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Innovation in Behavioral Health Model

* The IBH Model for Cohort Il is a seven- year, voluntary model beginning in
January 2027

« The model focuses on advancing and promoting integrated care in
behavioral health settings. It will test the impact of a value-based
payment model aligned across Medicaid and Medicare that supports an
integrated care delivery framework in specialty behavioral health
organizations.

* |BH focuses on adults with moderate to severe mental health conditions
and/or SUD

« CMMI hosting a webinar on March 5 for interested states to hear from
awardees in Cohort |I. Applications open now — June 3, 2026
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https://deloitte.zoom.us/webinar/register/WN_5fb1BLd4RHSWbXmAh6VScg#/
https://deloitte.zoom.us/webinar/register/WN_5fb1BLd4RHSWbXmAh6VScg#/
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SOLUTION: Accurate Valuation

Systematic overvaluation = Undervaluation of PC, prevention

7

v Improve Efficiency Adjustment w/ corresponding updates to clinical labor
& equip PE inputs; expand lookback from 5 years to 10

v Reform Global Surgical Codes.
v" Develop more Empiric Data Sources

v' Expert Panel to advise CMS on data sources and valuation - potentially
housed at MedPAC.

AND Congress must do its part too — See BHN'’s Doc Caucus Letter
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https://thepcc.org/letters/pcc-and-bhn-submit-macra-reform-rfi-response-to-gop-and-congressional-doctors-caucus/

SOLUTION: Hybrid PC Payment

To scale hybrid/pc cap tomorrow, address APCM barriers
today:

v Eliminate administratively burdensome cost-sharing!

v' Address fear of audits with guidance to practices and
health systems on APCM & add-on billing requirements.

v' Support multipayer alignment by encouraging APCM &

BHI add-on in MA & guidance for state Medicaid
programs.

8 primary care
collaborative



Support PC Participation in ACOs

v A New ACO PC Flex cohort in CY 2027 to gain further
experience implementing capitation in MSSP.

v A defined timeline toward broadly available primary
capitation option in MSSP, drawing on lessons from
prior models

v' Support APCM & BHI add-on adoption in ACOs thru a)

prospective payment and b) removal from benchmark
calculations.
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Whole-Person Care Thru Lifespan

v’ Seek clarifications re: non-covered Preventive
Med Visits (99381-99397) — Key for child PC
payment

v’ Extend telehealth parity for FQHC/RHCs

v' Cover Health & Well-being Counseling (under
gen. supervision)

v Pay for immunization counseling
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Primary care provides medication for opioid use disorder:
findings from the HOMER study
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and the HOMER Patient and Clinician Advisory Council®

'Dapartment of Family Medicine, University of Colorada School of Medicine, Aurora €O, 80045, United States
zDJ&F(TNE( Institute, Aurora, CO 80045, United States

*HOMER Patient and Cnmmumtv Anwsnw Council, United States

“Corrasponding author: DARTNet Institute, Aurora, €0 80035, United States. Emait Jack westfali@Dartnetinfo

Abstract

Context: Changes in regulations related to medication for opiaid use disorder (MOUD) have expanded access 1o MOUD in primary care.
Howaver, there has been concern that primary care practices are unwilling or unable to treat patients with OUD

Objective: To describe the practices and patients enrolled in tha Patient-Centared Outcomes Fesearch Institute (PCORI-funded HOMER
(Comparing Home, Office, and Telahealth Induction for Medicatien Enhanced Recovery) rasearch study who delivered MOUD as part of
routing primary care practice.

Results: A total of 79 practices from 25 states expressed interestin participation. Sixty-two practices signed up for HOMER. Practices were
typical of US primary care, accapting a varisty of payers, including commercial insurance, Medicaid, Medicare, and uninsured patients, and
caring for patients of across a spectrum of adult ages, races and ethnicity, education, and income. The majority had health insurance 182%).
Most patients reported using prescrigtion opioids (53%), whila 41% reported other opioid use. Greater than 40% of participating patients
reported no prior medication treatment fer OUD.

Conclusion: The finding that nearly half of patients had na prior treatment supports the impartance of primary care as a crucial companent of
MOUD. Practicas in HOMER were similar to practices across the country. Patients enrolied were typical of family practice patients. Policies

that support primary cara MOUD may improve accass to patients.

Key words: opioid use disorder; madication for opicid use disorder, primary care; OUD; MOUD

Intreduction

The opioid epidemic has continued despite aggressive efforts to
limit prescribing opioids, decrease the flow of illicit opioids, and
increase access to treatment for opioid use disarder [OUD).
While deaths from opioid overdose have fallen, there are still
over 80 000 deaths per year from drug overdose."* Changes
in regulations related to medication for OUD (MOUD} have ex-
panded access to buprenorphine. Emergency room programs
may offer shore-term treatment for patients presenting in with-
drawal and referral to ambulatory MOUD programs.* Formal
addiction treatment centers are not equipped to manage the
huge influx of king treatment.” Soon after d

access to buprenorphine there was optimism that patients could
receive initial and long-term treatment in primary care.”®
However, many patients may not know that their primary
care team can provide MOUD.” Other reported barriers to pri-
mary care providing MOUD include lack of resources, lack of
interest, and lack of time in an already busy clinic schedule."* %
Early-career family physicians may not feel adequately trained
to provide MOUD." As primary care consolidates into larger
health systems, there may be less interest from hospital system

administrators to offer MOUD.""'" Taking on new patients

with OUD may be less attractive to primary care prsn::ms.‘

More recently, there has been a concern that primary care
practices art becoming less willing or able to treat patients
with OUD.!7 State and federal opioid policy has focused on
op-up clinics and mobile treatment vans'*'* and

While well intended, these efforts syphon re-
sources away from primary care and disrupt e xisting continuity
relationships.>* There appears to be an ongoing misconception
that primary care may not be interested in offering
MOUD.* %" Several recent publications report on low uptake
of MOUD among trained primary care professionals. ™"
Because some primary care physicians are now refusing to pre-
scribe opioids to patients with chronic pain, Lhere may be a be-
lief they are also unwilling to provide MOU

Hovever, many primary case practices can and do offer
medication for OUD.**** More information about primary
care practices that provide MOUD and the patients they reach
is needed to reinforce clinical best practices, help patients
understand their treatment setting options, and inform policies
that support primary care delivery of treatment of OUD. As
part of a national Patient-Centered Outcomes Research
Institute (PCORI-}-funded comparative effectiveness study
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Why HOMER?

* Grew from work emanating from listening sessions with our
Colorado practice-based research network clinicians and
patients

* “Help us with this opioid problem!” -2013 SNOCAP gzgrvogg' -
priority setting z=

* IT-MATTTRs - AHRQ funded study aiming to increase
availability of MOUD in rural Colorado — created a training
program for primary care practices on implementation

* 2018-19 - Questions about location for “induction” 34/ by
emerged it st e s seins TS

* PCORI study proposed to address these |



2020 -2025: a few things happened! HSMER

['he Odyssey of HOMER: Comparative
Effectiveness Research on Medication for Opioid

° COVID_1 9 _ resulted in addition Of a U‘\t.' [?l\l)rdk‘.' I)L:rmg:h:"(‘( WID-19 Pandemic
telehealth arm ‘

* Primary care losses — diminished
recruitment

* Reluctance of patients and clinicians
for randomization — adaptation to a
comprehensive cohort design

e ...but like Odysseus —we finally made it i i
home Of=T10

E -'IlJ ——



. HEMER
One thing hasn’t changed...

* Persons with opioid dependency still struggle to find treatment
despite:
* Waiver removal
* ED programs
* Pop up clinics
* Mobile treatment vans

» 2022 CDC estimates - 25.1% of persons receive treatment
* Delivery in primary care could help



Practice Characteristics (N=79) HEMER

Practice Type

Federally Qualified Health Center 26 (35%)

y Hospital-based or health system owned clinic 25(33%)

3 T ;\ Private practice/clinician-owned solo or group 19 (25%)

: AN T practice 3 (4%)

)4 Community Health Center 15 (20%)

b Academic Medical Center 2 (3%)

Non-federal government clinic 1 (1%)

) I;‘" : Free and Charitable Clinic 7 (9%)

) . Rural Health Clinic 5 (7%)

W Other clinic type 26 (33%)

e ) 35 (44%)
*— Practice Staff Median (range)

Clinicians (MD, DO, NP, PA) 5(1,69)

Registered Nurses 1(1,24)

Licensed Practica Nurses 0(1,15)

Medical Assistants 3(1,25)

Certified Nursing Assistant 0(1,12)

Front desk staff 3(1,30)

Practice Managers/Administrators 1(1,18)

Behavioral Health providers 1(1,40)

Medical records staff 0 (1,9)



¢ | Stwdyarm [
Pa rt|C| p a nt H A S M E R Participant characteristic el e lul L (e P

N = 294! N=150' N=1441 value?

1cti Age —mean (SD) 38.0 36.0 38.0 0.19
Ch ara Cte rIStI cs (17.0,83.0) (18.0,83.0) (17.0,72.0)

Female 148 (50.7%) 78(52.3%) 70(49.0%) 0.56
American Indian or Alaska Native 22 (7.5%) 043
Asian 2 (0.7%) 0.24
Black or African American 24 (8.2%) 0.60
Pacific Islander 2 (0.7%) 0.24
White 233 (79.3%) 0.14
Other race 16 (5.4%) 0.27
Hispanic, Latino/a, or Spanish origin 53 (18.4%) 19(12.9%) 34(24.1%) 0.014
Previous OUD treatment 177 (60.6%) 81(54.4%) 96(67.1%) 0.026
Education 0.34
Some high school or less 50(17.1%)
High school graduate 138 (47.3%)
Some college or technical school 78(26.7%)
College graduate 26 (8.9%)
Marital status 0.27
Married/partnership 84 (32.7%)
Divorced/Se parated/Widowed 74 (28.8%)
Never married 99 (38.5%)
Annual Household Income 0.10
Less than $15,000 112 (44.3%)
$15,000 to less than $35,000 66 (26.1%)
$35,000 or more 75 (29.6%)
Health Insurance 210 (87.9%) 110 (90.2%) 100 (85.5%) 0.27




Our take home messages HEMER

© YES! Primary Care Provides Medication for Opioid Use Disorder

©  HOMER provides a snapshot of primary care and family medicine practices and
patients that provide and receive MOUD in daily clinical practice.

©  Nearly half of patients had no prior treatment supporting the importance of access
to MOUD in primary care.

©  Practices and patients in HOMER are similar to family medicine practices and
patients across the country.

o  Policies that support MOUD in primary care may improve access for patients.



HEMER

We gratefully acknowledge the HOMER Patient and Clinician
Advisory Group for their robust participation in and the HOMER
study. Their input helped shape the HOMER research methods,

recruitment and interpretation of results. Fred Crawford, Erin Zook,
David Wolff, Maret Felzien, David Bauerly, Emily Brown, Melanie
Murphy, Andrea Dreckman, Jammie Martinez, Lori Heeren, Norah
Sanchez.
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FEBRUARY
PROGRESS REPORT 2026

Psychiatric Collaborative Care Model (CoCM)

New Study Finds Use of Psychiatric Collaborative Care Model Has Expanded Rapidly for
Children and Adults, but With Enormous Disparities Among States
Key organizations call on 14 state Medicaid agencies to reimburse for CoCM to improve patient
outcomes and reduce total healthcare costs for Medicaid, Medicare and commercial plans

Presented to:
PCC Behavioral Health Integration Workgroup Meeting
February 26, 2026

Shatterproof BOWMAN FAMILY

Stronger than addiction FOUNDATIGHN

02.25.26




Why Focus on CoCM

Evidence That CoCM Improves Outcomes

* Since 2002, an extensive evidence base has accrued regarding the benefits of CoCM. More
than 90 randomized controlled trials (RCTs), supplemented by multiple meta-analyses and
“real world” studies in day-to-day primary care settings, have demonstrated the positive
impact of CoCM on patient outcomes, and patient and provider satisfaction.

* Asshownin Large Reductions in Suicide Risk, Attempts and Deaths Demonstrated by Three

“Real World” Studies in Primary Care, studies have documented the substantial impact of
CoCM on suicide risk, showing risk reduction in more than 50% of “at risk” patients.

02.25.26


https://aims.uw.edu/wordpress/wp-content/uploads/2023/11/1-Evidence-Base_Foundational.pdf
https://filesbff.org/CoCM_Suicide_Risk_Reduction.pdf
https://filesbff.org/CoCM_Suicide_Risk_Reduction.pdf

Why Focus on CoCM

Evidence That CoCM Lowers Total Healthcare Costs

* CoCM has been shown to be effective in reducing Total Healthcare Costs (THCs) through
reductions in medical expenditures. Results from four key studies are summarized below.

* Savings in THCs have been realized as soon as within 6 months and have increased over 3-4 years.

Study Name/Payer Involved Size and Timing of Savings

IMPACT Study (Included Kaiser Permanente) TCS = 6x cost of CoCM over 4 years
Kaiser Permanente TCS =13% pmpm in 1year
Arkansas Blue Cross and Blue Shield TCS = $340/member in 6 months
UPenn/Independence Blue Cross TCS = $29.35 pmpm in 1 year

pmpm = per member per month

02.25.26


https://www.filesbff.org/CoCM_Total_Healthcare_Costs_Issue_Brief.pdf

Key Findings

—_

Full report can be found
here)

Between 2018 and 2024 (2018-2023 for Medicaid/Medicare data):

* Rapid national growth — particularly for children and adolescents
* Enormous disparities among states
o Similar disparities for Medicaid, Medicare and commercial
* Medicaid and commercial reimbursement rates vary widely by state

* Mostcommercial CoCM delivered by family/internal medicine, pediatric providers

02.25.26


https://filesmhtari.org/COCM_Progress_Report.pdf

Key Findings: Rapid National Growth

* CoCM use among commercially-insured patients (per 100,000 patients with MHSU Dx) grew 26-fold

* The number of commercially-insured CoCM patients who were children and adolescents increased
148-fold, and the percentage of CoCM patients who were children and adolescents quadrupled

Figure 1B. National Use Rate of Commercially Insured CoCM Patients Figure 2B. National Percentage of Commercially Insured CoCM Patients
per 100,000 Patients with an MHSU Diagnosis’ Who Were Children and Adolescents*

2018 2019 2020 2021 2022 2023 2024 2018 2019 2020 2021 2022 2023 2024

rce: FAIR Health data Source: MHTARI analysis of FAIR Health data

* Medicaid/Medicare use patterns were similar to commercial — rapid national growth (including for children
and adolescents in Medicaid)

02.25.26



Key Findings: Enormous Disparities Among States

* Many states had virtually no commercial CoCM use while others saw dramatic growth. For example:

* In2024, CoCM use rates (per 100,000 commercially-insured patients with an MHSU diagnosis) were:
* 1,304inAZ (11x increase from 2018)
* 1,175in WI (65x increase from 2018)
* 1,013inUT (338x increase from 2018)

* In2024, CoCM commercial use rates were <50 in 16 states (ID, MN, SD, KY, WV, AL, KS, RI, IA, NE, IN, LA, ND,
MS, WY, AK).

* Most of these did not post Medicaid FFS CoCM reimbursement rates on their websites as of January, 2026
* Others did not have Medicaid FFS CoCM reimbursementin some or all of the years examined (2018-2024)

* Almost all had very low Medicaid use through 2023

* Medicaid/Medicare use patterns showed similar disparities among states

02.25.26



Key Findings: Commercial CoCM Reimbursement Varies Widely By State

* In 2024, average commercial CoCM reimbursement — as a % of Medicare — ranged from 90% (HI) to 277%
(CA).

Figure 4. 2024 Mean Ratio of Commercial CoCM Reimbursement to

° Ad eq uate commerc ia L Medicare CoCM Reimbursement (Sorted High to Low)='
reimbursement — while essential
. . =Y s [ veer [l cori JERS [ veen [l cors JERS | een |
- h asn Ot’ Itse l'f’ gen € rate d h I gh 1 California 277% 19 North Carolina 166% 36 Colorado 133%
commercial use in most states 2 Wisconsin 276% USA (National) 162% 37 Nevada 132%
th at d on Ot h ave M ed | ca |d FFS 3 Oregon 245% 20 Montana 162% 38 New Jersey 131%
. 4 Idaho 234% 21 Illinois 158% 39 Nebraska 130%
rei mburseme nt for COCM * 5 Minnesota 233% Maryland 156% 40 Indiana 128%
6 Massachusetts 203% 3 South Dakota 147% 41 Arizona 123%
State S in blu e boxe s were ran ked 7 Washington DC 199% Louisiana 147% 42 Connecticut 123%
. . . 8 New Hampshire 196% ‘ South Carolina 147% 43 Kentucky 115%
25t or higher (i.e., “top half”) in _
9 Rhode Island 193% 26 Tennessee 145% 44 Oklahoma 115%
terms of commercial 10 Vermont 190% 27 \Virginia 143% 45  Texas 113%
re| mbu rseme nt b ut nonetheless 1 184% 28 Pennsylvania 140% 46 Delaware 108%
. . 12 Washington 183% 29 Florida 140% 47 Hawaii 90%
had low Medicaid and _
13 lowa 183% 30 Utah 140% N/A Alaska -
commercial use (I .e., “bottom (VI |iaine 178% 31 NewYork 139% N/A  Mississippi
half ”) . [N \X/est Virginia 174% 32 Ohio 137% N/A North Dakota
16 Georgia 174% 33 Missouri 137% N/A Wyoming
17 Alabama 173% 34 Arkansas 135%
18 Kansas 170% 35 Michigan 134%

Source: Mean commercial reimbursement data from FAIR Health: Identification of blue states by MHTARI using data from FAIR Health and RTI

02.25.26



Key Findings: Medicaid FFS CoCM Reimbursement Varies Widely By State

* InJanuary 2026, Medicaid FFS CoCM reimbursement rates also varied considerably:
e 14 states paid 90% or more of Medicare rates for 99492 or 99493
e 13 states paid 70-89% of Medicare rates for 99492 or 99493, < 90% for both
e 8 states paid <70% of Medicare rates for both 99492 and 99493
e 16 states did not post Medicaid FFS reimbursement rates to their websites for either 99492 or 99493*

*Notes:
* See notes related to these 16 states inthe Summary Analysis.

* Medicaid plans (including some in this group) often pay some portion of “patient out-of-pocket expenses” for certain
categories of Medicare-Medicaid “dual eligible” patients, which is one reason why most states have had at least a
minimal volume of Medicaid CoCM patients. For those categories of patients, Medicare is the primary payer and
Medicaid will reimburse the patient cost sharing.

» Data through 2023 shows that use of CoCM in these states was typically low for both Medicaid FFS and Medicaid MCO
patients; however, Medicaid MCO use was substantialin 2 ofthe 16 states (MN and TN).

02.25.26


https://filesmhtari.org/Medicaid_Reimbursement_Summary.pdf

Key Findings: Most Commercial CoCM Delivered by Family/Internal Medicine, Pediatricians

Figure 8. Top 10 Provider Types with the Largest Percentage of CoCM Services for
Commercially Insured Patients in 20232

Provider Taxonomy Specialty % of all CoCM claim lines billed in 2023

207Q00000X Family Medicine 36.8%
207R0O0000X Internal Medicine 20.9%
208000000X Pediatrics 14.3%
363LFO000X Nurse Practitioner - Family 85%
363A00000X Physician Assistant 3.3%
207V00000X Obstetrics & Gynecology 2.8%
363L0O0000X Nurse Practitioner 2.2%
363LA2200X Nurse Practitioner - Adult Health 11%
363AMO700X Physician Assistant - Medical 10%
363LP0O200X Nurse Practitioner - Pediatrics 0.6%

Subtotal 915%

AllL Other Providers 8.5%

Total 100%

Source: FAIR Health data

02.25.26



Key Insights — Provider/Patient/Payer Economics

(From the Report, Study Overview
and Key Insights, pages 4-6)

e No orrestrictive Medicaid reimbursement drives low use for patients with all types of insurance.

o With few exceptions, in states where Medicaid Fee-for-Service (FFS) did not reimburse for CoCM, its
use was minimal in Medicaid, Medicare and commercial plans.

e Patient“out-of-pocket” expenses limit CoCM use - even in states with adequate Medicaid and commercial
reimbursement.

e Greater CoCM use would reduce Total Healthcare Costs for all payers.

o Ifall Medicaid payers offered adequate reimbursement, CoCM use would increase, and it would
increase further if patient cost-sharing was reduced or eliminated.

e Therequirementto use code G0512 appears to drive very low use by FQHCs and RHCs - even in states with
otherwise adequate Medicaid reimbursement.

02.25.26


https://filesmhtari.org/COCM_Progress_Report.pdf

Recommendations to Increase CoCM Use in All States

Broadscale adoption of CoCM will improve clinical outcomes and, based on mounting evidence, will
reduce Total Healthcare Costs. To facilitate adoption, it is imperative to have supportive regulatory
policies as well as reimbursement levels and billing policies that encourage providers to deliver CoCM
and encourage patients to engage in CoCM. Therefore, we recommend:

HHS/CMS should use all available means to:

* |ncrease Medicare FFS reimbursement rates for CoCM to reflect the clinical value of CoCM and
encourage use, which reduces total healthcare costs.

* Ensure that Medicaid reimbursement for CoCM is at least equivalent to FFS Medicare, and that
patient cost-sharing is waived wherever possible.

* Eliminate billing code G0512 for FQHCs/RHCs that furnish CoCM to Medicaid patients—as was
done for Medicare patients starting January 1, 2026.

* For Medicare and Medicaid, minimize administrative billing requirements such as patient consent
and pre-authorization, to encourage provider adoption.

02.25.26


https://www.filesbff.org/CoCM_Total_Healthcare_Costs_Issue_Brief.pdf

Recommendations to Increase CoCM Use in All States

Medicaid programs in all states should:

* Authorize FFS CoCM reimbursement and establish rates at least equivalent to
Medicare FFS reimbursement (as already done in many states—see Group 1in
Appendix D1).

* Align with Medicare policy by allowing FQHCs and RHCs to use CoCM billing codes
99492, 99493, 99494 and G2214—in lieu of the more restrictive billing code G0512
(which disincentivizes the provision of CoCM).

* Use the same criteria as Medicare for patient eligibility to receive CoCM.

* Require Medicaid MCOs todo all of the above as well.

02.25.26



Recommendations to Increase CoCM Use in All States

Employer and other Commercial Plans should:

* Reimburse for CoCM, and set such reimbursement at a level equal to at least
160% of Medicare FFS reimbursement (currently the average is 162%).

* Eliminate all patient out-of-pocket expenses for CoCM wherever permissible.

All Payers should:

* Allow use of CoCM billing code 99494 as frequently as justified by patient needs.

* Reimburse providers for CoCM separately from, and in addition to, any care
management fees, primary care capitation, or other bundled/global payments—
OR increase such payments to specifically cover the costs of the CoCM services
being provided.

02.25.26



Recommendations to Increase CoCM Use in All States

Regulators and Accreditation Organizations should, when assessing MHSU
parity compliance and network adequacy, allow in-network CoCM services—if
delivered per CMS billing requirements—to count as in-network MHSU
specialist services.

Providers should implement CoCM and take advantage of the many available
resources and expertise now available, including those identified inthe

Directory of CoCM Service Organizations.

02.25.26


https://filesmhtari.org/CoCM_Service_Organizations_Directory.pdf

Supporters of the Recommendations in the Report

(From the Press
Release for the report)

37 prominent organizations support the report’s recommendations, urging:

* Al states to adequately reimburse for CoCM, and

All stakeholders (e.g., HHS, CMS, employers, commercial insurers, regulators, accreditation

organizations, and providers) to support broadscale use of CoCM by taking the steps
recommended inthe new study (page 7):

02.25.26


https://filesmhtari.org/Press_Release__CoCM_Progress_Report.pdf
https://filesmhtari.org/Press_Release__CoCM_Progress_Report.pdf

Supporters of the Recommendations in the Report

Payers, Providers, and Provider Associations

* Advancing Integrated Mental Health Solutions *
(AIMS) Center at the University of Washington

* American Academy of Child and Adolescent .
Psychiatry (AACAP)

* American College of Physicians (ACP)

* American Psychiatric Association (APA) .
* Blue Cross Blue Shield of Michigan (BCBSM)

e Children's Hospital Colorado

* Children's National Hospital, Department of
Psychiatry & Behavioral Sciences, and
Community Mental Health CORE

Department of Psychiatry, Perelman School of
Medicine, University of Pennsylvania

Kaiser Permanente

Mass General Brigham Department of
Psychiatry

National Alliance of Healthcare Purchaser
Coalitions

National Association of State Mental Health
Program Directors (NASMHPD)

National Council for Mental Wellbeing

02.25.26



Supporters of the Recommendations in the Report

Advocates and Philanthropies

* 1440 Foundation
* Accelerate The Future

¢ American Association on Health
and Disability (AAHD)

* American Foundation for Suicide
Prevention (AFSP)

* The Austin & Gabriela Hearst
Foundation

* The Bowman Family Foundation
* BrainFutures

* The Goodness Web

Inseparable
The Jed Foundation (JED)

Joe & Sandy Samberg
Foundation

The Kennedy Forum (TKF)
Lakeshore Foundation

Meadows Mental Health Policy
Institute (MMHPI)

Mental Health America (MHA)
Mindful Philanthropy

National Alliance on Mental

Itness (NAMI)

NHMH - No Health without
Mental Health

Policy Center for Maternal
Mental Health

Shatterproof
Sylvan C. Herman Foundation

Treatment Advocacy Center
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Wrap Up & Next Steps

Larry McNeely | PCC



	Slide 1: Behavioral Health Integration Committee Meeting
	Slide 2
	Slide 3: Welcome & Annoucements 
	Slide 4: Innovation in Behavioral Health Model
	Slide 5: Co-Chair Remarks & Roll Call 
	Slide 6: CY27 MPFS Behavioral Health Ask for CMS 
	Slide 7: SOLUTION: Accurate Valuation
	Slide 8: SOLUTION: Hybrid PC Payment
	Slide 9: Support PC Participation in ACOs
	Slide 10: Whole-Person Care Thru Lifespan
	Slide 11: Primary Care Provides Medication for Opioid Use Disorder 
	Slide 12
	Slide 13
	Slide 14: Why HOMER?
	Slide 15: 2020 – 2025: a few things happened!
	Slide 16: One thing hasn’t changed…
	Slide 17
	Slide 18: Participant Characteristics 
	Slide 19: Our take home messages
	Slide 20
	Slide 21: Update from Capitol Hill
	Slide 22: Psychiatric CoCM Model Study Finding 
	Slide 23
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 35
	Slide 36
	Slide 37
	Slide 38
	Slide 39
	Slide 40
	Slide 41: Wrap Up & Next Steps

