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Join audio:
• Choose “Mic & Speakers” to use 

VoIP
• Choose “Telephone” and dial 

using the information provided

Submit questions and comments via 
the Questions panel or “raise your 
hand” to speak over the phone. 

Today’s webinar is being recorded 
and will be available within 48 
hours. 



What we’ll cover today

• Overview of the Medicaid health home option

• Core clinical features of a behavioral health home

• Structuring the behavioral health home

• Action steps for stakeholders

• Operationalizing the core clinical features –
lessons from the field 

• Q & A session



The Clinical Work of 

Effective Behavioral Health Homes

Laurie Alexander, PhD, Alexander BH Consulting

Benjamin G. Druss, MD, MPH, Emory University



OVERVIEW OF THE MEDICAID 

HEALTH HOME OPTION



Context

• The ACA created a new option for state Medicaid 
programs to provide health homes for enrollees with 
chronic conditions, including MH & SU conditions
• Became effective 1/1/2011

• Subject to CMS approval of state plan amendment

• Program provides financial incentives for states
• 90% FMAP for health home-related services for 1st 8 quarters 

• Alternative payment models

• Incentive grants



Required services

• Each patient must have a comprehensive care plan;

• Services must be quality-driven, cost effective, 
culturally appropriate, person-/family-centered, and 
evidence-based;

• Services must include prevention and health 
promotion, healthcare, mental health and substance 
use disorder, long-term care services, as well as 
linkages to community supports and resources;



Required services (continued)

• Service delivery must involve continuing care 
strategies, including care management, care 
coordination, and transitional care from the hospital to 
the community; 

• Health home providers do not need to provide all the 
required services themselves, but must ensure the full 
array of services is available and coordinated; and

• Providers must be able to use health information 
technology (HIT) to facilitate the work of the health 
home and establish quality improvement efforts



Target populations

• Two or more chronic health conditions
• i.e., MH or SU condition, asthma, diabetes, heart disease, or 

overweight; OR

• One chronic condition and at risk for another; OR

• One serious and persistent mental health condition

Note: Regardless of which condition(s) are selected, 
states must address MH and SU conditions and consult 
with SAMHSA on their treatment and prevention



The opportunity

• MH and SU treatment providers can become a 
health home for the people they serve 

• A behavioral health-based health home



Current Status of Medicaid State Health 

Home Amendments

• Eight states have received federal approval for their 
programs under Section 2703 of the ACA, and six 
more states have amendments under review.

• All of the approved states include people with serious 
mental illnesses as a target population, and use 
financing methods such as per-member-per-month 
(PMPM) payments to Health Home providers

www.chcs.org



The challenge

• To create a behavioral health home capable of 
functioning effectively at both the administrative and 
clinical levels

• Focus of this webinar (& paper): The clinical piece
• How to improve outcomes for people with MH and SU 

conditions in a behavioral health-based health home



CORE CLINICAL FEATURES OF 

A BEHAVIORAL HEALTH HOME



Redesigning care to serve as health home

• Core elements of the Chronic Care Model:

• Self-management support

• Delivery system design

• Decision support

• Clinical information systems

• Community linkages



Self-management support

• Activated consumers have skills to: 
• self-manage their care

• collaborate with providers

• maintain their health 

• The behavioral health home helps consumers become 
activated by:
• Assessing the consumer’s activation level 

• Addressing deficits through self-management support 
strategies 

– Important to include both education and coaching components



Delivery system design

• Care system is redesigned in key ways, including:
• Formation of multidisciplinary practice teams 

– Clear roles

– Single care plan

– Effective communication

– Mechanisms for coordinating care between team members

• Provision of care management

– Client activation and education

– Care coordination

– Monitoring consumers’ participation in and response to treatment
(when treating provider is part of team)



Decision support

• Ensure clinical care is provided in line with best 
practices by:
• Involving specialists

• Embedding evidence-based guidelines in routine care 
provision



Clinical information systems

• Support organization of data
• At the population level helps maximize outcomes for defined 

groups of consumers

• At the individual level helps maximize consumer’s outcomes

• Regardless of format, necessary functions include:
• Organizing data at population and individual level

• Delivering reminders to providers (and consumers)

• Providing feedback to clinicians (and consumers)



Community linkages

• Develop an understanding of the contextual factors (e.g., 
poverty) that may underpin consumers’ poor health

• Support consumers’ connections to care and resources in 
the community
• Become familiar with the area’s community resources

• Link consumers to them

• Track referrals



STRUCTURING THE 

BEHAVIORAL HEALTH HOME



Structuring the behavioral health home

• Several options depending on the behavioral 
health provider’s resources:

• In-house model

• Co-located partnership model

• Facilitated referral model



In-house model

• The behavioral health agency provides and owns the 
complete array of primary care and specialty 
behavioral health services. 

• The agency ensures communication across providers 
and coordination of services that allow it to deliver care 
that is integrated from the consumer’s perspective



Co-located partnership model

• The behavioral health agency arranges for healthcare 
providers to provide primary care services onsite

• Processes must be in place — beyond simple co-
location — to ensure that effective communication and 
coordination between providers happens routinely



Facilitated referral model

• Most primary care services are not provided onsite, but 
the agency ensures coordination of care provided 
offsite. 

• The agency conducts health screenings, links clients to 
PCPs in the community, and facilitates communication 
and coordination with health providers – typically with 
the support of a medical care manager. 



Action steps to consider

• Reach out to the relevant state agencies 

• Master the health home’s key clinical features and the 
system-level strategies that support them;

• Create a strategic plan, including the clinical model, 
budget, and implementation plan; 

• Start the change management process; 



Action steps (continued)

• Formalize partnerships with community partners;

• Regularly update state agencies on progress;

• Identify and include relevant stakeholders in the 
decision-making and strategizing process; and

• Seek support and guidance/training from colleagues, 
experts, and leaders of relevant efforts. 



Missouri CMHC 

Health Homes
Joe Parks, MD

Medical Director

Missouri Department of Mental Health



My Background

• Missouri DMH Medical Director

• Consultant to Mo HealthNet (Missouri Medicaid)

• Director and Distinguished Professor of Science Missouri 
Institute of Mental Health
University of Missouri  St. Louis

• President NASMHPD Medical Director’s  Council

• Practicing FQHC  Psychiatrist



DMH NET – Strategy 

• Health technology is utilized to support the service system.

• “Care Coordination” is best provided by a local community-based 
provider.

• MH Community Support Workers who are most familiar with the 
consumer provide care coordination at the local level.

• Primary Care Nurse Care Managers working within each CMHC 
provide system support.

• Statewide coordination and training support the network of CMHC 
Health Homes. 



CMHC Healthcare Homes

• State Plan Amendment approved 10/20/11 
• Effective 1/1/12

• 27 CMHC Healthcare Homes

• 17,882 individuals auto-enrolled
• CMHC consumers with at least $10,000 Medicaid costs

• PMPM Staffing:  $78.74
• Health Home Director 1 per 500 enrollees

• Primary Care Physician Consultant 1hr per enrollee

• Nurse Care Managers 1 per 250 enrollees

• Care Coordinator 1 per 500 enrollees



CMHC as Health Care Home

• Case management coordination and facilitation of 
healthcare

• Primary Care Nurse Care Managers 

• Medical disease management for persons with SMI

• Preventive healthcare screening and monitoring by MH 
providers

• Integrated/consolidated CMHC/CHC Services



Medical Needs Have Same Priority as 

MH Needs

• Obtaining a “medical home” – a primary care provider 
responsible for overall coordination

• Medication adherence – just as important for non-MH 
meds

• Assisting in scheduling and keeping medical care 
appointments



Comprehensive Care Management

• Identification and targeting of high-risk individuals

• Monitoring of health status and adherence

• Development of treatment guidelines 

• Individualized planning with the consumer



Step 1 – Create Disease Registry 

• Get Historic Diagnosis from Admin Claims

• Get Clinical Values from Metabolic Screening

• Combine into EHR Disease Registry

• Online Access available to all Providers



Metabolic Syndrome Disease Registry

• Metabolic Syndrome
• Obesity - weight height
• Cholesterol 
• Triglycerides 
• Blood pressure
• Blood sugar

• Screening Required Annually since 2010

• Disease registry with results maintained on PROACT

• Billing Code under Rehab Option



Step 2 – Identify Care Gaps and ACT! 

• Compare Combined Disease Registry Data to accepted 
Clinical Quality Indicators

• Identify Care Gaps

• Sort patients with care gaps into agency specific To-Do lists

• Send to CMHC nurse care manager

• Set up PCP visit and pass on info with request to treat



DMHNET HEIDIS Indicators

• DM1: Use of inhaled corticosteroid medications by persons 
with a history of COPD (chronic obstructive pulmonary 
disease) or Asthma.

• DM2: Use of ARB (angiotensin II receptor blockers) or ACEI 
(angiotensin converting enzyme inhibitors) medications by 
persons with a history of CHF (congestive heart failure).

• DM3: Use of beta-blocker medications by persons with a 
history of CHF (congestive heart failure).

• DM4: Use of statin medications by persons with a history of 
CAD (coronary artery disease).



Initial Results

• Provide specific lists of CMHC clients with care gaps as 
identified by HEIDIS indicators to CMHC primary care nurse 
liaisons quarterly

• Provide HEIDIS indicator/disease state training on standard 
of care to CMHC MH case managers

• First quarter focus on indicator one-asthma substantially 
reduced percentage with care gap
• Range 22% - 62% reduction
• Median 45% reduction



Care Coordination

�Coordinating with the patients, caregivers 
and providers 

� Implementing plan of care with treatment 

team

� Planning hospital discharge

� Scheduling

� Communicating with collaterals



Provide Information to Other Healthcare 

Providers

• HIPAA permits sharing information for coordination of 
care

• Nationally consent not necessary

• Exceptions:
• HIV

• Substance abuse treatment – not abuse itself

• Stricter local laws



CyberAccessTM

• Patient demographics 
• Electronic Health Record

• Record all of participant prescriptions

• All procedures codes

• All diagnosis codes

• E prescribing

• Preferred Drug List support

• Access to preferred medication list

• Precertification of medications via clinical algorithms

• Prior authorization of medications 

• Medication possession ratio 



CyberAccess - Log-In Screen



CyberAccess – HIPAA Attestation



CyberAccess - Home Page



Demographics



Paid Drug Claims



Paid Drug Claims/MPR

An MPR between 80-100% will display in green text. An MPR between 60-79% will display in yellow text. An MPR of 
less than 60% will display in red text. If an MPR does not exist for type of drug or the drug is not for 
maintenance the column will display a dash.



Medical Procedures



Diagnosis Codes



Comprehensive Transitional Care

• Medicaid requires hospitals to notify MHN within 24 hours of a new 
admission of any Medicaid enrollee and provide information about 
diagnosis, condition and treatment for authorization of an inpatient stay 
using a web based tool. 

• A daily data transfer listing all new hospital admissions discharges is 
transferred to the HH data analytic staff

• New admits are matched to the list of all persons assigned and/or 
enrolled in a healthcare home.

• An Automated email notifies the healthcare home provider of the 
admission.

• Patients are seen within 72 hours of discharge for medication 
reconciliation , health status check and planning for follow-up care



Support Patient Wellness through Self 

Management using Peer Specialists

• Implement a physical health/wellness approach that is consistent 
with recovery principles, including supports for smoking cessation, 
good nutrition, physical activity and healthy weight.

• Educate patient on implications of psychotropic drugs

• Teach/support wellness self-management skills

• Teach/support decision making skills using Direct Inform  

• Use motivational interviewing techniques

• New psychosocial rehab focus

• Smoking cessation

• Enhancing Activity

• Obesity  Reduction/Prevention 



DirectInform – An EHR for Patients 

53



What is a CMHC Healthcare Home?

• Not just a Medicaid Benefit

• Not just a Program or a Team

• A System and Organizational 
Transformation



Practice Transformations

• Focus on overall health

• More medically oriented team members

• Open access scheduling

• No-show/cancellation policies

• Increased patient input processes

• Significant increase in data reporting and outcomes

• Treatment planning tools supported by treatment 
guidelines





WebSites

www.nasmhpd.org/medicaldirector.cfm

www.dmh.mo.gov/about/chiefclinicalofficer/healthcar

ehome.htm



For more information

Download the paper today…

Executive summary and full report 
are available to at: 
www.integration.samhsa.gov

→ Integrated Care Models



Any Questions?



For information, resources and technical 

assistance contact the CIHS team at:

Online: integration.samhsa.gov
Phone: 202-684-7457
Email: Integration@thenationalcouncil.org


