Education Records Privacy Act} {20U.5.C. §1232g)
Section 504, Rehabilitation Act 1973, 29 U.5.C. 791 et seq.
tndividuals with Disabilities Educatlon Act [20 U 5.C. § 1400 et seq.)
mmunization Compliance {COMAR 10.06.04)

Medicald Reimbursement/Schools [COMAR 10.09.50)

Medication Administration (COMAR 13A.05.05.08F)

Medication Technlclans (COMAR 20.39,01.01-.09)

Nurse Practice Act {Annotated Code of Maryland, Health Occupations

Article, Title 8,COMAR 10,27)

Schooi Health Services Program Reviews (Onsites) [COMAR

13A.05.05.14)

Vislan and Hearinf Screening (Education Articie, Section 7-404,

annoitated Code of Maryland and COMAR 13A.05.05.07-3a ) see
@aring

School Framework Health Framework
Wheole School, Whole Community, YWhole Child

DHMH
= FHA-CMCH; Health Promotion
Health Servicas
Health Education
Farniby Involvement
Mutrition and PA
Staff Weliness
Envitprment
— CHA-IBEHA-CESTD,TE, Env. Health

rexraas

* School Health Seryices
» Counsaling/psychological svs
MS5DE
— Student Seruices
+ school Heeith Serviees
. Counsellnddpsydmloeicalsvs
— Early Childhao
—  Instruction
+ Hualth Education
+ Physical Education

= MSDE [con't)

[ S T A |

Physical Facilities
Transportation
Mukrition
Rehabllitation
Spedal Education
Famlly Involvement

+ Local collaborations

E I T I 4

Health

Education

Loeal school health councils
Coarmmunity

Parents

Lece| equiveletts of stake programs
Local Health Improvernent Caelitions

School Health Services Programs

Sonrce: Wip e oac g e rrirg-Bnd el aspx

Lacal Funding SY 2013-2014

LSS

LHD

Both




School Health Services Programs : Major Activities: State Level

WManagement Rezponsibility 5% 2013-2014
* Guidelings

+ Site Reviews/certificatton

» Schouoi Health Services Supervisors Meetings
+ Training

» Technical Assistance

= Liaison functions

» Statistics/data/monitaring

LHD L83 Both Other .

Schoc! Health Services Programs: Staffing Models School Based Health Centers (SBHC)
s RN in every school * SBHCs are:
* RN or LPN in every School - An optional expansion of the SHS program

» RN for every 1-4 schools (paraprofessional at every school)
* Nursing Supervision {EHD or LSS} in every Jurisdiction

— Present to meet identified {L.e., needs assessment) needs

— Operate as an "add on” to SHS programs (e.g., governed
by laws and standards of health care delivery

* MA billing requirements
= Confidentiality
« Ftc.

— Approved by MSDE and DHMB to operate
— Funding is often blended
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School Based Health Centers (SBHC}) SBHC Application/Approval Process

* Overview of Status: + MSDE ~Review of application and schedules site visit
— B55BHCs + MSDE +/- DHMH slte visit and general program approval
— 13 jurisdictions based on required elements
— 17 different sponsoring organizations * DHMH Medicaid approval
« FQHC — Provider type
« LHD S — Provider credentials
« General Clinics {hospital affiliated) = Final MSDE approval

- 5 approved telehealth sites
« Does not include schoal mental health programs using

telehealth g Q; M

School Based Health Centers: Staffing

» A primary care provider, such as a pediatrician, nurse practitioner, Qu estions?
or physician assistant

» Avregistered nurse (RN or BSN) and/or a ficensed practical nurse
(LPN}

» A medical office assistant (MOA} or medical assistant (WA}

« Abilling or clerical staff member

* A mental health provider, such as a psychiatrist, psychulognst sacial

Contacts:
Cheryl De Pinto, MD, MPH

worker, or other therapist cheryl.depinto@maryland. gov
= A substance abuse counselor
¢ A dentist and/or dental hygienist : Alicia Mezu, MSN/Ed, BSN, BS, RN

* A health educator

= A nutritionist or registered dletitian alicia,mezu@maryland.gov
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School-Based Health Centers in Maryland htip:/fwrww.marylandpublicschools.org/MSDE/divisions/studentschool..,

About MSDE | Divisions | State Board | News Room | School Systems | Testing | Programs

MSDE Home D |VISI 0 nS SBHC Standards !

...................... + SBHC Standards

¥ Divisions \dent Se nd o

o, Overview Alternative qurams > School Based Health Centers ; SBHC Administrative
Academic Policy & Meetings =~ .
Innovation School-Based Health Centers « SBHC Administrative

Meetings

Career and College
Readiness School-Based Hea!th Centers in Maryland 'SBHC Policy Advisory |

» Communications, Councit
Partnerships, and Grants + SEHC Policy Advisory
Curricutlum, Assessment & Council

5 Educator Effectiveness !fBHC Survey

_Early Childhood
Development
5 Finance

Related Wehmtes -
« Center for Adolescent

Health & the L
5 Information Technology .QEEMSEE_&
N Library Services Heaith Care in Schools
+ Center for School Mernkal

Office of the State Health at U. of MD,

Superintendent + Code of MD Requlations
5 Rehabilitation Services What are School-Based Health Centers (SBHCs) or * Healthy People 2020

; : - ?
Special Education and School-Based Wellness Centers? * gﬂg}:gs_emhlg on

Earty Intervention
w Student, Family, and
School Support
. Division of Student,
Family, and School
Support Overview
5 Youth Development

SBHCs are health centers, located in & school or on a school Care
campus, which provide onsite comprehensive preventive and 'Mental Hvaiene
primary health services. Sarvices may also include mental .
health, oral health, ancillary, and supportive services. You School-Based Health
might think of a SBHC as "doctor's office in a schocl". Carg
SBHCs may be staffed by one or more of the following health
. professionals:
.» Student Services and . ) o

Alternative Pragrams * A primary care provider, such as a pediatrician, nurse

Overview practitioner, or physlcian assistant

N ® A reglistered nurse (RN or BSN) and/or a licensed

practical nurse (LPN)
* A medical office assistant (MOA) or medical assistant

Best Practices in {MA)

School Discipline A billing or clerical staff member

Workgroup A mental health provider, such as a psychiatrist,
3 Bullying Prevention psychologist, social worker, or other therapist
, HIV/AIDS Prevention A substance abuse counselar
\ Home and Hospital A dentist and/or dental hygienist

A health educator
y Home Schooling A nutritionist or registered dietitian
y Inhalant Abuse

5 Alternative Programs
3 Attention Deficit

Maryland Safe and

Supportive Schools In Focus

Grant

Positive Behavioral Marvland SBHC Application
Interventions and

Supports
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School-Based Health Centers in Maryland

2of3

Pupil Personne! and
School Social
Workers
Safe and Drug-Free
Schools

o School-Based Health
Centers
5 docs
4 SBHC Policy

Advisory Council
5 SBHC Survey
» School-Based
Health Centers

5 School Counseling

,, School Health
Services

5 School Mental Health

5 School Psychological
Services

5 Self-Injury
Student Enrollment
Issues

5 Suicide Prevention

5 Surveys

5 Teen Pregnancy

o Emergency Planning

and School Safety
5 Family Suppart Branch

http:/fwww.marylandpublicschools.org/MSDE/divisions/studentschool...

How many are there?

As of July 2013, there were 70 SBHCs in Maryland, with
mare being planned. Some SBHCs serve more than one
schaol, sharing staff between neighboring schools.
Maryland’s SBHCs are located in elernentary, middle, high,
K-8 and special schools,

Where are they located?

There are SBHCs In 13 of Maryland’s 24 jurisdictions.

Number of SBHCs
Baltimore City 16

Local County

Baltimore County 18

Caroline County

Cecil County 4

Dorchester County

Frederick County 5
Harford County: 12
Mantgomery County 4
Prince George's County 1
Talbot County 4
Washington County 2
Wicomico County 1
Total SEHC Programs 77

(FY16)

How can 1 locate a specific SBHC in Maryland?

What is the relationship between SBHCs and school
nurses/school health services programs?

In school year 2007-2008, all 1,455 public schools in
Maryland had schoo! health services, usually staffed by a
registered nurse. Some large or rural schools have a
full-time nurse, but most schools share a part-time nurse
with one or more other schools. School nurses provide acute
care for injuries and illnesses, care for chronic health
condltions under the supervision of a physician, conduct
screening for health problems, and maintain up-to-date
health and irmmunization records. School purses do not
diagnose or treat ilness; they refer children for appropriate
medical care.

In school year 2007-2008, SBHCs served 72 of the 1455
public schools. {(There were 61 SBHCs in Maryland, but some
sarve more than one school.} SBHCs employ a primary care
provider {a pediatrician, nurse practitioner, or physician
asgistant) who works cooperatively with the school nurse to
screen, diagnose, treat, and refer children for medical
conditions. School nurses often serve as the flrst contact for
heaith Issues in a school. They evaluate the problem at hand
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School-Based Health Centers in Maryland http:/Awww.marylandpublicschools.org/M SDE/divisions/studentschool...

and either provide care or refer the student to the
appropriate provider of care, which may be a SBHC nurse
practitioner, a mental health provider, or the child's own
doctor.

What is the relationship between SBHCs and the
health care community/doctors?

SBHCs provide care while children are in school, and help
prevent them fram missing schoel due to iliness. They do not
previde round-the-clock care or emergency coverage. All
children shouid have a primary care provider in the
community whe oversees their care. SBHCs help make sure
they have a doctor by helping parents to locate a convenient
pediatrician and secure health insurance coverage.

If all children should have their own doctor, why do
we need SBHCs?

In 2004, 1 out of every 11 Maryland children under age 18
had no heailth insurance and 1 out of every 4 Maryland
children under age 18 lived in poverty (Kids Count, Annie E.
Casey Foundation Maryland data profile). Uninsured and
poor children have less access to health care and often have
more chronic health problems than other children.

SBHCs were started in Maryland in 1985 to increase
children's access to health care. They have proven effective
In diagnosing and treating (liness, managing chronic health
conditions, and increasing school attendance for chlldren at
risk of missing school due to health issues. In some parts of
the United States, where SBHCs have been studied, an
Increase in student achievement has been noted in schools
with SBHCs.

SBHCs are good for alf children, though, not Just the poor
and the uninsured. Modern parents are busy working and
taking care of ather children, and it can be expensive and
inconvenient to take a child to the doctor for a minor health
concern, Many rural Maryland counties have few
pediatricians or other child health professionals, so services
provided in schools are especially important. In recent years,
chronic conditions have increased in children, such as
asthma, diabetes, and ohesity, which benefit from daily
monitering and treatment In the school setting.

Contact Information

Maryland State Department of Education
200 West Baltimore Street

Baltirnore, MD 21201

Phone: 410-767-0353 or 410-767-0278
Fax: 410-333-8148

Email :sbheeniprog . msde@maryland. gov

MSDE Privacy Statement Disclaimer | Copyright © 2003 MSDE
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Rural Maryland Council

RMC Health Care Committee Meeting
May 3, 2016
1:00 pm to 3:00 pm
Maryland Department of Agriculture, 50 Harry S Truman Parkway, Annapolis
Agenda

Invited participants: Members of the RMC Health Care Committee

VI.

VII.

Tom McLoughlin, Chair
Charlotte Davis, Executive Director
Meredith Donaho, RMC Administrative and Communications Aide

Welcome and Introductions Tom McLoughlin
Review and Adoption of the April 5, 2016 meeting minutes

Featured Guest Speakers

a. Lillian Adele Foerster, MSN, RN, CPNP-PC/AC
Chief Credentialing Officer
Pediatric Nursing Certification Board
b. Karan Kverno, PhD, PMHNP-BC, PMHCNS-BC | ASSISTANT PROFESSOR
Track Coordinator, Post-graduate PMHNP Program
Acute and Chronic Care
Johns Hopkins School of Nursing
Review and discussion of mailing to physicians
Update of school-based mental health care conversation

Other Issues

Adjourn

Next Meeting: June 7, 2016, 1:00 pm to 3:00 pm
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RMC Health Care Committee Meeting
May 3, 2016
Maryland Department of Agriculture, Annapolis
Minutes

Participants: Tom McLoughlin, Justine Springer, Temi Oshiyoye, Deborah Wolf, Dr. Diana Abney, Adele
Foerster, Karan Kverno and Charlotte Davis

The meeting convened at approximately 1:16 pm.
Chairman McLoughlin called the meeting to order and welcomed participants.

Minutes

The minutes from the April 5, 2016 meeting were presented for review. There being no comments,
guestions or corrections and upon motion properly made and seconded, the minutes were unanimously
accepted as distributed.

Review and Discussion of Mailing to Physicians and Update of School-Based Mental Health Care
Conversation

The Chair reviewed the Committee’s progress to date on these two short term goals and commented on
the need for further refinement.

Regarding the letter to the physicians, it was reported that Staff is finalizing the database for rural
Family Practice and Pediatric physicians. The revised draft letter was distributed to Committee
members for additional comment. Its purpose and the attachments to be affixed are intended to serve
as an educational process to expand the utilization of the evaluation tool in assessing the adolescent
patient. Following discussion, no additional revisions were suggested.

Regarding school-based mental health care activity, DHMH representatives have been invited to address
the Committee. Last meeting, Dr. De Pinto, Medical Director Office of Population Health Improvement,
discussed her responsibilities and identified other groups involved in the process. Staff is continuing
efforts to secure additional speakers from the State Department of Education as well as identify contact
points in the groups mentioned by Dr. De Pinto.

Featured Guest Speakers

Ms. Adele Foerster, Chief Credentialing Officer with the Pediatric Nursing Certification Board (PNCB)
presented a power point program on her agency's certification program and the role of the non-
physician advanced practitioner in efforts to address the shortage of primary care and mental health
professionals in the State.

Dr. Karan Kverno, Director, , Post-Graduate PMHNP Program at Johns Hopkins School of Nursing and a
Committee member, discussed the PMHNP-BC program. In her power point presentation, she
highlighted the American Association of Colleges of Nursing guidelines for baccalaureate and graduate-
degree nursing programs as well as recruitment issues in rural areas.

After the formal presentations, there was extended discussion on the two programs and their
distinctions. The PNCP certification program seemed to address the advanced degree practitioner who
has developed skills based on work experience whereas the University setting to be the course for the
practitioner who is seeking to add a core specialty. Also discussed was the role of regulation as was the
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feasibility of a pilot project for training/or certifying advanced degree providers in mental health. Itis
difficult to get practitioners to move into rural areas. One pilot could identify individuals who are
interested in getting the additional credentials. Among the suggestions advanced were to contact the
Maryland Board of Nursing and the Nurse Practitioners Association of Maryland for their input on this
issue. In closing the discussion it was suggested that an RMC representative consider attendance at the
upcoming Maryland Assembly of School-Based Health Care Centers Annual Conference.

There being no further business to be brought to the Committee's attention, the meeting was adjourned
at approximately 2:41 pm.

Next Meeting: Tuesday June 7, 2016, 1:00 pm — 3:00 pm
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50 Harry S. Truman Parkway « Annapolis, MD 21401

Office: 410-841-5772 » Fax: 410-841-5987 » TTY: 800-735-2258
Email: rmic.mda@maryland.gov

Website: www.rural.maryland.gov
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Doris Mason, Chair : Charlotte Davis, Executive Director

May 27, 2016

Letters Sent to Local Health improvement

<Contact Name> Coalitions (LHICs)
<Address>

Dear <Greeting Name>:

On behalf of the Rural Maryland Council, we extend our deep appreciation for your organization's
continued service in providing and promoting quatlity, affordable health care services in your
communities. Aware of your vital role in this process, we wish to call your attention to one of our Health
Care Committee's current activities {copy attached).

The Health Care Committee has recently sent letters addressed to rural-serving pediatric and general
family physicians regarding the Healthy Kids/Early and Periodic Screening, Diagnosis and Treatment
{EPSDT) Program. As you will note from the attachment; the evaluation tools for assessing the
adolescent with behavioral issues seem to be underutilized, despite the increasing number of young
people suffering from mood disorders, including drug and alcchof abuse. Consequently, the Council is
conveying its support for preventative assessments and targeted interventions for early detection,
diagnosis and treatment of the adolescent patient and encouraging the physicians' continued active
participation in the program. We understand that referrals might often be an issue and we would
welcome your input on the topic as well as any suggestions you might offer regarding the needs of

- health care providers in the rural communities, '

As most of you may know, the RMC is an independent State agency established by an act of the State
Legislature in 1994. It brings together rural community leaders, government officials at all levels and
representatives from the non-profit and profit sectors to identify and craft solutions to the challenges
facing rural Maryland. It provides a venue to cross traditional boundaries, share information and address
in a more holistic manner the special needs and opportunities in rural Maryland. Its mission is to
improve the quality of life while preserving the cultural heritage of Maryland's rural communities.
Regardless of your location, we recegnize that urban, suburban and rural jurisdictions often face the
same challenges such as in the case of teenage depression and mental health.

If the Council can be of any assistance, please contact Charlotte Davis at {410) 841-5774 or e-mail at
charlotte davis@maryland.gov.

Sincerely,
,E’a“ﬁé e
)
Tom MclLoughiin Charlotte Davis
Chair, Health Care Committee Executive Director
* Rural Maryland Council Rural Maryland Council

“A Collective Voice for Rural Maryland”
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50 Harry S. Truman Parkway » Annapolis, MD 21401

Office: 410-841-5772 « Fax; 410-841-5987 » TTY: 800-735-2258
Email: rmc.mda@maryland.gov

Website: www rural.maryland.gov

Doris Mason, Chair Charlotte Davis, Executive Director

June 24, 2016
Letters Sent to School Superintendents

<Contact Name>
<Address>

Dear <Greeting Name:>>;

First and foremost, and on behalf of the Rural Maryland Council, please accept our gratitude for your
continued service providing and promoting guality education in our rural communities. Aware of your
major role in the process as well as the importance of health as a contributing factor 1o its successful
achievement, may we call to your attention one of our Health Care Committee's current activities.

During its deliberations, the Committee focused on the issue of behavioral disorders, including
depression and substance abuse among adolescents and youth. lt recognized that preventive
assessments and early interventions are critical in successfully treating the youth. However, it seemed
that despite the increasing numbers of young people suffering from mood disorders, the avaifable
evaluation tools seemed to be underutilized. Consequently, RMC has forwarded a letter to rural-serving
physicians regarding its support for the Healthy Kids/Early and Periodic Screening, Diagnosis and
Treatment {EPSDT) program and to encourage the physicians' active participation in the program.
Understanding that referrals might often be an issue, we welcome your input/ suggestions regarding
your experiences in addressing these concerns.

As most of you know, the RMC provides a venue for citizens, members of agriculture and natural
resource-based industries, health care facilities, educational institutions, economic and community
development organizations, for-profit and nonprofit corporations, and government agencies to crass
traditional boundaries, share information, and address in a more holistic way the special needs and
opportunities in Rural Maryland. [ts vision is the ultimate realization that citizens fiving in rural
communities have access to affordable, quality health care services and treatment.

If the Council can be of any assistance, or if you have any questions about the Health Care Committee,
please contact Charlotte Davis at (410) 841-5774 or e-mail at charloite davis@maryland gov.

Sincerely,
- £
i
o (o
{
Tom Mcloughlin Charlotte Davis
Chair, Health Care Committee Executive Director

Rural Maryland Council Rural Maryland Council

“A Collective Voice for Rural Maryland”
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50 Harry S. Truman Parkway » Annapolis, M3 21401
Office: 410-841-5774 « TTY: B00-735-2258

Email: rme.mda@maryland.gov

Website: rural. maryland.gov

Doris Masowr, Chair _ Charlotte Davis, Execulive Director
June 23, 2016 : —
Letters sent to Rural-Serving Physicians
<Contact Name>
<Address>

Dear <Greeting Name™:

First and foremast, please accept our gratitude for your continued service as a health care provider in -
promtoting quality and affordable health care services for rural communities and participating in the
Healthy Kids/Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Program. lis mission is to
provide access to quality health care for Medical Assistance children, teens and young adults under 21
years of age. EPSDT is defined in the Code of Federal Regulations, §441.50-441.62.

Among its vital services is providing assessments that identify the early signs of depression and substance
abuse among adolescents and youth, As you know, there is an epidemic of heroin and opioid usage
nationwide and Maryland, especially its rural communities, is no exception. Therefore, preventative
assessments and targeted interventions are critical in providing early detection, diagnosis and treatment to
the increasing number of adolescents and young adults suffering from mood disorders, including drug and
alcohol abuse.

The Rural Maryland Council (RMC) is sensitive to the {ssues, recognizes the complexities involved and
at the moment, through one of its Committees, js attempting to address them. We believe that one
appreach to that goal is by encouraging your active participation in the EPSDT program. You can learn
more about the program at httpsy/mmep.dhmh.maryland goviepsdt/Pages/Home. aspx.

RMC is an independent State agency established by act of the State Legislature in 1994. It brings together
rural commumity leaders, governmett officials at all levels and representatives from the non-profit and
profit sectors to identify and craft solutions to the challenges facing rural Maryland. It provides a venue to
cross traditional boundaries, share information and address in a more holistic manner the special needs
and opportunities in rural Maryland. Its mission is to improve the quality of life while preserving the
culturat heritage of Maryland's rural communities.

If you have any questions regarding our role in supporting the Healthy Kids/EPSDT program, please do
nof hesitate to contact me at (410) 841-3774 or at charlotte. davis‘@maryland.gov

Sincerely,
Y Y]
le
Tom McLoughlin Charlotte Davis
Chair, Health Care Committee Executive Director
Rural Maryland Council Rural Maryland Council

~ “A Collective Voice for Rural Maryland”
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Section 3 Healthy Kids/EPSDT Secreening Components

A, HEALTH AND DEVELOPMENTAL HISTORY
Comprehensive Health History

Comprehensive health and family histories are key components of effective screening for-
high risk factors, as well as important tools for obtaining relevant health information and |
identifying health conditions that have a genetic component. At the initial Healthy Kids
visit, obtain a complete medical, family, psychosocial, perinatal, immunization and
developmental history. At each subsequent well child visit, update and document the
childfamily’s health history. A standardized set of questions can improve the provider’s
ability to identify children/teens at risk of having significant health problems. The
Maryland Healthy Kids Program provides the Medical/Family History Questionnaire for
this purpose available in both English and Spanish languages (Refer to Section 7,
Appendix [, for the English and Spanish versions). The parent, guardian, or patient may
complete this form prior to review by the provider. Update the medical, family, and
psychosocial histories annually,

In general, a comprehensive health history includes:

» Personal medical and mental health history: chronic and acute illnesses, allergies,
surgeries, injuries, and nutritional conditions and concerns, (i.e., failure to thrive,
anorexia/bulimia, etc.),

» Perinatal history: prenatal care, birth history, conditions and concerns m the
neonatal period, etc.,

> Developmental history: attainment of developmental milestones, learning
disordets/educational concerns,

» Family medical and mental health history: health of the immediate and extended
family (through the first generation of grandparents, aunts, uncles, etc.) including
chronic and acute illnesses (physical and mental), hereditary disorders,
disabilities, family viclence and substance abuse,

» Psychosocial history: family constellation {(number of members and who is living
in household} and family relationships end functioning or dynamics (any
boyfriend/girlfriend of single parent, parental separation/divorce, foster care or
adoption), housing, financial needs, assessment of support systems, exposure to
family and community violence,

» Immunization history: record of previous immunizations and assessment of
current immunization status,

» Adolescent history: menarche, sexual activity, substance abuse, mental health
problems and current status, social functioning and academic concerns.

Updated 2015
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Section 3 .Healthy Kids/EPSDT Screening Components

Developmental Surveillance and Screening

Developmental surveillance is & longitudinal, continuous, and cumulative process of
recognizing children who may be at risk of developmental delays. Developmental
surveillance involves eliciting parents’ concerns, obtaining a developmental history,
making accurate and informed observations of the child, identifying the presence of risk
and protective factors, and documenting the process and findings. Developmental
surveillance should be performed at all Healthy Kids preventive care visits.

In contrast, developmental screening is the administration of a brief standardized,
validated tool to aid the identification of children at risk of a developmental disorder.
Periodic developmenta! screening of all children in addition to ongoing developmental
surveillance can significantly increase the identification of children with developmental
delays.

Based on the 2006 palicy statement of the American Academy of Pediatrics (AAP), it is
now required that general developmental screening be performed for all children at the
9-, 18-, and 24-30 month Healthy Kids preventive care visits, and whenever a concern is
identified through developmental surveillance.' If the child is not seen at these
recommended ages, screening should be conducted at the next preventive care visit. The
AAP also recommends screening specifically for autism at the 18- and 24-month visits
using a standardized tool.”

Both developmental surveillance and screening should address the following areas, as
age-appropriate; 1) speech and language development 2) gross and fine motor
development, 3) self-help and self-care skills, 4) social development, 5) cognitive
development, and 6) presence of learning disabilities. '

LAAP, (2006). Identifying Infants and Young Children with Developmental Disorders in the Medical

Home: an Algerithm for Developmental Surveillance and Screening. Pediatrics, 118(1), 405 - 420
Retrieved on 08/08/14, from hirp:/pediairics aoppublications.org/cantent/ 118/17405 full,

> AAP. (2007). Identification and Evaluation of Children with Autism Spectrum Disorders. Pediatrics,

120 (5),1183-1215, Retrieved on (8/08/14 from
hitp:/ipediatrics aappublications. org/content/1 20/5/ 1183, full. umd.
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Section 3 Healthy Kids/EPSDT Screening Components

Developmental Screening Tools

Healthy Kids recommends the following standardized, validated developmental screening
tools for use in general developmental screening at the intervals noted above:

»  The Ages and Stages Questionneaive (ASQ) 3

> Parents’ Evaluation of Developmeniol Status (PEDS)*

An additional list of standardized, validated general Developmenial Sereening 1o0fs has
been approved for use in the Healthy Kids Program to screen children through age of 5
(refer to Section 3, Addendum).

Results of the developmental surveillance and screening, and the screening tool used,
should be documented in the medical record. Children identified as being at risk for
developmental delays should have documented counseling and referral for additional
evaluation services. (Refer to Section 3, Addendum - Additional Eveluation and
Intervention for Developmental Disorders). Refer to Section 6 of this Manual for coding
and documentation guidelines.

Screening for Autism Spectrum Disorders (ASDs)

Autism Spectrum Disorders (ASDs) are neuro-developmental conditions characterized
by: '

» Impairments in social interaction,
» Impairments in communication,

» Restricted repetitive and stereotyped patterns of behavior, interests, and activities.

The Centers for Disease Control and Prevention (CDC) estimated that autism affects 1 in
gvery 68 children aged & years old. The rates are higher among males, among families
where another sibling has ASD, and among children with certain medical conditions
(including Fragile X syndrome, fetal alcohol syndrome). The exact cause of ASDs is
unknown.

Early identification and early intervention services are critical to optimizing educational
and functional outcomes for children with ASDs, Since 2007, the AAP recommended
that primary care providers (PCPs), in addition to conducting general developmental

? See the ASQ website: ip.fagesandstages. com!

* See the PEDS website: www pedstest. coin

5 CDC (2014). Prevalence of Autism Spectrum Disorder Among Children Aged 8 Years - Autism and
Developmental Disabilities Monitoring Network, 11 Sites, United States, 2010. CDC Surveillance
Summaries. 63(8802), 1-21. Retrieved on 08/18/2014, from

httnswwwoede govnmmwr oreview/ mmmwrhinlss6302a ] im?s_cid=ss6302a] 1w
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surveillance and screening, should perform autism-specific surveillance during all well
child visits.® Autism-specific surveillance includes:

>
>

»

Ascertaining family history of ASDs, especially among older siblings,

Eliciting parent concerns, particularly about communication, social reciprocity,

and pretend play skills,

Assessing the child’s behavior and attainment of communication and social-
emotional milestones.

Red flags that warrant immediate referral include: |

>

»
>
»
»

No babbling or pointing or other gesture by 12 months,

No single word by 16 months,

No 2-word spontaneous phrases (not echolalic) by 24 months,
Loss of language or social skills at any age,

Failed results of an autism-specific screen of any child usmg a structured,
standardized instrument at 18 and 24 months of age.

In addition to requiring general developmental screening, the MD Healthy Kids Program
recommends autism-speciﬁc surveillance at all visits and requires structured autism-
specific screening at 18 and 24-30 month well child visits. The MD Healthy Kids
Program recommends the Modified (heckhs'r for Autism in Toddlers-Revised, with
Follow up (MCHAT-R/F) screening instrument.’

As with general developmental surveillance and screening, children with findings of
concern on autism-specific surveillance or screening should be simultaneously referred
for medical evaluation and to the Murviand Infants & Toddlers Program at 1-800-535-
0182 for possible early intervention services. ‘

¢ AAP. (2007). Identification and Evaluation of Children with Autism Spectrum Disorders. Pediatrics,
120 (5), 1183-1215. Retrieved on 08/08/14 from
attpipediatrics agppublications.orgleontent 12075/ 183 full himl.

? The MCAT-R/F screening instrument can be accessed and freely downloaded at
hitprwwwl gsuedi/~psydlt/ M-CHAT/Official M-CHAT Website htm!
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The following organizations provide resources for information about general
developmental screening, autism-specific screening, and eatly intervention:

¥ AAP National Center for Medical Home !mmfememammg

¥ ODC “Learn the Signs, Act Eqry” campaign’

Mental Health Assessment

The mental health assessment provides an overall view of the child’s personality,
behavior, social interactions, affect and temperament. It is the responsibility of the PCP
to conduct a mental health assessment on each Healthy Kids visit, beginning at 3 years of
age, to identify risks associated with behavioral or emotional problems.

The Healthy Kids Program, in coliaboration with the Mental Hygiene Administration, has
developed age-specific Mental Health Questivnnaires available in English and Spanish
languages (Refer to Section 7, Appendix II, for the English and Spanish versions) to
assist providers in assessing for mental health problems,

Maryiand Behavioral Health fniegration in Pediatric Primary Care (B-HIPP) is a free
service for PCPs caring for patients with mental health needs from infancy through the
transition to young-adulthood. 1t provides support to PCP through four main
components: telephone consultation, continuing education, resource and referral
networking and social work co-location. For more information, refer to B-HIPP website
at www mdbhinp.ory at or call 855-632-4477.

Bright Fuures in Practice, a seties of publications from the Maternal and Child Health
Bureau and the National Center for Education in Maternal & Child Health, provides
additional information regarding mental health assessment for children and adolescents.
Information regarding mental health assessment can be found on the Bright Futures
website at itp.brightfutures.aap.org.

Document the result of the mental health assessment in the medical record. In some .
cases, when a mental health problem is identified, the primary care provider can counsel
the patient and note this in the record. However, when specialty mental health services
are needed, refer direcily to the Maryland Public Behavioral System by contacting 1-
800-888-1965 (consumers and providers). Access additional mental health information
and resources online at: maryland valueoptions com/services. Document the referral in
the medical record.

8 Qee hitp:www.medicalhomeinfo.ored

. ¥ See hup Hwww.ede govinghdddiactearlyhep/index iml
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Depression in Children

Depression is often overlooked and considered o be “mood swings” that are a normal part
of childhood. This is unfortunate, because the early diagnosis and treatment of depressive
disorders is paramount in the healthy development of the child. Depression is occurring
earlier on the developmental continuum than in the past. Children/adolescents and their
parents are less likely to identify symptoms of depression. Often the PCP is in a better
position to trend the behavior and suggest that the child/adolescent should see a mental
health professional. :

Risk Factors for Depression:
» Family history. of depression,
A parent who experienced depression at an early age,
Teen cigarette smoking,
Stress,
A loss of a parent or loved one by death or divorce or other loss,
Attention, conduct, or learning disordet,
Chronic illness, such as diabetes,

Abuse or neglect,

Y V.V ¥V V¥V V ¥ V¥

Other trauma, including natural disasters,

Signs That May Be Associated with Depression in Children and Adolescents:

» Frequent vague, non-specific physical complaints such as headaches, muscle aches,
stomachaches or tiredness,

Frequent absences from school ot change in school performance,
Talk of or efforts to run away,

Outbursts of shouting, complaining, unexplained irritability of crying,
Being bored,

Lack of interest in playing with friends,

Alcohol or substance abuse, |

Social isolation, poor communication,

Fear of death,

Extreme sensitivity to rejection or failure,

Increased irritability, anger, or hostility,

Reckless behavior,

Y VWV ¥V ¥V V¥V V¥V ¥V Y VYV V¥

Difficulty with relationships,
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81



Section 3 Healthy Kids/EPSDT Screening Components

» Change in sleep patterns.

Depressed children have an increased risk of suicidal ideation and gestures. Early
diagnosis and treatment, accurate evaluation of suicidal ideation, and limiting access to
lethal agents, including fitearms and medications, may hold the greatest suicide
prevention value.

Attention Deficit Hyperactive Disorder (ADHD)

ADHD is a disorder characterized by behavior and attention difficulties exhibited in
multiple settings. I begins in childhood and is identified by specific attention,
hyperactivity and impulsiveness criteria found in the dmerican Psychiatric Association s
Diagnostic and Statistical Mawnual (DSMIVR). 10

A clinician with skills and knowledge in the area of mental health, developmental or
behavioral pediatrics must perform the ADHD evaluation. A provider who specializes in
developmental or behavioral pediatrics can become a specialty mental health provider
through Maryland Medical Assistance by registering with the Community Menial Health
Unir at the DHMH Office of Health Care Quality. To print the Community Mental
Health Program Application, follow the link
hitp/dhmb.marviand goviohcg/ME/ docs/MH _Forms/mh_app.pdf. For more information,
contact the Community Mental Health Unit at 877-402-8220/410-402-8060 or visit
their webpage at: aftp.//dhmb.marviand. gov/ohcq/MH/default. aspx.

The overall approach to diagnosing a child with ADHD involves the following:
» A comprehensive interview with the child’s adult caregiver,

A mental status examination of the child,

A medical evaluation for general health and neurological status,

A cognitive assessment of abili{y and achievement,

Use of ADHD-focused parent and teacher rating scales,

Y V. VWV ¥V V¥

School reports and other adjunctive evaluations separate from the school reports
such as speech, language assessment, etc.

A child diagnosed with ADHD without any accompanying emotional disorders can
receive care from a PCP for management of medications. However, medication is only
one component in the comprehensive treatment of ADHD. Adjunctive services can
significantly improve a child’s response. Teaching and reinforcing organizational skills
and social skills are adjunctive interventions that can significantly improve outcomes. In
addition, ongoing contact and follow-up with the parents of a child with ADHD on
medication is & critical component of the medication management,

"® Diagnostic and Statistical Manual of Mental Disorders.(2013). 5th edition. Arlington, VA., American
Psychiatric Association.
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A number of psychiatric conditions frequently occur with ADHD, i.e., mood disorder,
conduct disorder, oppositional defiant disorder and bipolar disorder. ADHD is classified
as a specialty mental health disorder, possibly requiring multiple therapeutic approaches
(Refer to Section V, Public Mental Health System). 1f the child’s behavior changes
significantly, reevaluation is necessary through a mental health referral by contacting
Maryland Public Mental Health System at 1-800-888-1965 (consumers and providers).
Access additional mental Thealth information and resources online at:
marviand. valueoptions.con/services.

For more information about ADHD, refer to the 44P Clinical Practices Guidelines for
the Diagnosis, E vm'uanon and ?rea.fmem of Attention-Deficii/Hyperactivity Disorder in
Children and Adolescents."

Child Abuse Assessment

Provider awareness of the physical and behavioral indicators of child abuse, neglect or |
mental injury is critical to identification of mistreatment in children. Child abuse tends to
be repetitive and usually escalates over time. [n many cases, the abuse is the result of
unrealistic caretaker expectations and the abuser is not intending to hurt the child. This is
particularly true with shaken baby syndrome. Multiple socioeconomic or physical factors
may place children at greater risk for child abuse. It is important to be aware of the child
and parent risk factors that predispose children to abuse and neglect.

Child Risk Factors for Abuse:
» Separation from parents at birth due to prematurity or illness,
Difficult temperaments,
Developmental disabilities, -
Congenital anomalies or chronic medical conditions,
Foster care,

Behavior problems,

v V.V ¥V V ¥

Younger than 3 years of age.

' See AAP, (2011). ADHD:: Clinical Practice Guidelines fot the Diagnosis, Evaluation, and Treatment of
Attention-Deficit/Hyperactivity Disorder in Children and Adolescents. Pediatrics. 128(5), 1007-1022,
Retrieved on 10/31/20014, from htip. Vpediatrics aappublications. org/content/] 28/3/1 007 fiull pdf
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Section 3 Healthy Kids/EPSDT Screening Components
Parent Risk Factors for Child Abuse:

Adolescent/young parents,

Single parent with few support systems,

Parental history of abuse,

Unwanted pregnancy,

Poverty or changes in socioeconomic status,

Social stressors,

Parental history of substance abuse,

Parental history of mental illness/developmental delay,

‘Parent with poor impulse control,

YV V V V¥V ¥V V V¥V V ¥ VY

Domestic violence,

Behavioral Indicators for Possible Abuse:
» Extremes in child behavior,

Substance abuse by child,

School problems,

Depression,

Frequent runaway activity,

Suicide attempts,

Poor sccial interactions,

Y ¥V ¥V ¥V ¥V V¥V ¥

Sudden changes in daily routines.

The SEEK Ouestionnaire {Refer to Section 7, Appcﬁdix 1, for the English and Spanish
versions) is designed to assist providets to identify and address potential risks for abuse
and neglect for children younger than 3 years of age.

Child abuse and neglect is a serious problem that requires the involvement of
professionals in the community for the purpose of prevention, identification and
treatment. The medical history is integral to the evaluation. The provider should obtain
sufficient information to complete the physical and decide if local protective services or
police are needed. When suspicions of inflicted injury occur, interview the parent and
child separately. Past medical history, the child’s social situation and the parent’s
response to the event are necessary components of the history. Not all child abuse occurs
in high-risk families. Although the incidence is higher in high-risk families, the provider
should thoroughly evaluate every child with a suspicious injury.

Updated 2015
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Red Flags that Signal Possible Abuse:
» Inconsistent history,
No explanation for injury/bruises,
Delay in seeking care,
Incident inconsistent with child’s developmental level,
Severe injury not witnessed or corroborated,
Scene of injury not consistent with history,

High risk social situation,

¥ V.V ¥V V¥V YV ¥

Previous suspicious and/or multiple injuries,

» Blaming of injury on sibling,

In Maryland, Subtitle 7 of the Maryland Family Law Code Annotated requires
professionals, including health practitioners, police officers, educators and social
workers, to report suspected child abuse or face possible professional sanctions.” The
law requires that anyone who suspects a child has been, or is being, mistreated must
report the matter to the Depariment of Social Services (Refer to Section 8) or the police.
Any person who, in good faith, makes a report of abuse or neglect is immune from civil
liability or criminal penalty.

Bullying and Cyber-bullying

Bullying including cyber-bullying is of increasing concern in the pediatric population.
Health care providers should:

% Ask children and adolescents about their experiences, if any, regarding bullying
and cyber bullying,

» Provide information in their offices for families to educate them on this topic,

» Encourage parents to work with schools to promote awareness, prevcntlon and
appropriate intervention.

For more mfon‘natlon on youth viclence including bullying and dating v1oience review
2009 AAP Policy on the Role of Pediairician in Youth Violence Prevention.” A specific
assessment tool measuring bullying victimization is the Vicrimization Scale (refer to
Section 7, Appendix II for the English and Spanish versions of the tool). For other

22010 Maryland Code Family Law Title 5 - Children Subtitle 7 - Child Abuse and Neglect Section 5-704

 Gee AAP, (2009). Role of Pediatrician in Youth Violence Prevention. Pediatrics. 124(1), 393-402,
Retrieved on 06/03/2015, from htip:/pediatrics agnpublications, org/content’ 1 34/1/393 f1ll
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assessment tools, see Measuring Bullving Viciimization, Perpetration, and Bystander
Experiences: A Compendium_of Assessment Tools, published by the Centers for Disease
Control and Prevention (CDC) in 2011."

Aleohol and Substance Use Disorder Assessment

Performing an assessment or screening for substance use is critical, because of the
increased number of adolescents and young adults using drugs and alcohol." '¢ Primary
care providers play an important role in identifying those who abuse substances.
Completion of at least an assessment for substance use at every well child visit is required
annually starting at 12 years of age. Screening for substance use should be performed by
using a standardized tool such as CRAFFT (Refer to Section 7, Appendix II, for the
English and Spanish language versions of the tool)."” For availability of CRAFFT in other
languages, refer to the Center for Adolescent Substance Abuse Research website at
htip:/iwww.ceasar-boston.org/, E

* See CDC (2011).Measuring Bullying Victimization, Perpetration, and Bystander Experiences: A
Compendium of Assessment Tools, Retrieved on 06/03/2015, from
hitn. fwww.ede. goviviolerceprevention/ndf bullveompendivm-a.pdfl

See AAP (2005). Tobacco, Alcohol, and Other Drugs: The Role of the Pediatrician in Prevention,
Identification, and Management of Use. Pediatrics.115(3), 816-821. Reaffirmed March 2013, Retrieved
on 08/18/2014, from Aitp./pediatrics auppublications, org/contenty 115/3/816 fidl,

7 AAP (2011). Policy Statement: Substance Use Screening, Brief Intervention, and Referraf to Treatment
for Pediatricians. Pediarics. 128 (3), 1330 -1340. Retrieved on 08/18/2014, from
in:ipediatrics.aappublications,org/content/]1 28/5/¢ 1 330 full? sid =157 2 2c81- 006 4-40¢ 2. 92 71
dallalabZdef
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introduction

Abstract

Bacliground and purpose: Workforce shortages in mental health care are ¢s-
pecially relevant to rural communities. People often turn to their primary care
providers for mental healthcare services, yet primary care providers indicate that
more education is needed to fill this role. Rural primary care nurse practitioners
(NPs) arc ideal candidates for educational enhancement. Online programs allow
NPs to continue living and working in their communitics while developing the
compelencies to provide comprehensive and integrated mental healthcare ser-
vices. This article presents a review of current online postgraduate psychiatric
mental health NP (PMHNYP) options.

Methods: Website descriptions of online PMHNP programs were located us-
ing keywords: PMHNP or psychiatric nurse practitioner, postgraduate or post-
master’s, and distance or online.

Conclusions: Across the United Staies, 15 online postgraduate certificate pro-
grams were located that are designed for primary care NPs seeking additional
PMHNP specialization. .

Implications for practice: For rural primary care NPs who are ready, willing,
and able, a posigraduate PMHNP specialty certilicate can be obtained online in
as few as three to four semesters. The expected outcome is a cadre of dually
credentialed NPs capable of functioning in an integrated role and of increasing
rura) access to compreliensive mental healthcare services.

Rural warkforce shortages

Tn the United States, the 12-maonth prevalence of any di-
agnosabie mental, behavioral, or emotional disorder is ap-
proximately 18.6% for adults (Substance Abuse and Men-
tal Health Services Administration [SAMHSA], 2013) and
13%—20% for children (Centers for Discase Control and
Prevention [CDC], 2013). The gap between the needs for
mental health care and the provision of mental health
services is a major concern in the Upited States. The
2012 National Survey on Drug Use and Health (SAMISA,
2013) and the National Cemorbidity Survey-Adolescent
(Costelle, He, Sampson, Kessler, & Merikangas, 2014) in-
dicate that, within a given year, fewer than half of the
adults and youth with diagnosable mental disorders re-
ceive treattnent. Approximately 30% of the U.S. popu-
lation live in menta)l health professional shortage areas
{mental health HPSAs) where access to care is difficult
{Population Health Institute, 2016).

©2016 American Assodation of Nurse Practitioners
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Across alt geographic designations, rural areas have pro-
porticnately fewer mental and behavioral health providers
than urban areas (U.S. Department of Health and Human
Services, Health Resources and Services Administration,
2010). Access to mental health care is one of the top four
priorities identified by the Rural Healthy People 2020 sur-
vey (Ferdinand, Madkins, McMaughan, & Schulze, 2015).
Ninety percent of the rural and very rural hospital chief ex-
ecutive officer (CED) respondents in a national rural men-
tal health workforce needs assessiment survey repoerted
that people needing mental health services frequently wait
over 1 menth or travel more than 20 miles to reach a men-
tal healthcare provider, and that people living int “very ru-
ral” areas often have to drive more than 60 miles, Many of
the respondents reported abselutely no mental health ser-
vices (15%) or mental health professionals (26%) in their
area (Thomas, MacDowell, & Glasser, 2012).
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Recruitinent and retention of mental healthcare prac-
titioners into rural areas is challenging. Financial incen-
tives such as scholarships and loan repayment increase
initial recruitment to rural areas; however, a lack of
continued financial incentives, professional isolation, dis-
tance to and unavailability of advanced and continu-
ous medical educaiion programs, and unfamiliarity with
the rural lifestyle are among the barriers to retention
{Campbell, McAllister, & Eley, 2012; Watanabe-Galloway,
Madison, Watkins, Nguyen, & Chen, 2015; Weinhold &
Guriner, 2014). Because people who have a rural back-
ground and have served rural communities are more likely
to stay there, retention efforts may be more successful
when practitioners are recruited from where they Live
(Sharp, Bond, Cheek, & Wolff, 2015}.

Rationale for integrated care

The comorbidity rate of persons with mental, substance
use, and medical conditions is high and creates substan-
tial persenal and societal burdens (Druss & Walker, 2011),
National and international policy, practice, and research
organizations advocate the systemafic integration of men-
tal health, substance use, and primary care services to
reduce the treatment gap for mental and behavioral dis-
orders (SAMHSA-Healih Resources and Services Admirnis-
tration [MRS5A], n.d.; World Health. Organization [WHO],
2013). Levels of healthcare integration can Tange from col-
Jaboration between healtheare providers in different prac-
tices to fully merged healthcare systems where patients
reccive all services in the same location by a team that ef-
fectively functions together. The rationale for integrated
mental health care incdludes improved outcomes and cost-
effectiveness (e.g., Croze, 2015; Druss & Walker, 2011).
The benefits of integration may be especially relevant to
rural-dwelling people, whose sodioculturat attitudes and
expectations may include stoicism, self-reliance, and stig-
matizing views of mental illness that reduce the likeli-
hood of them seeking out separate mental health services
(Ferdinand et al., 2015).

How nurses can help

Primnary care providers play an espectally important role
in providing mental health care to rural pepulations (Druss
& Walker, 2011; Xierali et al,, 2013), Primary care nurse
practitioners {NPs) make up the great majority (86.5%]} of
the NP workforce {American Association of Nurse Prac-
titioners [AANP], 2015} and are more likely to practice
in rural countics and primary care shortage areas com-
pared to primary care physicdans (Buerhaus, DesRoches,
Dittus, & Donelan, 2013}, Of 1583 NPs from south-
ern U.S. states who tesponded to a workforce survey,
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72% practiced in shortage areas and 47% worked in ruraf
areas {Kippenbrock, Lo, Odell, & Buron, 2013}, Primary
carc NPs in rural areas are already caring for patients with
mental health needs and are therefore ideal candidates for
educatonal injtiatives.

In their “blueprint* for the development of the men-
tal healthcare workforce, Hanrahan, Delaney, and Stuart
{2012) proposed the development of strategies to expand
access to advanced practice registered nurse (APRN) psy-
chiatric mental health education. One alternative to try-
ing to move the mental healthcare workforce into rural
areas is to build on the existing strengths of the rural
APRN workforce, The purpese of this review was to search
for and describe options for postgradnate online specialty
training in mental health care, Because distance programs
are particularly feasible for reaching rural areas, we only
Iooked at programs that ave offered all or mostly online.

Methods

We searched the internet for online graduate PMHNP
certificate  programs using the following keywords:
PMHNP or psychiatric nurse practitioner, posigraduate or
post-master’s, and online or distance. We then examined
the website program descriptions for the admission re-
quirements (NP credential or Master of Science in Nursing
[MSN]), extent of online avaitability, the curriculum re-
quirements, the number of credits, cost, and whether niral
nursing or integrated care was explicitly mentioned in the
wehsite literature. Where the information was not dear on
the website, we called the admissions or program office to
gather the information, Programs that required more than
two Vvisits to campus per semester (i.e., hybrid or block for-
mat) were not induded in the final review.

Results

The tist and descriptions of postgraduate online PMIINFP
programs is shown in Table 1, A total of 15 online post-
graduate PMHNP certificate programs were found. The
majority of programs are designed for MSN or creden-
tialed APRN entry and use a gap analysis process to deter-
mine the required plan of study. Three schools unly offer
programs to NPs who are seeking a4 second NP specialty
in mental health care {(JHU, NKU, UM-FElint}. In the NP-
entry programs, the core NP courses, including the three
Ps (physical assessment, pathophysiology, and pharmacal-
ogy) arc required as pre-requisites, and the programs can
be completed in 13-23 credits over three to four semesters.

Six of the postgraduate PMHNP programs are offered
entirely online and nine require no more than two brief
campis visits per year or one visit per semester. Most
of the programs offer a mostly asynchronous learning
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environment with the exception of UVA that combines its
face-to-face and online cchorts.

The range of credits for students seeking a second NP
specialty was 13-34. Programs with mixed MSN and NP
students did not all specify how many credits would be re-
quired for the redentialed NPs, Where it was not clear, we
called the admissions or program office 1o inguire. Assum-
ing that most NPs entering a postgraduate certificate pro-
gram have taken the core NP courses, the lowest credit op-
tion was used in the calculatlon of program cost. The cost
ranged from $19,440 (Washburn) to $30,498 {UVA), with
an average cost across programs of $17,644, On their web-
sites, four programs emphasized rural health care (EKU,
Husson, UNMC, UVA) and three emphasized an integrated
role (JHU, OS50, UCC) for dually credentialed APRNs.

Discussion

Across the United States, we found 15 online postgradu-
ate PMHNP programs that are available to NPs seeking an
additional specialty. These programs bring the education
and training to the student in his or her geographic area
with minimal necessity to travel to the educational institu-
tion. With online education, rutral NPs do not need to quit
their jobs or relocate, increasing the potential for retention
in their own communtties. Increasing the number of PMH-
NFs who can provide comprelhensive and integrated men-
tal healthcare services in rural areas will improve availabil-
ity and access. Developing a cadre of dualty credentialed
NPs who can function in an inteprated role additionally
increases the availability of preceptors and educators who
will enhance the capacity of the mental healthcare system.

Although this study only focused on online programs,
there are rural states and universities that offer onsite dual
or postgraduate programs with a focus on integrated care
for rural populations {e.g., Hulme, Houtek, Fiandt, Barron,
& Muhlbauer, 2015). For nurses that live in nearby areas,
these are excellent opiions. In addition, there are hybrid
or block-design programs that offer much of their educa-
tion online. There may also be online opticns that were
not identified through our secarch strategies. Although
15 distance programs may 1ot be enough to solve the
problem of access to mental health care in rural areas, it
is a promistng staxt.

Future challenges for rural mental health programs in-
clude finding practicing primary care NFs, currently work-
ing in mental health HPSAs who are ready, willing, and
able to make a commitment to the provision of mental
healthcare services in their communities. This process in-
volves tracking mental health workforce needs, develop-
ing university-based mental healthcare gystem relation-
ships in workforce shortage areas, and collaborating to
find scholarships, loan repayment programs, and other
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funding sources to encourage primary care NPs to de-
velop dual competencies and certification. The average
cost of the online postgraduate programs was $17,664.
This amount of money may present a barrier to many
otherwise interested NPs. Other challenges include estab-
lishing partnerships with appropriate training sites and
providers that will make available the dinical oppor-
tunides for the development of the psychiatric mental
health competencies (Population-focused Competencies
Task Farce, National Organization of Nurse Practitioner
Paculties, 2013). Qutcome measures of importance inchude
pass tates on the American Nurses Credentialing Center
(ANGC) PMHENP certification exam, practice location and
seiting after PMHENT certification, delivery of integrated
menial healthcare services, and availability and desire to
share menial health competencies with fellow colleagues
or feiure students.

Conclusions

Rural Healthy Peaple 2020 identiftes APRNs a3 having
“great potential t¢ be a solution to the shortage of men-
tal health workers in rural areas” (Ferdinand et al,, 20153,
p. 63). Onkine PMENF programs could achieve this goal
in a relatively short time period given that the addition
of a PMHNP specialty can take as few as three semesters,
Postgraduate programs can be taken before, during, or af-
ter 4 DNP program. Online programs play an important
role in providing access to NPs in rural areas and therefore
greater access to comptehensive mental health care. Out-
come assessment will help us determine whether bringing
mental healthcare education to NPs working in rural ar-
eas and mental health HPSAs through distance education
is a sustainable approach to workforce development. For
now, there is aneed and value in these programs. NPs with
dual competency and certification in mental and physical
health care can function in an integrated role, treating the
whole person.
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Pediatric Primary Care
Mental Health Specialists

Strengthening Access to Care

hdela Foerster, MSH, RM, CPHP-PLIAC
Chief Credentiating Qfficer, Pediatric Nursing Cerrfﬂcat!unnoard

About PNCE

- Largest certification board for pediatric nursin
k- Established In 1975 by AAP and NAPNAP
w 42,000+ actively certified RHs and APRNs
b 5 certifications affered
o 16K CPHP - purse practibioner [ required in 46 states
W Prirrary cabe or neabe cars or doal
w AK+ CPER - emempency - RH 4 volundary
o Z3K CPM - general - KA £ volundary
& 315 PAHS - BMH speclalty - APRM ¢ voluntary
2 launched 2041, candidabes incraasing each pear”
B AMHES 10 aryland, 1 testing ey .

Evolving to meet the need

104 Fulure of Nursing:
¥ Wurses sholdd practioe ta the full eedent of thefr adication end trlning.
HOHPF WP Competencies:

= PMR: Conducls age apprapriote camareheneie advworeed phydcal, mental amd
developi e fal ciseiaent Qe pedlatek Age FOLRS ... Proviies the foll spactrum el
hralth oore services.

5 FMP: Provides the full spectrum af health eare services arvoes the ffe paa .
devalopmental and defaviorod sireenin g piysioo cuam o Maned heafth svuations,

-

w

» HPRN Conzarsus Model:

* tradoibion Fecialties @R pronde dipth I me's proctlee witkn e esmblihed
pepulatkan fael.. Mew speeialties emerge bared an heolfh needy of the papuiatiog.

» PNCE Hesds pssessmant Surmey
& “ioubd you lha natienal vatidatlan of spaddty mepattlsel”

Ahott Adete

e Retired army Nurse Corps Officer
i Pedlatric nurse or nurse practitioner since 1977

B Oversight far atl PNCE exam & CF cantent development,
pracesses, and accreditation

w As needad [PRN) PNP practice at Hely Cross Emergency
lepartment

You know the numbers,.,

L]

17.1 milléan young people have ot had a disgnoseble psychiatrie
disorder. !

Howr many youth not getting treatment? |
# 408 with ADHD
B with anwiety
> B with depression

T

-

Qne-third of all US outpatient pediatric mental health concerrs seen
by PCPs anly, 1

1.1 88K Bsember TBIY

What is the PMHS credential?

L

Pedtatric Primary Care Mental Health Spediafist
v Develeped afler role detineatfon sudy of APRMS
b Which diserders and tagks] Bow oiten? ¥hat tools, medctions, and cellabaration?

Butlch tpan APRN DEWH rod fex bn provice ]
evalualion, disgresis, and treatment af comman behaviorat and mentsl health
protilema in <hibdren and adelescents.

b bdve bt rot in place of foundsth ral e=tiifcation of PHE FHE BYHBT or BMHCHS
Sgoure natlanal speclalty board exam
Yalidates added experbise set-acquired within the scope of foundabional rale
ornmearicates expartise o famrlies, community, and other healtheare roles
Rermesws every 3 years: 45 eantact hours in specilty |15 - peds psychopharm) .

L]

-

b

T
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What exactly is the role?

Maymall BMH, or may see BiYH along with cther primary care concerns.
avir for BMH cohters

L]

TeRATICE, B0 kS
typlcally st in prrmary care,

of BMH concerms. When heeded,
Ayt

For complex dlmndzn, lherhpeuh: seprioes [nelude eally recog nitien,
mlervenhnn, and i LR AME AT S T 2

L]

-

Tlays & rolein cuishel 21
i medical and edUcation; lszlunga

Usumlly bilIs with PC codes; some fasteied auzcess with MH codes,

L]

What knowledge does it test?

B 150 questiens [ 2.5 haurs

i All questions rely on DSM infarmation reference DEM-5

Menial enBh Asiessiietd and Pramolion 180%) = 30 teel queslong
Diaghostic Deswion Meking 12TH) = 24 teat s lons
Henngemenl 0% = 27 test quosiona.
Profeesianal Isewes 1% = 4 el cuoabons

Profile of successful testers

& Aminimum of 1,000 hours of APRM primary care BMH
clinical practice experience within the past 2-3 years

» Famed APRN continuing education / contact howrs
pediatric behavioral mental health

¢ Earmed APRN pediatric psychopharmacobogy contact hours

# Have prescriptive privileges in their state that include
schedube |l medications such as stimulants
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What it isn't

L] e1e) el 1ty beyond foundational
educatinn}cemﬂcanonfliceme wope

i the i
FNHS alsa has that zducathan and llccnsu

5 vy {e.g., schizophrenia)
unless rﬂncb ner i also a PAMHNP or PAMHCNS

Hot inpatient ar psychiztry setling umess the PMHS s an
APRH managing BMH within primary care scope or a
PIHMP or PMHCNS
gl e nded B
specialty care

L

-

T 14 prowlding this

What knowledge does it test?

" o s ki
Lv D - ADHD . b N e
B + B h Bravides
- Etbmmnly + Enpess . o Delull B i
- Enaesg B Emm;m “ f\‘im - Wl‘d&w#‘
v Mol Dk ' Pepoine Depden WH | 1 Gordie D
S Dhmwii Deor P ey i aduthdhes . alewwam-um
. ‘ . -
Pt " A Hypegnes
o :'nwl:"likﬂliw . Linorder 3 i FanrChidSelng + B ot e |
4 Pipbkts - Dlitrder - Mo
. 5 B
Dreprensie Chxonls- WA Dhorder ' .Igﬁnﬁ!mhlrﬂ
- Bmw |G Sacr vk
Payshotic Frobrms
v Feedngootsben
Tasma
2+ fmoicm Hepon
[Ty
Linge+ akng Lrserder
v Gololn Syrkoamrs
4 e disadeoe
b GG Lewming Do
Major practice settings
ARmpiing of urigue 1cttingst
. Pan
+ Endeorine
+ Heurdioey
+  Hon-prafit
- Milkary
+ Commnity menksi henlth certer
+ Mabile community Nealth bus
+ Psychintrlc practices

Eammy .




What does a PMHS often see?

How PMHSs Improve Access to {are

Rural PMHS Success Story #1

Foute to PAHS: PHP

Fural Maryland sola nigse practitioner practices in an arsa with a 3- o
S-month waltiog Ust to see a psychiatrist

LS

» [ssues commanly seen: depression, anxiety, AGHD, and ODG
¥ Concentrales solely on these concerns

# Works under a ren-profit tax jD pumber
»

Collal with a case
clinles, and a therapkt in the commueily

fraticn, mental health

| help the comnmity aceass speciatty care more quickly and Easﬂy._'_‘_.

98

PMHL: benefits to patients

Care fs
» Timely
# Usually in a Familiar setting
# Cost-appropriate
# Caordinated

» Managed over time for continuity
and improved outcomes

Potentist Barriers

¥ Newereredential a3 yot unfamiflar to insurance carriers and
emplayers
Medicaid raimbursement for pediatric BuH codes ta only nurse
practitiohers wha have the Psych MH certilication: PRHHP

» Harth Carling

v Ky

¥ Hardand
Employers rot allowing APRMs to practice to the tullest extent of thedr
education ahd tralning
Srates not allowlng APRME to prescribe Schedube || medications

"

v

-

Rural PMHS Success Story £

p Route to PMHS: FHP + mental heatth CHS

b Large rural Pennsyivania practice

b Evaluates and treats: depression, anxiety, ADHD,
Asperger's, tic disorders

e [Htiates treatment for: new onset bipatar/psychatle
disorders and autism

» Provides pharmacotherapy and brief psychosociat
interventions :

TPMHS corprpaicates Y WqUe axpertise as n primary care provider

with added expertise in the evaluotion and treatment of mental health’

dhserders, as well as mare comprehensive health prometion.” e
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Parting thoughts

Wiewing the patient as o whole, both physically ond mmially, fv the
vary sseence of our nursing paradigm.

rnnamrion is born of crisis
» Yhat creative models of Integrative care can hetp rural Waryland?

v Comaider how PRPs and PMHSs can support your telemed|cihe
Indtiative,

B Heow cam PNCE support your goals?

* ARy guestionst . | I
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Rural Maryland Council

RMC Health Care Committee Meeting
June 7, 2016
1:00 pm to 3:00 pm
Maryland Department of Agriculture, 50 Harry S Truman Parkway, Annapolis
Agenda

Invited participants: Members of the RMC Health Care Committee
Tom McLoughlin, Chair
Charlotte Davis, Executive Director
Meredith Donaho, RMC Administrative and Communications Aide

l. Welcome and Introductions Tom McLoughlin
1. Review and Adoption of the May 3, 2016 meeting minutes
Il. Featured Guest Speakers

Dr. Nicole Gloff, Assistant Professor, University Maryland School of Medicine

b. Kelly Coble, LCSW-C

Instructor, Division of Child and Adolescent Psychiatry

Program Director, Maryland Behavioral Health Integration in Pediatric Primary Care (B-
HIPP)

University of Maryland School of Medicine

L

V. Review of proposed Health Care portion of the Rural Maryland Prosperity Investment Fund

V. Update of school-based mental health care conversation and recent Maryland Assembly of
School-Based Health Care Centers Annual Conference

VI. Other Issues

VIl.  Adjourn

Next Meeting: September 6, 2016, 1:00 pm to 3:00 pm
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RMC Health Care Committee Meeting
June 7, 2016
Maryland Department of Agriculture, Annapolis
Minutes

Participants: Tom McLoughlin, Charlotte Davis, John Kornak, Temi Oshiyoye, Roxanne Hale, Justine
Springer, Karen Kverno, Jennifer Witten, Meredith Donaho

Guest Speakers: Dr. David Pruitt, Dr. Nicole Gloff, Kelly Coble

The meeting convened at approximately 1:10 pm.

Chairman McLoughlin called the meeting to order and welcomed participants.

| Action on Minutes

The minutes from the May 3, 2016 meeting were presented for review. There being no comments,

guestions or corrections and upon motion properly made and seconded, the minutes were unanimously
accepted as distributed.

Il Behavioral Health Integration in Pediatric Primary Care (BHIPP) Presentation

Dr. Pruitt introduced his colleagues who provided an overview of current resources available to meet
the needs of rural children and adolescents in need of treatment for mental health.

In their presentations, Dr. Gloff, and Ms. Coble advised that the program is a telehealth service
accessible by telephone or video conferencing to support the efforts of primary care providers in
assessing and managing the mental health needs of their patients from infancy through the transition to
young adulthood. It is a consulting service for primary care physicians consisting of four main
components including phone consultation, continuing education, resource & referral networking, and
social work co-location. Its consultants connect primary care providers with appropriate resources in the
community or provide general education on topics such as trauma and adverse experiences, substance
abuse, developmental delays, behavioral and learning difficulties. It was also mentioned that BHIPP is a
collaboration effort among the University of Maryland School of Medicine, Johns Hopkins Bloomberg
School of Public Health, and Salisbury University.

After their presentations and following a question and answer session, Dr. Gloff and Ms. Coble were
thanked and excused from the balance of the meeting.

[l RMPIF — Rural Health Care Organizations

A copy of the guidelines and overview portion for rural health care organizations for RMPIF was
distributed to the Committee. Charlotte Davis asked for the Committee to review and provide their
suggestions and feedback. No suggestions or changes were provided.

IV Other Updates

The Chair reported that the letters to the rural primary care physicians reviewed by the Committee at its
last meeting will be sent within the next two weeks. Staff has acquired a database of names and is
currently preparing the mailings. The letters will encourage increased utilization of the Healthy
Kids/EPSDT program as well as provide information on the Committee’s short term objectives related to
adolescent depression. Additionally, similar letters will be sent to rural School Superintendents plus the
Chairs of the Local Health Improvement Councils for their information and input.
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RMC Health Care Committee Meeting
June 7, 2016
Page 2

The Chair also called attention to activities at the Federal level that referenced a topic

previously discussed briefly as a potential long range topic. In an article, copy of which was previously
distributed, it mentioned that the Senate was discussing the use of technology enabled collaborative
learning and capacity building models to improve HHS programs. The proposed legislation being
discussed is entitled “Expanding Capacity for Health Outcomes Act (ECHO Act)” and sponsored by
Senators Hatch and Schatz. It might be appropriate for the Committee to monitor that

legislative process before considering any long-term commitment at this time.

V Adjourn There being no further business to be brought to the Committee's attention, the meeting was
adjourned at approximately 2:35 pm.

Next Meeting: Tuesday, September 6, 1pm-3pm, Location: Maryland Department of Agriculture,
Conference Room 110.
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UNIVERSITYof MARY LANL i
| soiSat e What is Telemental Health?

i

* The use of video teleconferencing to deliver

Incr‘easmg Access to Care: mental healthcare or education at a distance
T91 emeﬂta] Health at the * Interactions usinglive audicfviden

University of Ma[’yl and * l.e. a counselor and a student consultingwith a

psychiatristin real time

Nicole Gloff, M.D. and Kelly Coble, LCSW-C
June 7, 2016

Why telemental health?

v Improves access o core

« Fimely access to bocally unavallable servicas

+ Spared burdan/cost of transportation

» Addrasses workforee shortages
Canventence
Cast
Fatients ke it]

« High satisfactlon ratings

+ Some prefer TMH = youth, arsaty, ASD
Muttdlsciplinary team can be In multiple settings and come
topether at once

» Coflabaration batter than in-persen

» =

Exceptions: Safety concerns, patient refusaf

Confidentiality and Privacy What is the evidence?
* Important issue in TMH « Services delivered through TMH are feasible,
—Transmission of video/audlo data acceptable, have heen delivered across
developmental status, and to youth with varled

— Audiofvisual privacy at patient and provider site
* Technology

— Systems and data storage must be In compliance
with HIPAA

disorders

-+ Early work suggests that putcomes are comparable

to services deliverad in-person
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-
: ’" LINYWYERSTTY of MAARYLAMLD &
What is the evidence? S, SOROOLOFMEDICINE
+ Satisfaction

- High patient satisfaction ratings

* Rapport/Therapeuticaliance Sites of Service and Providing Care

— High satizfaction suggests that a solid thermpautic alllance develops

+ Safety
— Trodftionol outpatient model— on-site staff aselst with safaty issues,
$0bs

— Hamebosed— Safety ptan, high risk patients may ba Inappropriate,
patient bocation must ke knawn :

o o, 2007, 2008

~ Primary Care Background and Significance

* PCPs more often becoming default mental bealth
g « Gap between the need for and the availabifity of child and

providers adolescent mental health services
« Consultative and collaborative models support PCPs
in buitding skills to provide metal healthcare to * Lack of access to mental health care for children and
children adolescents is particularly evidentin rural or remate
- increases the pool of mental health expertise communities where access 1o evidence-based mental health

; ; is limi i i at all
+ High levels of satisfaction treatments is imited, with some areas having no dccess

« Promise for integration into the pediatric medical

home model of care B o o, 1995 Eszols 005 Mertkaupes e1 ah, 2007 W et of, 2001 Birth Dempey, & Martiep, 0% Casnar
@10, 006,

o Pecdrics, 202, vt ol o : 07, Cannay at L, 05 Z0KY; Breoaderg 4tol, AN ANET it 0k, 008

MD BHIPP

Funding
Beveloned 1o hel ¢ the efforts of ori + Made possibie through funding from the Maryland
« Developed to help support the efforts of primary care : DHMH
providers to assess and manage the behavloral health Department of Health and Mental Hygiene { )
needs of their patients from infancy through the — DHMH/BHA funded statewide initlative for mental heaith consuitation
and tralning progeam far childran and ada! it

transitlon to young-adulthood

+ In collaboration with Unlversity of Maryland School of
Medicine, lohns Hopkins Bloomberg Schaol of Public
Health, Salisbury University; partnerships with
community/advacacy groups

« Piloted Fall 2012, Statewide July 2013
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Maryland Behavioral Health Integration
in Pediatric Primary Care (BHIPP)

VerRgges T dn
)

The BHIPP Consultation Process

PCF Colls 145500 26 P

Primtary Specialty
27, T 15 3%

I"' Tl b orewerad by a mentd beafth dinkden, snd PCP I3

4 heir needs,

s7ig

@ Family Frinticy

T trediatrics
ChgPapehiatrbty me avribeblc e
“Other e encrl o mefienl argilks
H modicsmdizallen auipLFans.
' B-HIPPudt copmirate b cul FoP
= Miksmnp

bact o wiinee that b ronwenirklor

CHnicel Socid Wartens [y

—_ Within 34 hown FLP
l—— iertresp summaryel
oy
==

Thef geeu ul lellan Heni

mm

T el v BTt R oLTEs,
Aete mab, end sc g
lotds.

it

sboutrescurce mnd
rekermalin ko el

MD BHIPP Tele Consult

MD BHIPP Tele Consult

» January 2015 - integration of telepsychiatry consultation inte MD
BHiPP

= Alm
— To further support pravidars In undarserved arsas by asslsting in

3 At

H b3

« Maodel of Care
— Dne-titne Consultation
+ Pathent Centerad Consultatlien
~ Provider Centered Cohsilianan
— Diagnostic Clarification
— Medication Specifls Resor
— Brief Interventions

Pliot Sites:
- Crisfield Clinic (Somersat County)
- Cambridge Pediatrics (Charles County)
= Chitdren’s Medical Group {(AHegany County]
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Educational Settings School Mental Health Program
) :ﬁfﬂi?{i‘i"ﬁ?ﬂ“ﬁ&ﬂiﬁ?;g who receive mental health serviies + The SMHP provides mental health services In 25 Baltimore
= Variety of servicas: €ty schonls to students wha would otherwise be ineligible to
- 2 lu Hir bt oy K spefc%:gﬁg.fﬂ?fﬁm receive these greatly needed services
res,
v Ad f evaluating chikiran in tha familiar and eccloglcally valid

setting of sehoal: . * Required rotation for 2™ year fellows
— Minimal disruptlons ko thelr classroom time or parents” workday

+  Challanges in the schoot setting!

— Privacy, adeq pece and sther Infrasty For tha zervce, espacially In + Strong clinical structure
evercrowtded schooks . Pl Jinick ordinata
+  Sehools that are able to make these J have darme d — Frimary clinichn as coerdinatar
benallt to youth and aducators — Cliniclan embedded in the school

ok, 201 4 fones & Hoogiovd, 200

School Mental Health Program Garrett COUI'lty Health Department

« October 2044 - Pilot - » Consultation, collaborative and direct

- Expansiunufﬁeiep:\rchiater;nmmmw the SMHP psychlatric care to children/families in Garrett

— Services not limhted to medication management

+ Differentlal di I3, psyehoad , Itation to dinfcians and County {WeStern MD}
school administration :  — Child Psychiatry Fellows supervised by facutty
— Improvesaceass to care by

+ School Year 2015-2016 owercoming bartlers of

— Expansion of psychiatric services in 25 Baltimore City schoals treval

* Increpsed access (o cane . — Program success
v ln p;:,)vaars, sevesal schapls did not have access due to limited + Desipnated staff iaison
warkforce -
* Onpokng coordination with
= 2 armed approach communlty resourcas

» Telepsychiatry onby, In-parson anly, Hybrid
— Inctusion of all 3 year fellows in experience

Wells House
What have we learned?
* Wells House, Inc. is a nongrofit facility in Hagerstown that
provides substance abuse treatment to adult patients, = Increased access to care
including suboxone treatment — Reaching patients in rural and underserved areas

* Relationships are key
— Collaboration and integration with other disciplines

» Primarlly suboxone medication management and consultation — Therapists, PCFs, school administrators, etc.
to Wells House staff = Decreased travel time e T

* Increased efficiency

+ Led by Drs, Eric Weintraub and Chris Welch
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MARYLAND - 3110 Cansus Rasults
Tostal Pogrutation by Counly

What have we learned?

+ Challenges
— Significant practice change for providers

— Mot all patients are suitable for telepsychiatry
services

— Technoiogy

=y

" UNTVERSITY o MARYLAND &
SCHOOL OF MERICINE
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The University of New Mexico (http://www.unm.edu) &)
UNM A-Z (http://www.unm.edu/depart.html) Studentinfo (http://studentinfo.unm.edu)

Fastinfo (http://fastinfo.unm.edu) myUNM (https://my.unm.edu)

Directory (http://directory.unm.edu)

A\ UNM

SCHOOL of MEDICINE

)
Search W (nhttpsy//twitter.com/UNMProjectECHO)
] (https://facebook.com/UNMProjectECHO)
Contact Us (/contact-us/) | Donate
(https://www.unmfund.org/fund/project-echo/)

About ECHO

Home (http://echo.unm.edu) / About ECHO

Project ECHO (Extension for Community Healthcare Outcomes) is a collaborative model of
medical education and care management that empowers clinicians everywhere to provide better
care to more people, right where they live.

The ECHO model™ does not actually “provide” care to patients. Instead, it dramatically increases
access to specialty treatment in rural and underserved areas by providing front-line clinicians with
the knowledge and support they need to manage patients with complex conditions such as
hepatitis C, rheumatoid arthritis, chronic pain, and behavioral health disorders among many
others. It does this by engaging clinicians in a continuous learning system and partnering them
with specialist mentors at an academic medical center or hub.

108



http://www.tcpdf.org

Home (http://echo.unm.edu) / About ECHO (http://echo.unm.edu/about-echo/) / Our Story

Project ECHO

Project ECHO started as a way to meet local healthcare needs. Sanjeev Arora, M.D., a liver disease
doctor in Albuquerque, was frustrated that thousands of New Mexicans with hepatitis C could not
get the treatment they needed because there were no specialists where they lived. The clinic
where he worked was one of only two in the entire state that treated hepatitis C.

Dr. Arora was determined that all patients in need of treatment should get it. He created Project
ECHO so that primary care clinicians could treat hepatitis C in their own communities.

Launched in 2003, the ECHO model™ makes specialized medical knowledge accessible wherever
it is needed to save and improve people’s lives. By putting local clinicians together with specialist
teams at academic medical centers in weekly virtual clinics or teleECHO™ clinics, Project ECHO
shares knowledge and expands treatment capacity. The result: better care for more people.

Treatment for hepatitis C is now available at centers of excellence across New Mexico, and more
than 3,000 doctors, nurses and community health workers provide treatment to more than 6,000
patients enrolled in Project ECHO's comprehensive disease management programs for myriad
conditions. A 2011 study (http://www.nejm.org/doi/full/10.1056/NEJMoa1009370) published in
the New England Journal of Medicine showed that the quality of hepatitis C care provided by
Project ECHO-trained clinicians was equal to that of care provided by university-based specialists.

What's more, Project ECHO has expanded—across diseases and specialties, across urban and
rural locales, across different types of delivery services, and even across the globe. Today, Project
ECHO operates 39 hubs for nearly 30 diseases and conditions in 22 states and five countries
outside the U.S,, including sites within the Department of Defense healthcare systems.
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Project ECHO: a model for expanding access to addiction treatmentin a
rural state

Miriam Komaromy, MD
Medical Director, Project ECHO Addiction treatment program
9/12/10

Project ECHO is a program pioneered at the University of New Mexico (NM), designed to expand the
capacity of primary care providers {PCPs) working in rural and underserved areas to provide care for
cemmon complex diseases such as hepatitis C and addiction. The model is based on training and
ongoing support provided to PCPs via weekly tele/video conferences in which didactic presentations are
followed by case discussions in which PCPs present challenging clinical cases and get feedback from
specialists based at the University and from colleagues around the state, Participation decreases
professional isolation and helps PCPs become content experts in the area of focus, The program has
been highly successful in expanding access to high-quality treatment for hepatitis C.

In 2006 we launched an ECHO program focused on expanding access to addiction treatment in our iarge,
rural state. NM ranks 2™ in the nation for opioid overdose deaths, and has a multigenerational problem
with heroin addiction as well as a burgeoning problem with cpiecid analgesic addiction. Therefore, our
focus has been on expanding access to treatment for opioid addiction, atthough we have also provided
training and support for treatment of alcohol, stimulant, and other types of chemical dependency.

Qur program has focused on providing the following services:

1. Training in the use of buprenorphine: We have used a hybrid mode| of training. We have
offered B-hour tive trainings in areas alt over the state, We have tailored these to state and local
needs, and have included a focus on harm-reduction/overdose prevention, education about
local resources, and live patient panels, as well as more traditional pharmacology and clinical
use issues, Some participants have participated in these trainings via teleconference. We have
also provided PCPs with the buprenorphine training DVD from the American Association of
Addiction Psychiatrists’ online certification program as the formal mode of training. At the end
of each training we assist physicians in completing the online certification application. The
trainings are free of charge, and we offer free CME/CEUs, Since 2006 we have trained 156
physicians and 62 midlevel providers, and a total of 352 trainees {aiso including RNs,
pharmacists, counselors, and administrators). Our program has trained approximately 60% of
the total 258 physicians currently certified to prescribe buprenorphine in NM, and we currently
rank 5™ in the nation for number of certified physicians in the US {the only southwestern state in
the top 10).

2. Weekly teleconference to provide ongoing support for PCPs offering addiction treatment:
Since 2006 we have cenducted a weekly 2-hour teleconference focused on addiction treatment,
We offer free CMFE/CEUs for participation. Partipating facuity include an Internist/Addiction
specialist, a psychiatrist, a public health nurse, and a therapist. More than 536 clinical cases
have been presented, Participants from 42 different communities have joined the

110



telecanference since 1/08 (see map at the end of this report). There were 79 participants in
2008, 130 in 2009, and 111 so far in 2010. in 2010 alone we have offered 28 didactic
prasentations on a wide variety of topics including compulsive gambling, medical marijuana,
trauma-informed treatment of women, traumnatic brain injury, grief counseling, urine drug
testing, and mindfulness-based treatment of addiction.

Lacal conferences and grand rounds presentations on addiction-treatment topics: We have
found that establishing jocal connections is crucial for expanding interest in treating addiction,
Making live presentations to local PCPs aiso helps develop mentorship relationships, and the
ECHQO addictions faculty have fielded more than 800 consuitation calls from tocal providers in
the jast 4 years.

Producing educational materials for use in recruiting PCPs to provide addiction treatment and
patiénts to engage in treatment. We have produced a DVD with the local educational television
station that we have used for recruiting PCPs to participate in opiate addiction treatment. We
have also worked with an independent filmmaker and the NM Department of Health to
collabarate on the production of DVD aimed at incarcerated individuels, educating them about
the risk of opiate overdose death after release and about the effectiveness and availability of
treatment,

Monitoring patient care: as part of the process of co-managing patients with PCPs we monitor
patient logs submitted by some of the ECHO-trained and supported PCPs, and give feedback on
the process of care. To date we have received logs on approximately 170G patients on '
buprenorphine, indicating that we have had a substantial impact on improving access to opiate
addiction treatment, ' '

In summary, the ECHO addiction treatment program has succeeded in raising interest and
awareness about the problem of addiction, and expanding the avaifability of high-quality
addiction treatment in this poor, rural state,

111



TELEHEALTH POLICY UPDATES

Sen. Hatch & Schatz Propose Studies to Prove Project ECHO Effectiveness

Last week Senators Hatch and Schatz released language for the Expanding Capacity for Health Cutcomes

Aot (ECHO Act), a bill that would require studies and reports examining the use of technology enabled
collaborative learning and capacity building models to improve programs of the Department of Healtth and
Human Services (DHHS). The bill reguires the Secretary to examine the models and their ability to improve
patient c.are and provider education. The bill specifies that the examination must include a number of topic
areas such as mental healtth and substance use, chronic care, specialty care shortages, and health care in
rural areas, among others. The Secretary (in collaboration with the Health Rescurces and Services
Administration) would then be required to publish a study that analyzes the use, impact, and barriers of such

a model, and make recommendations.

The bill would also require the Comptroller General of the US to prepare and publish a similar report, with a
focus on the model's adoption in state and federal government programs. The Comptreller would then be
required to submit a report to Congress regarding how the findings of the report have been addressed,
recommendations to congress, a list of technology-enabled collaborative learning and capacity building

micdels funded by DHHS and a toolkit of best practices for the models implementation.
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Rural Maryland Council

RMC Health Care Committee Meeting
September 6, 2016
1:00 pm to 3:00 pm
Maryland Department of Agriculture, 50 Harry S Truman Parkway, Annapolis
Agenda

Invited participants: Members of the RMC Health Care Committee

IT.

III.

VIL

VIIIL

IX.

Tom McLoughlin, Chair
Charlotte Davis, Executive Director
Meredith Donaho, Program Administrator

Welcome and Introductions Tom McLoughlin
Review and Adoption of the June 7, 2016 meeting minutes
Featured Guest Speaker

a. Walter Sallee, Health Care Specialist, Maryland State Department of Education
MAERDAF and RMPIF Grant Update
MRHA Grant Update
State Office of Rural Health’s Maryland Rural Health Plan Update

Maryland Health Care Commission’s Work Group on Rural Health Care Delivery
Update

Other Issues

Adjourn

Next Meeting: October 4, 2016, 1:00 pm to 3:00 pm, Conference Call
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RMC Health Care Committee Meeting
September 6, 2016
Maryland Department of Agriculture, Annapolis
Minutes

Participants: Tom McLoughlin, Chair; Charlotte Davis, Rural Maryland Council; Lara Wilson, Maryland
Rural Health Association; Kerry Palakanis, Crisfield Clinic; Justine Springer, Maryland Department of
Health and Mental Hygiene; Dr. David Pruitt, University of Maryland School of Medicine; Holly Ireland,
Mid-Shore Behavioral Health; Karen Kverno, Johns Hopkins University; Meredith Donaho, Rural Maryland
Council

Guest Speakers: Walter Sallee, Maryland State Department of Education; Alicia Mezou, Maryland State
Department of Education

The meeting convened at approximately 1:15 pm.

Chairman McLoughlin called the meeting to order and welcomed participants.

| Action on Minutes

The minutes from the June 7, 2016 meeting were presented for review. Dr. Pruitt requested that the

name Dr. Wolf be revised correctly to Dr. Gloff. No other comments or suggestions were made. Upon
Motion properly made and seconded, the minutes were accepted as amended.

Il Department of Education Interaction with School Based Health Center Programs Presentation

Mr. Walter Sallee, Health Care Specialist, Maryland State Department of Education, and Ms. Alicia
Mezou, School Health Services, Maryland State Department of Education, provided an overview of the
Maryland School Based Health Centers Program. It was explained that SBHCs are health centers located
in schools or on school campuses and provide onsite comprehensive preventive and primary health
services. Staffed by professionals with prescriptive authority, the centers provide primary care services
related to lab work, diagnosis, dental, psychiatric, and school safety.

Following their presentations, there was extended discussion., Included among the topics addressed was
the awareness that the local health department or the local board of education is usually the service
provider. However, the service delivery model varies across the state, and is sometimes shared between
the local health department and local school board. Thirteen programs in Maryland are currently offered
by the local board of education, and in one jurisdiction it is provided by the local hospital. Also
mentioned was the role of School Counselors in areas where no SBHC is located.

Responding to another question regarding locations, it was pointed out that SBHC contacts are listed on
the website: www.marylandsbhc.org. Additional information can be obtained from the Maryland
Assembly of School Based Health Centers, a state agency representing SBHCs, at its website:
http://masbhc.org/.

In summation, Ms. Mezou and Mr. Sallee offered their assistance in furthering the Committee’s efforts
and suggested that its members consider attendance at future interdisciplinary meetings for school
based clinics. Also they will make available additional data related to SBHC's activities in mental health
care services and the different levels provided. Upon receipt of the data, it will be presented as an
agenda item and reviewed at the next Committee meeting.
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After the question and answer session concluded, Ms. Mezu and Mr. Sallee were thanked for their
presentations and excused from the balance of the meeting.

[l MAERDAF and RMPIF Grant Update

Charlotte Davis, Executive Director of the Rural Maryland Council, provided an update concerning the
FY17 MAERDAF and RMPIF grant programs. MAERDAF received a total of ninety-five applications
requesting $2,026,212.28 in funds; $555,917 in funds were available. Forty-two organizations received
funding, ten of the organizations were health care, including: Allegany Right; Asian American Center of
Frederick; Chesterwye Center, Inc.; Compass Hospice Regional; Crossroads Community, Inc.; Eastern
Shore Area Health Education Center; For All Seasons, Inc.; MAC, Inc.; MedStar St. Mary’s Hospital; and,
Women Supporting Women. Forty-three RMPIF applications have been received, including seventeen
health care focused applications. The RMPIF applications are currently in the review process.

IV State Office of Rural Health’s Maryland Rural Health Plan Update

Lara Wilson provided an update on the Maryland Rural Health Plan reporting that her agency, MRHA,
has contracted with the Maryland Department of Health and Mental Hygiene to accept that
responsibility. She also advised that MRHA has submitted a proposal for additional funding to RMC, to
create a more robust rural health plan by conducting rural listening sessions across the state. That
proposal will be presented to the RMC Executive Committee at its meeting on Tuesday, September 13,
2016.

V Maryland Health Care Commission’s Work Group on Rural Health Care Delivery Update

It was reported that the Maryland Health Care Commission Work Group convened a meeting on August
29" to discuss health care delivery, specifically focused on the five Mid Shore Counties of the Eastern
Shore. Senate Bill 707 — Freestanding Medical Facilities, was the major focus of the meeting including the
concept of converting underutilized hospitals to free-standing medical facilitiesas well as barriers to
health care access in rural communities, specifically transportation.

VI Other Issues

The Chair reported that the RMC Health Care Committee should be completing its activities by
December 2016. He summarized Committee’s deliberations since its first meeting in March2015, its
identification of the three short term objectives and the efforts developed to address them. He advised
that he will draft a final report which will be shared for further input from Committee members prior to
the November meeting; then edited for final review at the November meeting and the final report
presented at the Committee’s December meeting. Thereafter, the formal report will be presented to the
Executive Board at its Annual Meeting in December.

VIl Adjourn
There being no further business to be brought to the Committee's attention, the meeting was adjourned

at approximately 3:05 pm.

Next Meeting: Tuesday, October 4, 1pm-3pm, via Conference Call.
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Maryland State
Department of Education

School Based Health Centers Program
An Overvew; Seplember 6, 2016

About MSDE

0 SBHCs are health centers, located in a
school or en a school campus, which
provide onsite comprehensive preventive
and primary health services.

Maryland Landscape of SBHCs 2014-2015
28 162

E 78 Students i 12 571
; SBHCs . Enrolied SludenlaSewed
- 25 459 20 297 |
66\',57'[592 : Somathare MeMal Health 5
Visits Services
18491 . 545 = What
Masnaggment “Oral Health Care Next?
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About MSDE

Q Under the Ieadership of the State
Superintendent of Schools and guidance
from the Maryiand State Board of
Education, the Department develops and
implements standards and policy for
education programs from pre-kindergarten
through high school.

SRS
[N 4

What are SBHC Programs?

o Health Centers located in schools or on a
school campus
a Provide onsite preventive and primary
health services, may include:
- Mentai Health
- QOral Health
. Anciliary and Supportive Services
u Staffed by a variety of health profionals

Operations and Funding

a SBHC Sponsors
- County Health Departments
- Federal Qualified Health Centers
- School Districts
- Universities
o Qperations; Reguirements
. Siate Standards and Regulations
. Connection to School Heaith Serwoes
o Funding Resources




More Information

o SBHC website: www.marylangsbhc.org

Thank You!
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Questions???77?




