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Agenda
ÁWelcome

ÁData Driven Action: Substance Use Disorder Screening ςHwasun Garin

ÁNH Roadmap for Medicaid Payment Development ςLucy Hodder, JD 

ÁBuilding Sustainable Behavioral Health Integration ςAnna Ratzliff, MD, PhD

ÁNext Steps
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Data in Action
HWASUN GARIN

CITIZENS HEALTH INITIATIVE
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Plan ςDo ςSTUDYςAct 
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Studying our ACTION

New measures:
ÅDepression Screening + Follow-Up

Alignment with  NQF 0418

ÅSUD Screening + Follow-Up
Based on NQF 0418, with guidance 
and review by Accountable Care 
Learning Network Clinical 
Committee
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2017 Q3 Median = 63.4%

B = 0.3%

K = 0.1%

U = 15.6%
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2017 Q3 Median = 
41.4%

B = 17.3%

K = 17.1%

Q = 98.3%

U = 41.4%
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2017 Q3 
Median = 

10.0%

AF = 17.1%
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2017 Q3 Median 
= 8.6%

AS = 2.9%
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MEDICAID APM ROADMAP
JANUARY 10, 2018

Lucy C. Hodder 

Director, Health Law and Policy Programs (IHPP)

Professor, UNH School of Law

Lucy.Hodder@unh.edu

Jo Porter

Director IHPP

Jo.Porter@unh.edu
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Pathway to alternative payments
State Medicaid Roadmap

ȣȢ ΨΦΧή
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bŜǿ IŀƳǇǎƘƛǊŜΩǎ 5{wLt tǊƻƳƛǎŜ ǘƻ /a{

ñThis initiative will provide a short term federal investment, such that by the end 

of the demonstration the behavioral health infrastructure will be supported 

through the state's managed care delivery system using alternative payment 

methodologies, without the need for demonstration authority.ò January 5, 2016 

Letter of Approval from Andy Slavitt, Acting Administrator, CMS for NHôs 

DSRIP waiver.

ñThe Medicaid service delivery plan should address what approaches service delivery providers will 

use to reimburse providers to encourage practices consistent with IDN objectives and metrics, 

including how the state will plan and implement a goal of 50 percent of Medicaid provider payments 

to providers using Alternative Payment Methodologies.ò STC 33

STC Language
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Roadmap: APM Strategy

ωLeverages APM strategies used across all payers. 

ωSupports new innovative strategies that meet IDN metrics/measures and impact the behavioral health needs and 
infrastructure of the state.

ωRelies on a population health framework for APMs (HCP-LAN).

ωPlans for APMs that encourage providers to care for high need beneficiaries by achieving metrics and measures that 
ensure good care through sustainable payment models in the best interest of beneficiaries and Medicaid program. 

ωEstablishes a goal of moving at least 50% of Medicaid payments to APMs by 2020 and relying on stakeholder 
engagement to inform the process.

ωIDN experience will help shape which APMs are implemented, and the related financial and operational components 
of the selected APMs.
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APM Models can include:

ÁPrimary Care Incentive Models:

ïIntegrated behavioral health

ïChronic and high need patient care, management and coordination

ÁIntegrated behavioral health models across the spectrum of behavioral 
health needs

ÁAcute and chronic bundled rates

ÁGlobal capitation arrangements/accountable care for entire populations or 
special needs

ÁNetwork incentive pool methods based on regional DSRIP 
measures/successes
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Learning and Action Network (LAN): 
Alternative Payment Model Framework

14https://hcp-lan.org/workproducts/apm-whitepaper.pdf



© 2017 University of New Hampshire. All rights reserved.

Process

ɆThe state is meeting with managed care plans to review current APM 
ÍÏÄÅÌÓ ÔÈÁÔ ÓÕÐÐÏÒÔ ÔÈÅ ÓÔÁÔÅȭÓ ÐÏÐÕÌÁÔÉÏÎ ÈÅÁÌÔÈ ÇÏÁÌÓȢ 

ɆThe state is seeking input from stakeholders to develop payment methods 
ÔÈÁÔ ÃÁÎ ÈÅÌÐ ÓÕÐÐÏÒÔ ÔÈÅ ÓÔÁÔÅȭÓ ÂÅÈÁÖÉÏÒÁÌ ÈÅÁÌÔÈ ÉÎÆÒÁÓÔÒÕÃÔÕÒÅ ÎÅÅÄÓ 
consistent with the IDN metrics and supporting the DSRIP goals of: 

Ɇimproved behavioral health integration, 

Ɇcare coordination transitions and 

Ɇprevention, treatment and recovery.

ɆAPM strategies will be flexible in order to reflect the multi-year goals of the 
reform plan. 
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NH Timeline

Ɇ1115 DSRIP Waiver goal: 50% Medicaid provider payments in 
contractual APMs by 2020

ɆMCO Contracts: Planned DHHS re-procurement of MCO 
ÃÏÎÔÒÁÃÔÓ ÆÏÒ ΧȾΧȾΧί ÆÏÒ έȾΧȾΧί ȰÇÏ ÌÉÖÅȱ

ɆNH Political Questions: 
ɆMedicaid expansion reauthorization?
ɆContinuation of Premium Assistance Program? 

ɆMeanwhile: Medicare and commercials continue on towards 
payment reform

16
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Medicaid Provider Payments, by MCO, FFS, 
and Other: FY2016
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MCO Amount, 
$437,537,094.92 

FFS Amount, 
$28,161,775.05 

Distribution of Provider Payments, MCO and FFS 
(TOTAL: $465.5M)

FFS Amount,
$28,161,775.05

Source: Base data from MillimanôsSFY2018 Capitation Rate Development for Medicaid Care 

Management Program
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Provider Payments by Service Category, FY2016

18
Source: Base data from MillimanôsSFY2018 Capitation Rate Development for Medicaid Care 

Management Program

COMBINED % of total

Mental Health Center 16%

Prescription Drugs 25%

Professional/Other State Plan 31%

Hospital Outpatient 17%

Hospital Inpatient 12%

12%

17%

31%

25%

16%

PAYMENTS BY SERVICE CATEGORY, FY 2016
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What Does this Mean for Providers? 

ɆProviders have a voice in APM model options
ɆWhat flexibility do you need to better serve your patient 
population? 
ɆWhat are your key infrastructure needs? 
ɆHow will you show a return on investment?
ɆWhere will the money come from? 
ɆWho are your key partners? 
ɆAPMs that succeed will be those that build on models that work

19
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ɆFor more information on the approved Roadmap, see DSRIP Alternative Payment Models Roadmap for Year 2 and 
Year 3 (CY 2018)

Ɇhttps://www.dhhs.nh.gov/section-1115-waiver/documents/dsrip-apm-roadmap.pdf

20
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Building Sustainable Behavioral Health 
Integration

Anna Ratzliff, MD, PhD
Associate Professor

University of Washington

TCPI National Faculty
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Disclosures:

ÅAnna Ratzliff, MD, PhD
ï Grant/Research Support: Supported from contracts and grants to the AIMS Center at the University of Washington including support from 

Washington State and CMMI.

ï Allergan: Spouse employed in last 12 months

ï Royalties:  Wiley - Integrated Care: Integrated Care: Creating Effective Mental and Primary Health Care Teams(Paid to UW Department of 
Psychiatry and Behavioral Sciences)
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Polling Question
What is your top priority in creating an integrated behavioral health program in your 
organization? Pick  ONE top priority.

Å Quality of Care ς3 Responses
ï Patients consistently receive appropriate effective treatment; both brief behavioral intervention and supported 

medication management are available, population-level impact Care Coordination Capacity: Critical to patient-
centered care efforts; PCMH accreditation; relevance to chronic care and transitional care services, increasing skills 
for team-based care

Å Patient Experience ς2 Responses
ï Improved satisfaction, improved access, decreased stigma, improved communication between multiple providers 

Å Patient Outcomes ς2 Responses
ï Improved quality process measures, improved quality of life, improved return to work (absenteeism), decreased 

impact on productivity (presenteeism) 

Å Mental Health Care Access ς1 Response
ï Improved access and access times, ability to leverage access to psychiatric provider time

Å Health Care Savings ς1 Response
ï Treating depression shown to result in a $6:1 return on investment; patients with comorbid mental and physical 

health conditions cost two to three times more than patients with physical health conditions alone 

Å Provider Experience
ï Reduced isolation, increased support/improved access to specialty consultation, improved satisfaction rate, case-

based learning, opportunity to work on a team, reduced burnout and turnover of staff 

Å Maximizing Funding Opportunities
ï Mental health as a target for accountable care organization (ACO) shared savings target, value-based payments, 

and new payment opportunity with Medicare behavioral health integration/collaborative care codes (CoCM); 
Develop your billing skills for codes that cover integrated care; maximize staffing models and workflows to increase 
revenue from CPT billing

23



Objectives

24

Model

Funding

Sustainability

Integrated Behavioral Health

By the end of this presentation you should be able to:
Å Discuss sustainability of your integration plan.
Å List financing strategies for behavioral health integration.
Å Apply a strategy to assess practice impact of sustaining CoCMusing APA-AIMS 

Center financial modeling workbook.



Why behavioral health integration?

ÁMental health is part of overall health

Á Treat mental health disorders where the patient is / feels most 
comfortable receiving care
ɂEstablished doctor-patient relationship is an important foundation of trust

ɂLess stigma

ɂBetter coordination with medical care

ÁCritical for transformation and TCPI goals

25



Collaborative Care Aligned with TCPI Goals

Patient satisfaction
Leverage psychiatric prescriber
Effective team collaboration
Evidence based treatment
Increased access to BH

Measurement-based treatment to 
target
Use of patient registry
Improved patient outcomes

Proven cost effective strategy
Provider satisfaction
New collaborative care payment

Collaborative Care

26



Sustainability: Define Value of Behavioral 

Health Integration Broadly

Mental Health Care Access

Improved Patient Experience

Improved Provider Experience

Improved Primary Care Provider Productivity

High Quality of Care

Improved Patient Outcomes

New Funding Opportunities

27
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Primary Funding Mechanisms
ÅTraditional CPT Codes 

ïPsychiatry, Psychotherapy, Health and Behavior, 
Screening, SBIRT 

ïAll require specific credentialing, licensure, and setting 
(varies by service and insurance) 

ÅBundled Payment Models

ïCMS Behavioral Health Integration codes

ÅValue-based payments and pay for performance contracting 
with health plans

28
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Collaborative Care Model ( CoCM)

Validated outcome 
measures tracked over 

time

Active treatment with 
evidence-based approaches

Registry to track 
population

Primary care
patient-centered 
team-based care

Systematic case review 
with psychiatric consultant

(focus on patients not 
improved)

29
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HOW WELL DOES IT WORK WITH OTHER 
DISORDERS?

Evidence Base Established Emerging Evidence

Å Depression
- AdolescentDepression
- Depression, Diabetes,and 

Heart Disease
- Depression and Cancer
- 5ŜǇǊŜǎǎƛƻƴ ƛƴ ²ƻƳŜƴΩǎ IŜŀƭǘƘ 

Care
Å Anxiety
Å Post Traumatic Stress Disorder
Å Chronic Pain
Å Dementia
Å Substance Use Disorders

Å ADHD
Å Bipolar Disorder



Medicare BHI/CoCMCodes

31

2018
Code

2017
Code

Description 2017
Rate

2018
Rate

99492 G0502 CoCM - first 70 min in first month $142.84 $161.28

99493 G0503
CoCM- first 60 min in any subsequent 
months

$126.33 $128.88

99494 G0504 
CoCM- each additional 30 min in any 
month  (used in conjunction with99492 
or 99493)

$66.04 $66.60

99484 G0507 Other BH services- 20 min per month $47.73 $48.60

For FQHC and RHC Only

G0511 CCM ςGeneral Care Management $61.37

G0512
CoCM: Psychiatric Collaborative Care 
Model

$134.58



Medicare CoCMCodes

3 Key Elements

1. Active treatment and care management using established protocols for an identified 
patient population; 

2. Use of a patient tracking tool to promote regular, proactive outcome monitoring and 
treatment-to-target using validated and quantifiable clinical rating scales; and 

3. Regular (typically weekly) systematic psychiatric caseload reviews and consultation by a 
psychiatric consultant, working in collaboration with the behavioral health care manager 
and primary care team. These primarily focus on patients who are new to the caseload 
or not showing expected clinical improvement.

32



Medicare CoCMCodes

ÅPayment goes to the PCP who bills the service

ÅBilled on a per patient basis for those that have met the established time 
thresholds 

ÅThe psychiatrist does not bill separately. 

ïcontract with the PCP practice

ÅThe patient must provide general consent for the service and they will have a co-
pay 

Å Interaction does not have to be face-to-face

ÅCare manager and psychiatrists can also bill additional codes for therapy etc. 

33



Building a Sustainable Program

34

Use financial modeling tool

Calculate costs Anticipate Revenue Consider workflows

Define value broadly

Quality patient and 
provider experience

Better outcomes
Capture value and 

responsible spending

Create a strong collaborative care program 

Psychiatric Consultation
Behavioral Health Care 

Manager
Core Infrastructure



Financing: Costs of Behavioral Health 
Integration

35

ωprovider and administrator time to plan for change

ωcare team training costs and time/workforce development

ωdevelopment of registry

ωworkflow planning, billing optimization

Initial Costs of Practice Change:

ωcare manager time

ωpsychiatric consultant time

ωadministration time and overhead (including continuous 
quality improvement efforts)

Ongoing Care Delivery Costs: 
FMW 
Tool!

Used with permission from the AIMS Center



Using the Workbook as a Team

Å¢ƘŜ ǿƻǊƪōƻƻƪ ŀǎƪǎ ŦƻǊ ƛƴŦƻǊƳŀǘƛƻƴ ǘƘŀǘ Ƴŀȅ άƭƛǾŜέ 
with various people in your organization. 

ï Finance 

ï HR/Staffing 

ï Operations

ï BH Program Management

ÅUse all your resources to gather the most accurate 
information.
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Payer Mix

ÅWhich payers does your organization or BH services get 
reimbursement from?

ÅDoes the payer reimburse for all credentials, i.e. social 
workers vs. counselors?

ÅWhat is the average reimbursement for specific services from 
each payer?

ÅWhich payers pay a case rate, and which pay only for 
individual services?

37



Task Allocations and Visit Statistics

ÅHow do your care managers and psychiatric 
consultants spend their time each week?

ÅWhat kind of visits do they have?

ÅWhat is the average length of a treatment 
episode, and the average number of visits 
during that episode?

ÅHow many weeks in the year do your staff work 
ςnot counting holidays, sick and vacation?

38



Financial Modeling Workbook 
Tab 1: Disclaimer

As Agreed:

THIS FINANCIAL MODELING WORKBOOK ("WORKBOOK") IS AN ESTIMATION TOOL PROVIDED WITHOUT COST AND FOR 

YOUR CONVENIENCE THAT SHOULD ONLY BE USED FOR INFORMATIONAL PURPOSES. THE INFORMATION GENERATED 

.¸ ¢I9 ²hwY.hhY L{ w9[L!b¢ hb ¦{9w Lbt¦¢ 5!¢! !b5 ¢I9 ²hwY.hhYΩ{ !//¦w!/¸ L{ 59t9b59b¢ hb ¢I9 5!¢! 

twh±L595 .¸ ¢I9 9b5 ¦{9wΦ b9L¢I9w ¢I9 ¦bL±9w{L¢¸ hC ²!{ILbD¢hb όά¦²έύ bhw ¢I9 !a9wL/!b t{¸/IL!¢wL/ 

!{{h/L!¢Lhb όά!t!έύ {I![[ .9 [L!.[9 Lb !b¸ ²!¸ Chw !b¸ 5Lw9/¢Σ Lb5Lw9/¢Σ /hb{9v¦9b¢L![Σ hw t¦bL¢L±9 

DAMAGES, LOST PROFITS, TECHNICAL ISSUES, OR OTHER DAMAGES, REGARDLESS OF FORESEEABILITY, THAT ARISE OUT 

OF OR RELATE TO THE USE OF THE WORKBOOK. USERS OF THE WORKBOOK HEREBY RELEASE UW, UW SCHOOL OF 

MEDICINE, APA AND THEIR OFFICERS, AGENTS, EMPLOYEES, REPRESENTATIVES, FACULTY, AND STUDENTS FROM ALL 

CLAIMS ARISING OUT OF OR RELATING TO THE WORKBOOK.

¢I9 ²hwY.hhY L{ twh±L595 Ϧ!{πL{έ !b5 b9L¢I9w !t! bhw ¦² a!Y9 !b¸ ²!ww!b¢L9{Σ 9·tw9{{ hw Lat[L95Σ 

INCLUDING WARRANTIES OF MERCHANTABILITY OR FITNESS FOR A PARTICULAR PURPOSE, NON-INFRINGEMENT AND 

INTERFERENCE RELATING TO THE WORKBOOK AND HEREBY DISCLAIMS ALL SUCH WARRANTIES AS TO ANY MATTER 

WHATSOEVER.
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Details of staffing
- Weeks for 1.0 FTE
- Care manager FTE
- Psychiatric consultant 

FTE

Financial Modeling Workbook
Tab 2: Staffing



Financial Modeling Workbook
Tab 2:Staffing and Service Delivery for Care Manager
& Psych Consultant

41

Details of BH care manager effort 
- Direct care
- Warm connections
- Telephone services
- Charting
- Care management
- Psychiatric consultation

Details of psychiatric consultant 
effort
- Indirect psychiatric 

consultation
- Registry/Charting
- Direct care



Used with permission from the AIMS Center

Financial Modeling Workbook
Tab 2: Staffing And Service Delivery for Care Manager and  
Psych Consultant

42

Summary of available care
- Direct Care
- Caseload details

- Length of episode
- Caseload capacity
- Eligibility for case rate



Used with permission from the AIMS Center

Financial Modeling Workbook
Tab 3: Net Financial Impact ςPayer Mix and Case Rate

43

Payer Mix
- CoCMcodes
- Other value-

based payments
- Direct care 

revenue


