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Larry McNeely | Primary Care Collaborative
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Senate Finance Priorities for 119th

“As we work with the Trump Administration to 
address America’s epidemic of chronic disease, the 
Committee must also streamline clinician payment 
systems and incentivize alternative payment models 
…We must improve primary care, support chronic-
care benefits in Medicare and provide Medicare 
doctors with long-term payment stability.”

-Chairman Mike Crapo, Press Release, 1/7/25
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Save the Date

June 4-5, 2025
Washington, DC 

CALENDAR HOLD

CALENDAR HOLD

https://thepcc.org/wp-content/uploads/2025/01/PCC-Presents-Scaling-What-Works-for-Primary-Care-Save-the-Date.ics


Mary Giliberti | Mental Health America

Alin Severance | UPMC Health Plan

Co-Chair’s Remarks



Kiera Peoples | National Partnership for Women and Families

Assessing CMMI’s Innovation in 

Behavioral Health Model



Enhancing Women’s Health 
Through the Innovation in 
Behavioral Health Model
An Analysis on the Community-Based Model from CMMI

Kiera Peoples

1/29/2025



Overview of the IBH Model

Goal: Develop and enhance infrastructure of specialty BH 
organizations to provide person-centered care to beneficiaries with 
moderate to severe BH conditions

Timeline: January 2025 – December 2032

● Pre-implementation Period: Jan. 2025 - Dec 2027
● Implementation Period: Jan. 2028 - Dec. 2032

Participating States: 

● Oklahoma 
● Michigan 
● New York
● South Carolina



Overview of the IBH Model

● Transformation Areas 

○ Care Integration: Address both BH and 

physical health care in community-based 

BH setting. 

○ Care Management: Provide self-
management support and person-

centered care planning. 

○ Health Equity: Conduct HRSN screenings, 

population needs assessment, and a 

health equity plan. 

○ Health IT: Support data sharing between 

providers and patients. Help to track 

referrals and follow ups for health-related 

social needs 

● Metrics of Success 

○ Improved health outcomes for 

diabetes, hypertension, and 

tobacco use

○ Improved health IT capabilities to 
support care coordination

○ Reduction in hospitalizations 

○ Increased use of referred services 

(e.g., HRSNs, primary care)

○ Patient-reported outcome 

measures (PROM)



Payment Approach

● Medicaid: States must develop and implement their own 
Medicaid payment arrangement complementing existing 
payment approaches. 

● Medicare: Optional participation. 

○ Will receive upfront funding for Health IT investments and 
practice transformation

○ Also, will receive risk-adjusted, per-member-per-month 
payments for screening and care coordination.

● NOTE: Both approaches will incorporate performance-based 
payments using specified quality measures and must be 
directionally aligned.

● This is the first CMMI model to focus on multi-payer alignment for 
beneficiaries with mental health and SUD conditions under both 
Medicaid and Medicare.



How the Model Addresses Patient 
and Consumer Priorities  

● Access to Care

○ Reduces the need for patients to navigate separate systems to 
address concerns that are likely associated with their BH conditions. 

○ Care integration could minimize common barriers, such as 
transportation and child care.

● Patient and Family Engagement 

○ SMAs must implement a convening structure to enhance the 
model by aligning efforts of interested or impacted groups

○ Encouraged to recruit a variety of stakeholders, including 
beneficiaries with lived experience and caregivers, promoting the 
incorporation of patient experiences in the model’s development 
and implementation. 



Women’s Behavioral Health

● In 2021, compared to male counterparts, women aged 18–25 
were significantly more likely to: 

○ Have any mental illness across various U.S. regions, social statuses, 
employment situations, and racial and ethnic groups. 

○ Suffer from serious mental illness across all racial and ethnic groups. 

○ Experience a major depressive episode across all racial and ethnic 
groups. 

○ Have thoughts of suicide.

○ Have an unmet need for mental health support.

● Barriers to Seeking Services

○ Economic Constraints 

○ Pervasive Stigma



Recommendations to Maximize 
Impact on Women’s Health

● Prioritize a physical health consultant with experience in 
women’s health

● Co-locate primary care, BH, and OB-GYN providers

● Improve evaluation measures by requiring women's health 
screening and BH outcome measures

● Prioritize patient outcome and experience measures

● Emphasize patient/community engagement

● Promote secure data sharing and privacy



Susan McDaniel | University of Rochester Medical Center

Larry McNeely | Primary Care Collaborative

Dec 12 Member Meeting and the 

Path Ahead
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Eric Hargan, JD 
Former Deputy Secretary, Department 
of Health and Human Services; 
Founder and CEO, Hargan Group

Incoming Administration:

• Is Committed to Making America Healthy Again and addressing 

chronic disease

• Wants to disrupt the status quo

His Advice:

• Show how Primary Care is central to this Administration’s 

priorities
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Member-Led Breakout Groups

The Ask of Participants: 

Identify 2 Policy Opportunities and 1 Policy to Preserve

Breakout Groups:

• Behavioral Health Integration (Susan McDaniel – APA)

• Comms (Katherine Gergen-Barnett, HMS Ctr for PC)

• Equity/Patient-Centeredness (Sarah Coombs – NPWF)

• Medicaid/CHIP (Stephanie Glier – AAP)

• Medicare (Dorothy Siemon – AARP)
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Member-Led Breakout Groups

SELECTED TAKEAWAYS

Equity/Patient-Centeredness 

• Maintain our Principles, but Reframe the Message

o Inequities→ Rural/Underserved 

o Equity→ Quality; 

o SDoH→ Non-medical drivers
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Member-Led Breakout Groups

SELECTED TAKEAWAYS

Behavioral Health Integration

• Integrated PC key to chronic disease, behavior change

Communications 

• Move toward shared messaging w New Congress, Admin

• To Make Amer. Healthy Again, stronger PC is central
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Member-Led Breakout Groups
SELECTED TAKEAWAYS

Medicaid/CHIP – 

• Highlight red state PC initiatives aimed at chronic disease

Medicare 

• Across TM & MA, support shift to hybrid pay, address 

pricing/valuation and offer cost-sharing relief

• Build on progress (PC Flex, APCM, G2211, GPDC/REACH)



Matt Toth & Brent Gibbons | RTI

Behavioral Health Prevalence, 

Utilization, and Spending Among 

Older Adult Medicare Beneficiaries



www.rti.org RTI International is a trade name of Research Triangle Institute. RTI and the RTI logo are U.S. registered trademarks of Research Triangle Institute.

Behavioral Health Diagnosis, Service 
Utilization, and Spending Among Older 
Adult Medicare Beneficiaries

Matt Toth, MSW, PhD

Brent Gibbons, PhD

Adapted from: Toth, M., Gibbons, B., Levinson, A., Kar, N., Keyes, V., Nye., E., Jacobus-Kantor, L., and Creedon, T. Behavioral 

Health Diagnosis, Service Utilization, and Spending Among Older Adult Medicare Beneficiaries: A Chartbook. Washington, DC: The 

Office of the Assistant Secretary for Planning and Evaluation. U.S. Department of Health and Human Services. January 15, 2025. 



Background

o Behavioral health (BH) disorders are common among older adults.

• Surveys found 12 percent of older adults reported any mental illness, and less 

than 3 percent reported any SUD (SAMHSA, 2019).

o Older adults with BH disorders have:

• Worse health and functional outcomes

• Higher rates of emergency department (ED) visits

• More medications used

• Higher costs compared to those without BH disorders 

(Boockvar, K., 2014; CDC., 2008; Figueroa et al., 2017). 
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Background

o We performed an annual cross-sectional analysis of the national 

population of FFS Medicare beneficiaries 65 years and older, using 

100% of FFS claims and administrative data from 2017 to 2019 to:

• Estimate the annual rate of Medicare FFS beneficiaries with any BH 

diagnosis or BH-related service. 

• Determine what services are used, how often, and at what cost to 

Medicare and beneficiaries.
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Methods

o Sample construction: Medicare beneficiaries ages 65+ with 12 months of 

enrollment in Part A and B FFS, alive all year, and in one of the 50 states or DC.

o Identification of the behavioral health population: beneficiaries with at least 1 

claim in the previous 12 months with a diagnosis code, prescription drug, or 

procedure code for behavioral health disorders.

• Separately examined mental health and substance use disorder prevalence, service use, 

and spending.

o Specification of the outcomes: all-cause and BH-specific annual Medicare 

spending and service utilization.

• Spending and OOP payments outcomes: inpatient spending, outpatient spending, 

physician spending, Part D drug spending, total FFS spending.

• Utilization outcomes: inpatient stays, ED visits, E&M visits, outpatient BH visits. 
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What is the Rate of BH diagnosis and BH-Related Services use 
among Medicare FFS beneficiaries aged 65 and older?
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What is the Number and Percent of Medicare Beneficiaries 
with a MH diagnosis or MH-Related Service Use?
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What is the Number and Percent of Medicare Beneficiaries 
with a SUD diagnosis or SUD-Related Service Use?



What are the service utilization patterns among older Medicare 
FFS beneficiaries with a mental health diagnosis or any MH-
related service use?
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What are the service utilization patterns among older Medicare 
FFS beneficiaries with a SUD diagnosis or any SUD-related 
service use?
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What are the service utilization differences between beneficiaries 
with and without a BH diagnosis or any BH-related service use?
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What are the patterns of Medicare expenditures among older 
adults with a MH diagnosis or any MH-related service use? 
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What are the patterns of Medicare expenditures among older 
adults with an SUD diagnosis or any SUD related service 
use? 

33



What are the differences in Medicare spending between 
beneficiaries with and without a BH diagnosis or BH-
related service use?
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Discussion

o The rate of FFS Medicare beneficiaries aged 65 and older with any 

BH diagnoses or BH-related service use increased slightly from 

34.3 percent in 2017 to 35.5% in 2019. 

o Approximately a quarter of beneficiaries with a MH/SUD diagnosis 

or any MH or SUD related service use had a BH outpatient visit. 

o Inpatient and ED use was common among beneficiaries with a BH 

diagnosis, MH and SUD inpatient and ED visits were less common.

• Approximately 25 and 34 percent of beneficiaries with a BH disorder had 

an acute inpatient admission or ED visit, respectively from 2017 to 2019
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Discussion (Continued)

o Medicare beneficiaries with a BH diagnosis or BH-related service 

use had greater Medicare spending and OOP than non-BH 

beneficiaries.

o Approximately half of beneficiaries with BH diagnosis or BH-

service us had Full-Dual Eligibility States (Exhibit 3-2). 

• Highlights the importance of efforts to expand integrated care for the dual 

eligible population through DSNPs.
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Limitations

o These estimates are based on utilization of services; thus, we 

miss the proportion of the BH population not receiving services. 

o This approach may over-estimate those with BH disorders in 

that some psychotherapeutics may be used for non-BH 

conditions.

o We used broad measures of utilization; thus, we were not able 

to observe rates of use among specific types of BH providers or 

services. 
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Conclusion

o The rate of BH diagnoses or BH-related service use is greater than 

survey-based estimates and about one third of the Medicare FFS 

population 65 years and older.

o Among these beneficiaries, all-cause inpatient and ED use was 

common. MH and SUD-related acute services was not common. 

o Almost all beneficiaries had at least 1 EM visit, and approximately a 

quarter had a BH outpatient visit during the year.

o Across all service categories, Medicare beneficiaries with a BH 

diagnosis or BH-related services use had greater Medicare spending, 

service utilization, and OOP than non-BH beneficiaries. 
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Thank you
Contact: Matt Toth | email: mtoth@rti.org
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Supplemental BH Chartbook slides and figures
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The majority of beneficiaries with a BH disorder were identified by 
diagnosis or prescription drug use.
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Anxiety and Depressive disorders were the most prevalent MH 
disorders among Medicare beneficiaries from 2017 to 2019
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Drug and opioid use disorders were the most common disorders among 
Medicare beneficiaries with an SUD diagnosis or SUD-related service use,  
2017 to 2019. 
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What are the service utilization patterns among older Medicare FFS beneficiaries with a 
mental health (MH) disorder?

o Nearly all had an E&M visit during the year. 

o A substantial proportion had an acute hospitalization or ED visit 

during the year. 
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What are the service utilization patterns among older Medicare FFS beneficiaries with a 
substance use disorder (SUD)?

o Close to half of all Medicare beneficiaries with an SUD had an acute 

hospitalization or an ED visit from 2017 to 2019. 

o Approximately all beneficiaries with an SUD had at least 1 EM visit. 
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Larry McNeely | Primary Care Collaborative

Wrap-up and What’s Ahead
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Upcoming BHI Meetings

• Meeting dates for the remainder of 2025: 

• April 24, 2025 – Hybrid Option

• July 24, 2025 – Virtual ONLY

• October 23, 2025 – Hybrid Option

• Join us in-person in April and October at PCC Headquarters! 

• 1101 Connecticut Ave NW
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