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Overview

Many people covered by both Medicare and Medicaid (“dual eligible individuals”) experience
fragmented and misaligned care as they navigate two large, often uncoordinated insurance
programs. Dual eligible individuals with behavioral health needs, including substance use
disorders (SUDs) and serious mental iliness (SMI), face additional challenges accessing

and managing behavioral healthcare services. ATl Advisory (ATI) conducted research to
explore and document program and system challenges as well as identify opportunities to
improve care delivery for dual eligible individuals with behavioral health needs. Data analysis,
stakeholder interviews, and expert roundtable discussions generated three overarching areas
of focus for policymakers. These include:

o Expand access to behavioral health services

-+ Challenges: Several policy and programmatic barriers prevent this population from
accessing critical behavioral healthcare. Barriers include insufficient access to
Medicare behavioral health services, workforce shortages, and difficulty enrolling in
and maintaining Medicaid coverage.

-+ Opportunities include: Expanding the scope of behavioral health benefits under
Medicare, improving provider availability through workforce efforts, and facilitating
Medicaid eligibility determination and enrollment continuity.

e Improve coordination between physical healthcare and behavioral healthcare
services

-» Challenges: Dual eligible individuals experience difficulties receiving needed care
due to the lack of program integration between Medicare and Medicaid. This
includes minimal coordination between behavioral and physical health services, as
well as coordination and access to appropriate long-term services and supports
(LTSS) and nonmedical supports.

-+ Opportunities include: Addressing the intersection of dual eligibility, behavioral
health needs, and LTSS; expanding access to nonmedical supports; carving in
behavioral health services into comprehensive Medicaid managed care; and
improving understanding of behavioral health needs, including the intersectionality
of LTSS and behavioral health.

e Support information sharing across providers

-+ Challenges: Providers across the healthcare spectrum often lack knowledge and
training on privacy regulations for sharing behavioral health data. Lack of processes
to enable and promote information sharing among providers, plans, and states
exacerbates confusion and delays in sharing critical information across the care team.

-+ Opportunities include: Creating processes to increase information sharing across care
teams and investing in behavioral health facility health information technology (IT).

1 More information on these definitions can be found at ATI’s website.

The following terminology
related to dual eligible
individuals is used
throughout the report

to support acommon
understanding of key
terms, as identified and
defined by ATI.

Dual eligible individuals:
Individuals who are
enrolled in Medicare Part A
and/or Part B and enrolled
in full-benefit Medicaid

or the Medicare Savings
Program.

Dual Eligible Special
Needs Plan (D-SNP):
Medicare Advantage plans
that exclusively enroll dual
eligible individuals, have a
contract with the Medicaid
agency in the state in
which they operate,

have a Model of Care
tailored to dual eligible
individuals, and coordinate
or integrate Medicaid
benefits for enrollees.
States have numerous
opportunities to influence
how D-SNPs operate, and
D-SNPs range in their
degree of coordination
and integration across
Medicare and Medicaid.
The Centers for Medicare
& Medicaid Services
(CMS) currently defines
three designations of
D-SNPs based on their
level of coordination

and integration: Fully
Integrated D-SNPs (FIDE
SNPs), Highly Integrated
D-SNPs (HIDE SNPs), and
Coordination-Only D-SNPs
(CO D-SNPs).


https://atiadvisory.com/resources/wp-content/uploads/2024/08/ATI_DSNP-Types-tipsheet.pdf.
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Understanding the Issues:
System and Population
Characteristics

There are three major factors that influence the challenges dual eligible individuals with
behavioral health needs face. First, the population may be the most complex among the full
benefit dual eligible population. Second, state Medicaid programs administer behavioral health

benefits in multiple ways within the state and across subpopulations. And third, there remains
major systemic issues stemming from the fragmentation and lack of coordination across
programs, and the poor coverage of behavioral health services within the Medicare program.

A POPULATION WITH COMPLEX NEEDS

Dual eligible individuals with behavioral health needs often have other complex needs,
co-occurring conditions, health-related social needs (HRSNs)?, and/or require LTSS. ATI
research®finds that these individuals are more likely to report worse health status, more
chronic conditions, and difficulty performing activities of daily living (ADLs) compared to
dual eligible individuals without behavioral health needs and Medicare only-individuals with
behavioral health needs.

Dual eligible individuals with behavioral health needs were also found to be more likely to
report having an outpatient visit or experience an adverse, acute event in the past year than
dual eligible individuals without behavioral health needs. Figure 1 provides additional data
findings from ATI’s analysis of characteristics of dual eligible individuals with behavioral
health needs compared to dual eligible individuals without these needs and Medicare-only
individuals with behavioral health needs.

2 ATl explored different types of behavioral health needs among dual eligible individuals. Individuals with any one of
the conditions were considered to be experiencing behavioral health needs: any mental iliness (AMI), SMI, SUD, and
SUD diagnosis and co-occurring mental iliness (SUD+AMI).

3 See the “Methods” section on page 16.


https://atiadvisory.com/resources/dual-eligible-individuals-with-behavioral-health-needs/
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IMPROVING BEHAVIORAL HEALTHCARE FOR DUAL ELIGIBLE

INDIVIDUALS: OPPORTUNITIES AND CHALLENGES

Figure 1. Characteristics of Dual Eligible Individuals with Behavioral Health Needs Compared to Those Without Behavioral

Health Needs and Medicare-only Individuals with Behavioral Health Needs
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Note: Data included in Figure 1 are self-reported.
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4 There were no observable differences between full-benefit dual eligible individuals and partial benefit dual eligible individuals with behavioral health
needs in ATI’s data analysis; results for full-benefit dual eligible individuals only are reported throughout as “dual eligible” individuals.
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SYSTEMS WITH MULTIPLE AND CONFUSING POINTS OF ACCESS

Another major complication is that Medicare and Medicaid cover different behavioral health
services. While Medicare covers physician services and many therapist and hospital visits,
Medicaid wraps around these services to fill gaps in coverage and provide community-
based supports that those with significant behavioral health needs and SUDs require.
Furthermore, multiple and diverse approaches to program administration create confusion
and complexity for individuals when trying to access benefits. States choose to run
behavioral health services through one or more of the following approaches: 1) Medicaid
FFS, 2) comprehensive Medicaid managed care (together with medical services), or 3) partial
Medicaid managed care with assorted services carved out (Figure 2). Behavioral health
service administration may vary across counties within a state or across populations (e.g.,
differing approaches for SMI versus low need). Access challenges resulting from highly
varied administration can lead to poor care experiences.

Figure 2. Medicaid Behavioral Health Service Delivery Model Variations

Medicaid Behavioral Health Services Administration Models

Comprehensive
Managed Care

Partial Managed
(together with Care*
medical services)

Medicaid FFS*

Some behavioral health services are
carved out and delivered through...

J !

*States can use a combination of Medicaid FFS Behavioral health-

and partial managed care to administer behavioral specific managed Other
health services. These models can vary by county care organizations delivery
and by subpopulation and can be optional and (Behavioral Health systems

mandatory. Organizations [BHOs])
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SYSTEM AND PROGRAM DESIGN LEADS TO INTEGRATION AND COVERAGE
INADEQUACIES

Dual eligible individuals with behavioral health needs experience widely varying degrees of
benefit coordination across Medicare and Medicaid. According to ATI’s research, factors
influencing the level of care coordination an individual receives include:

-+ Whether an individual is enrolled in a D-SNP, a standard Medicare Advantage plan, or
traditional Medicare (FFS)5;

-+ The degree with which behavioral health data are shared between involved entities; and
-+ Whether Medicaid behavioral health services are delivered via FFS or managed care.

Further, even for individuals enrolled in D-SNPs, coordination and integration between
Medicare and Medicaid vary according to the type of D-SNP (Figure 3)."

Figure 3. Integration Level by Type of D-SNP

Coordination-only
(CO) D-SNP

D-SNP that does not bear
Medicaid risk for behavioral
health or LTSS in the same

service area and must

share data with the state to
facilitate transitions of care.

Additionally, as stated above Medicare covers limited behavioral health services, and as

a result, Medicaid remains the nation’s largest payer of behavioral health."" Despite the
statutory requirement for Medicaid to be the payer of last resort, most behavioral health
services are only covered by Medicaid but services and availability vary across and within
states and programs.®

Highly Integrated D-SNP
(HIDE SNP)
D-SNP that includes Medicaid
risk for behavioral health or
LTSS in the same service area.

%

5 Notably, as of January 2025, forty-six states plus Washington DC and Puerto Rico will have D-SNP programs, and
as of March 2024, 42 percent of dual eligible individuals were enrolled in D-SNPs.

6 When a person has Medicaid and there is another liable third party, health insurance, including Medicare and
TRICARE, generally pays first to the limit of coverage liability.
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Study Purpose and Findings

ATl research sought to highlight the unique characteristics and healthcare experiences
among dual eligible individuals with behavioral health needs to identify opportunities
that might improve care experiences and outcomes. ATl first analyzed Medicare Current
Beneficiary Survey (MCBS) data by demographics (e.g., race and ethnicity), HRSN, health
status, access to care, relationship to providers, and healthcare utilization among dual
eligible individuals with behavioral health needs. ATl also conducted in-depth interviews
and a roundtable discussion with subject matter experts across Medicare and Medicaid,
health plans, and behavioral health service providers to better understand barriers

and opportunities to meeting behavioral health needs for this population.” Through

ATI’s research, we identified three categories of policy and program improvements for
policymaker consideration detailed below:

-+ Access to behavioral health services
-+ Coordination between physical and behavioral healthcare

-+ Information sharing across providers

ACCESS TO BEHAVIORAL HEALTH SERVICES

CHALLENGES

Policy and programmatic barriers can prevent dual eligible individuals with behavioral
health needs from accessing critical behavioral healthcare, including insufficient access
to Medicare behavioral health services, workforce shortages, and difficulty enrolling in

and maintaining Medicaid coverage. Opportunities to increase access to behavioral health
services include expanding behavioral health benefits under Medicare, improving provider
availability through stronger state workforce efforts, and streamlining Medicaid enrollment
and re-enroliment to help maintain Medicaid coverage.

7 See the “Methods” section on page 16.


https://atiadvisory.com/resources/wp-content/uploads/2024/01/Chartbook-of-Dual-Eligible-Individuals-with-Behavioral-Health-Needs-ATI-Advisory.pdf
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Limited Medicare Coverage of Behavioral Health Services

Although dual eligible individuals typically rely on Medicaid for behavioral health services,
Medicare must pay first due to statutory requirements that Medicaid is the payer of last
resort. Behavioral health coverage in Medicare is limited despite recent expansions to include
intensive outpatient program (IOP) services under Part B for individuals with mental health
and/or SUD conditions. i Even with these broadened services, gaps in behavioral health
coverage under Medicare still exist. This especially impacts individuals with SMI, which dual
eligible individuals experience at higher rates compared to those who are Medicare-only.*

Shortages in Behavioral Health Workforce

There is a national shortage of behavioral health workers across provider types and
more than half of the U.S. population lives in a Mental Health Professional Shortage Area
according to the Health Resources and Services Administration.* Insufficient wages,
limited workforce training to prepare individuals to care for people with complex needs,
and limited efforts to build, recruit, and retain a qualified workforce contribute to this
workforce shortage. Health plans, including Medicaid managed care organizations (MCOs)
and D-SNPs, face challenges in maintaining suitable networks of behavioral health
providers across both Medicare and Medicaid given the systemic workforce challenges.
Clinical psychologists and psychiatrists alone make up approximately 25 percent of

all provider types who opt out of Medicare participation.© Health plans that serve rural
populations experience even greater provider shortages.

Difficulty Maintaining Medicaid Coverage

Medicaid eligibility churn is a particularly critical issue for dual eligible individuals with
behavioral health needs, as the loss of Medicaid coverage can result in the interruption

of treatments that require consistent compliance to avoid exacerbation of behavioral and
comorbid physical health issues. Of note, dual eligible individuals are prone to certain social
risk factors like housing insecurity and homelessness, which can be further exacerbated

by behavioral health needs.® These transitory experiences can make this population hard-
to-locate, contributing to challenges when trying to complete Medicaid eligibility and
redetermination applications. Churn in and out of Medicaid can result in an increased
likelihood of a procedural disenrollment and a loss of Medicaid coverage due to lack of
compliance with program administrative requirements. For instance, in June 2024 about
65 percent of Medicaid or CHIP terminations were a result of a procedural or administrative
reason as opposed to true ineligibility.¥ Temporary Medicaid eligibility loss can be
detrimental to dual eligible individuals relying on Medicaid for behavioral health services.

OPPORTUNITIES
Expand the Scope of Behavioral Health Benefits Under Medicare

While CMS has made recent strides in expanding behavioral health benefits and covered
provider types under Medicare,~ additional expansions would help fill gaps in services

not provided by Medicaid consistently across state programs. Interview and roundtable
participants noted that to meaningfully improve access to behavioral health for dual eligible
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individuals, CMS could expand coverage of Medicare-covered behavioral health to create
more parity across the country. For example, CMS could expand Medicare behavioral health
provider types; expand Medicare benefits such as crisis services, peer supports, or long-term
services for SMI; or revise the 190-day limit on Medicare-covered psychiatric hospital care.

Improve Provider Availability Through Workforce Efforts

States can require Medicaid MCOs, through Medicaid managed care procurements and
contracts, to develop behavioral health provider partnerships and innovative solutions

to strengthen behavioral health workforce capacity and meet the specific needs of local
communities. This might include behavioral health workforce investments like training

or scholarship programs, or IT advancements to expand or better support the existing
behavioral health workforce. Plans could also develop recruitment initiatives to hire providers
who can meet the complex needs of dual eligible individuals with behavioral health needs,
and train existing providers on how to meet these complex needs.

Facilitate Medicaid Eligibility Determination and Enroliment Continuity

Policies that help people retain Medicaid eligibility promote continuity of care which is
particularly critical for dual eligible individuals with behavioral health issues who rely on
established care and provider relationships. States have several ways they can support dual
eligible individuals with eligibility determinations and retaining Medicaid coverage.

States with D-SNPs can leverage State Medicaid Agency Contracts (SMACs) to require
that plans support dual eligible individuals navigate the recertification process. States are
increasingly leveraging this requirement to provide additional assistance to individuals who
may experience Medicaid eligibility churn. For instance, Indiana’s SMAC requires plans to
assist members in establishing appropriate and timely Medicaid eligibility or reestablishing
Medicaid eligibility for members who temporarily lose it.

Other opportunities for states to streamline and facilitate Medicaid eligibility include:

-» Continuous eligibility which allows individuals to remain eligible for Medicaid over
an extended period by disregarding changes in income or household composition that
otherwise make them ineligible.

-+ Presumptive eligibility which authorizes certain qualified entities (e.g., healthcare
providers including hospitals) to screen and enroll individuals who appear to be eligible
for Medicaid. Coverage is immediate and temporary while individuals complete full
applications for Medicaid. Importantly for dual eligible individuals, some states seek
authority from CMS to implement distinct presumptive eligibility policies for people
seeking home- and community-based services (HCBS).

In addition to implementing these processes, states can also simplify Medicaid eligibility
documentation requirements for unhoused individuals and provide more Medicaid eligibility
application and renewal support for individuals with behavioral health needs. Individuals with
behavioral health needs who are unhoused can experience several circumstances that can
inhibit their ability to manage Medicaid eligibility processes in a timely manner. This can be
due to, for example, a lack of stable mailing addresses, a distrust of public systems, and

Gk

States can simplify
Medicaid eligibility
documentation
requirements for
unhoused individuals
and provide more
Medicaid eligibility
application and
renewal support
for individuals with
behavioral health
needs.
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needing to focus on other priorities like basic needs.* By developing strategies to facilitate
Medicaid eligibility and enrollment for these populations — including partnering with existing
unhoused service providers or going to places where people already receive supports (e.g.,
soup kitchens or homeless shelters) to engage individuals where they already are — states,
plans, and providers can help individuals most in need of behavioral health services get and
maintain coverage.

COORDINATION BETWEEN PHYSICAL AND BEHAVIORAL HEALTHCARE

CHALLENGES

In addition to having to navigate Medicare and Medicaid systems, dual eligible individuals
with behavioral health needs often must find their way across physical, behavioral health,
and LTSS systems of care. Dual eligible individuals also often experience many HRSN which
often require navigating different social supports to find services that meet their needs. i
This fragmentation can prevent individuals from receiving whole-person care and limit
coordination between providers.

There are several barriers related to coordination identified in ATI’s research, including a lack
of systemic support for individuals with LTSS and behavioral health needs, high prevalence
of HRSN, behavioral health carve-outs in Medicaid managed care, and a need for provider
training. Opportunities to address these barriers include emphasizing the importance of the
intersection between dual eligibility, behavioral health needs, and LTSS; expanding access to
nonmedical supports; carving in behavioral health services to Medicaid managed care; and
improving overall knowledge of behavioral health needs.

Lack of Systemic Supports for Individuals with Co-Occurring LTSS and Behavioral
Health Needs

Dual eligible individuals who have both behavioral health and LTSS needs require systems
and supports that address the totality of their care and social needs. For example, dual
eligible individuals with LTSS and behavioral needs may require behavioral health treatment
in an outpatient residential setting, but that provider may not be able to accommodate
LTSS needs or have an Americans with Disabilities Act (ADA)-compliant setting. In another
scenario, providers may evaluate an individual’s ability to complete ADLs based on physical
ability alone, missing how someone’s behavioral health condition is affecting their ability to
complete ADLs.

Social Needs Contributing to Barriers to Receiving Care

Dual eligible individuals with behavioral health needs represent a particularly complex

population who experience a range of physical, behavioral, and LTSS needs that contribute to

poor health outcomes. ATI’s research identified that dual eligible individuals with behavioral
health needs also experience food insecurity and issues with access to transportation

at higher rates than Medicare-only individuals,®™ both exacerbating health outcomes and
creating barriers to care.

There are several
barriers related

to coordination
between physical
and behavioral
healthcare identified
in ATI’s research,
including a lack of
systemic support
for individuals with
LTSS and behavioral
health needs, high
prevalence of
HRSN, behavioral
health carve-outs in
Medicaid managed
care, and a need for
provider training.
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Behavioral Health Carve-Outs in Medicaid Managed Care

According to ATI’s interviews and roundtable discussion, state Medicaid delivery models that
carve behavioral health services out of Medicaid managed care can be more challenging for
dual eligible individuals to navigate and create additional barriers to appropriate care. The
various behavioral health delivery permutations that dual eligible individuals can experience
can result in an individual having to make their way through multiple programs and entities
to access coverage and care. Without appropriate programmatic requirements for care
coordination, interdisciplinary care team communication, and data sharing, dual eligible
individuals can be left with a particularly difficult web of programs to understand to meet
their needs.

Limited Clinical Staff and Provider Expertise and Training in Behavioral Health

Providers serving dual eligible individuals with behavioral health needs require appropriate
training and competencies to meet the needs of this population. According to ATI’s
interviews and roundtable discussion, while D-SNPs must coordinate all Medicaid services,
care managers and care coordinators may have insufficient expertise and training in
behavioral health. ATI’s research also identified that providers and health plan clinical staff
inconsistently have the necessary training to understand the spectrum of how disabilities,
behavioral health, and LTSS needs may present in dual eligible individuals.

In addition, stigma surrounding behavioral health conditions can negatively impact how
healthcare providers and systems interact with individuals with behavioral health needs.*
Unaddressed stigma from providers and other staff supporting dual eligible individuals
can negatively impact access to high-quality and timely care. Specific to individuals

with disabilities, a study published in Health Affairs found that only about 41 percent of
physicians were very confident about their ability to provide the same quality of care to
people with disabilities, and only about 57 percent of physicians strongly agreed that they
welcomed people with disabilities into their practices.

OPPORTUNITIES
Address the Intersection of Dual Eligibility, Behavioral Health Needs, and LTSS

States and local communities can apply targeted solutions to better address the needs

of dual eligible individuals with intersecting behavioral health, physical health, and LTSS
needs, as well as integrate care across Medicare and Medicaid. For example, one expert
discussed the County of Los Angeles Homeless Initiative, which includes supports for
people discharged from hospitals who are experiencing homelessness and LTSS needs.i
The individuals in this program received support in finding permanent supportive housing
with long-term rental subsidies and supportive services to individuals who have experienced
chronic homelessness and have disabilities, chronic medical conditions, and/or behavioral
health conditions.

Other interviewees described medical respite programs to help close gaps between
hospitals, emergency departments, and homeless shelters that lack the capacity and
licensing to provide medical and support services needed for recuperation. These programs

“There’s certainly
issues with the
behavioral health
carve-outs..it’s yet
another system

for dual eligible
individuals to
navigate. We see a lot
of problems with dual
eligible individuals

in coordinating care
and Medicare and
Medicaid coverages
[for behavioral
health]. There is
some Medicare and
Medicaid coverage
of the same types
of benefits, but they
aren’t aligned, so

it gets very tricky
for dual eligible
individuals to
understand.”

- INTERVIEWEE
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provide acute and post-acute medical care for people experiencing homelessness who are
too ill or frail to recover from a physical iliness or injury, but not ill enough to be in a hospital.
Health plans provide medical respite programs and states can cover medical respite using
the Medicaid Section 1115 demonstration authority. As of October 2024, seven states
received approval for Section 1115 demonstration authority to cover medical respite as a
social determinants of health (SDOH) provision.

One roundtable expert shared an example of a crisis respite service in Massachusetts,
Marie’s Place, which provides medical respite care for those with behavioral health and
LTSS needs and maintains high levels of reintegration and relationship building leading to
better outcomes like avoiding rehospitalization. This expert reported that at Marie’s Place,
80 percent of the health plan’s members had a behavioral health follow-up appointment
scheduled after discharge. The relationship building allowed for a better understanding

of individual behavioral health and LTSS needs and resulted in more tailored and effective
care, with 88 percent of members rating their overall satisfaction as “good” or “excellent” in
satisfaction surveys. >V

Expand Access to Nonmedical Supports

States and health plans can advance policies and programs to provide more nonmedical
supports to dual eligible individuals with behavioral health needs. States can advance
authorities to provide more Medicaid HRSN, encourage plans to offer nonmedical supports,
and require MCOs to pursue in lieu of services (ILOS) related to nonmedical supports for
individuals with complex needs.

States can pursue Section 11115 demonstrations, state plan amendments, or waiver
authority to expand coverage of nonmedical support programs to address HRSNs.* For
instance, as of February 2024, there were eight approved Section 1115 demonstrations
using the CMS HRSN framework, with the goal of allowing coverage of evidence-based
services to address HRSN that can contribute to adverse health outcomes.*" These
demonstrations include housing and nutrition services for high-need populations, including
covering rent or temporary housing and utilities for up to six months and meal support of up
to three meals per day. "

States can also encourage Medicaid MCOs and D-SNPs to offer nonmedical supports through
value-added benefits and supplemental benefits that can support dual eligible individuals with
behavioral health needs. For instance, states are increasingly requiring D-SNPs to partner with
them to advance mutual goals for members through supplemental benefits, such as offering
meals or general supports for daily living, like rent subsidies. While these benefits are not a full
solution to the complex needs of many individuals, they can address some important social
needs when paired with other supports and comprehensive care.

Additionally, CMS allows Medicaid MCOs to provide nonmedical supports such as housing
and nutrition supports through the use of a service or setting that is provided to an enrollee
ILOS covered under the state plan.*" MCOs could leverage ILOS to help dual eligible
individuals with behavioral health needs by offering housing supports without room and
board, sobering centers (<24 hour stay) without room and board, utility assistance, or case
management services. ™
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Carve-In Behavioral Health Services to Comprehensive Medicaid Managed Care

Comprehensive Medicaid managed care inclusive of behavioral health services is not
politically feasible in every state or for every population. However, interviewees cited
numerous reasons why comprehensive Medicaid managed care with behavioral health
carved-in can improve experiences for dual eligible individuals with behavioral health needs.
This includes improved care coordination with other benefits and better information sharing
across healthcare needs and services to promote a “whole-person” approach to care.
States can evaluate the model used to provide Medicaid behavioral health services for dual
eligible individuals to explore opportunities that are politically and practically feasible to
reduce fragmentation and the number of programs individuals must navigate to receive the
totality of their care. In addition, states can create requirements related to operations and
information sharing, such as requiring Medicaid MCOs or D-SNPs to share data on hospital sharing across care
admissions or implement care coordination processes specifically designed for dual eligible teams and investing
individuals with behavioral health needs. in health IT.

Opportunities to
improve information
sharing across
providers include
creating processes to
increase information

Improve Understanding of Behavioral Health Needs, Including the Intersectionality of

LTSS and Behavioral Health

Health plans can implement provider education strategies to better support individuals,
including reducing stigma too often associated with behavioral health needs, as well as
improving approaches to addressing co-occurring LTSS needs. To advance this, states can
provide reimbursement for training in Medicaid and Medicare and improve training in provider
certifications and medical education courses (e.g., Graduate Medical Education). This might
include training on accommodating mobility or sensory challenges, or on behavioral health
stigma or implicit biases present among providers, staff, care managers, and others who
interact with people with behavioral health needs. States can also use their purchasing
authority through Medicaid managed care contracts or D-SNP SMACs to require health plans
to implement specialized training and educational programs on the intersection of LTSS and
behavioral health needs of dual eligible members.

INFORMATION SHARING ACROSS PROVIDERS

CHALLENGES

According to ATI’s interviews and roundtable conversations, providers sometimes lack

an understanding of privacy regulations related to behavioral health data and information
sharing. When care teams do not understand what data can be shared, it can delay timely
exchange of necessary data across the totality of an individual’s physical and behavioral
health and LTSS needs. Opportunities to improve information sharing across providers
include creating processes to increase information sharing across care teams and investing
in health IT.

Limited Understanding of Behavioral Health Data Sharing Regulations

According to ATI’s research, some providers and health plan staff lack knowledge and
training on behavioral health privacy regulations related to data sharing which can impede
care coordination for dual eligible individuals with behavioral health needs. Interviewees
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acknowledged that while the U.S. Department of Health & Human Services (HHS) clarified
aspects of current privacy laws in recent years to better facilitate coordination of care in
response to the opioid epidemic, confusion remains. > Specifically, interviewees pointed to
some providers and health plans not understanding the level of behavioral health information
they could share, who it could be shared with, and how current behavioral health privacy
policy applies to programs like D-SNPs that may integrate Medicare and Medicaid programs.

Insufficient Data and Health IT Infrastructure

Behavioral health treatment providers are less likely to use health IT systems, like electronic
health records (EHRs), than other healthcare provider types. This can further impede data
sharing and care coordination for dual eligible individuals with behavioral health needs.
Further, disparities persist when looking at the differences among federally-owned and
non-federally owned behavioral health facilities that accept Medicaid. Eighty-two percent
of federally owned mental health facilities and 56 percent of federally owned substance
use treatment facilities report electronic sharing of client information, compared to 13
percent and nine percent, respectively, of their non-federally owned counterparts. i Low
rates of information sharing among facilities might be attributed to certain peer effects.

If few facilities can share information electronically due to incompatible EHR systems or
other barriers to receiving data, then there is less incentive for facilities to invest in the
needed EHR or IT systems. " Another contributing factor to this lower adoption of health
IT systems is that behavioral health providers were largely ineligible for incentive payments
meant to encourage meaningful use of health IT under the Health Information Technology for
Economic and Clinical Health Act.

OPPORTUNITIES
Create Processes to Increase Information Sharing Across Care Teams

Policymakers and health plans have several opportunities to address data and information
sharing challenges that impact dual eligible individuals with behavioral health needs,
spanning educational supports and process improvements.

States could develop tailored guidance for how providers can share protected health
information across care teams. While federal guidance exists on how to handle behavioral
health information in accordance with HIPAA, providers must understand both federal and
state-specific regulations when exchanging critical data and information.* Guidance
that considers federal and state privacy laws for behavioral and physical health providers
can be valuable educational tools that help tackle the common challenges, including
misunderstandings, related to sharing sensitive information among siloed care teams. For
example, legal experts developed a report that addresses obstacles and potential solutions
for sharing behavioral health information in Massachusetts, with the goal of enabling better
care integration through enhanced data exchange between behavioral health providers and
other health professionals, including primary care practitioners. i

States can also implement new processes for streamlining the collection and sharing of
protected information. For example, Michigan’s Department of Health and Human Services
released a standard consent form for the sharing of health information specific to behavioral
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health and substance use treatment, and all providers are required to accept this new
standard form. This form helps address provider uncertainty because it was created to
address privacy requirements Vi

In addition, states could implement Medicaid MCO contract requirements and/or SMAC
provisions to require behavioral health privacy training for plan care managers and care
coordinator teams that explicitly make it clear what data can be shared with whom for the
purposes of care navigation. This could enhance plan staff awareness of how to use data to
support care coordination for dual eligible individuals with behavioral health needs. States
could also pursue inter-agency coordination efforts focused on this population, which might
include cross-department meetings and collaboration across state agencies involved in aging,
intellectual and developmental disability care, behavioral health, and Medicaid. Interviewees
noted that such inter-agency coordination is particularly important in states with county-based
behavioral health systems, given the de-centralized nature of these programs.

Invest in Behavioral Health Facility Health IT

Timely information exchange can improve the ability of providers to address the needs of
dual eligible individuals with behavioral health. This issue is particularly important in the
context of people transitioning across settings of care and when benefits are administered
across different programs. There are three notable federal opportunities that states

and providers may be able to pursue to seek funding to support health IT infrastructure
specifically related to behavioral healthcare.

First, in June 2024, CMS issued guidance on how state Medicaid agencies can access
enhanced Federal Medicaid match for state IT expenditures to improve access to
behavioral health treatment and care coordination. State Medicaid agencies can pursue this
enhanced match to invest in HIT and electronic health information exchange to improve
care coordination.** States could for instance leverage this additional funding opportunity
to improve integration of SUD treatment into primary care and other healthcare settings
frequented by dual eligible individuals.

Additionally, the President’s fiscal year 2025 budget includes a proposal that provides

$1 billion to advance health IT adoption and engagement in interoperability for Inpatient
Psychiatric Facilities and certain Outpatient and Residential Treatment Facilities which have
not previously had access to this type of funding.” If approved, states could encourage and
support eligible providers to seek this funding. With these dollars, providers and facilities
would be able to invest in infrastructure that would allow for more effective data sharing to
coordinate care and improve individual care and outcomes for dual eligible individuals with
behavioral health needs.

Finally, the CMS Center for Medicare and Medicaid Innovation released the Notice of

Funding Opportunity for the Innovations in Behavioral Health (IBH) model in June 2024. This
state model has a goal of aligning payment between Medicare and Medicaid for integrated
services. The IBH Model focuses on improving the quality of care and behavioral and physical
health outcomes for adults enrolled in Medicare and Medicaid with moderate to severe
mental health conditions and SUD. State Medicaid agencies can pursue the IBH model to
receive funding and technical assistance to expand health IT capacity through targeted
investments in health information interoperability, EHRs, and other tools which states can use
to improve data sharing and quality reporting.

5

The President’s fiscal
year 2025 budget
includes a proposal
that provides $1
billion to advance
health IT adoption
and engagement in
interoperability for
Inpatient Psychiatric
Facilities and certain
Outpatient and
Residential Treatment
Facilities which have
not previously had
access to this type of
funding.
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Conclusion

ATI’s research shows that dual eligible individuals with behavioral health needs face
significant barriers to receiving needed care, all while navigating a myriad of comorbid and
social conditions that complicate achieving optimal health. As policymakers continue to seek
solutions to improve care for and the experiences of dual eligible individuals, recognizing the
unique needs of the subset of the population with behavioral health needs will be critical to
developing targeted solutions to better support their care. Policymakers, providers, and other
partners in care such as health plans can all play critical roles in creating a system that can
better provide for the needs of this population.

Methods

CHARTBOOK

ATl used 2017 — 2020 MCBS data and linked FFS claims to produce a profile of dual eligible
individuals with behavioral health needs. SUD data is limited to individuals with FFS claims, as
MCBS does not include questions related to SUD.

Statistical tests with multiple comparison test adjustments were used to identify statistical
differences between 1) full-benefit dual eligible individuals (FBDE) or partial benefit dual
eligible individuals (PBDE) with behavioral health needs and FBDE individuals without
behavioral health needs, and 2) FBDE or PBDE individuals with behavioral health needs and
Medicare-only individuals with behavioral health needs.

Note that there were no observable differences between FBDE and PBDE individuals with
behavioral health needs, thus, results for FBDE individuals are only reported throughout as
“dual eligible” individuals.

The chartbook was posted online here: https://atiadvisory.com/resources/wp-content/
uploads/2024/01/Chartbook-of-Dual-Eligible-Individuals-with-Behavioral-Health-Needs-
ATI-Advisory.pdf
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INTERVIEWS

ATI conducted 13 semi-structured, 60-minute interviews to understand the care
experiences and the current landscape of systems and programs. General topics covered
included opportunities and challenges related to different behavioral health delivery
landscapes, the interaction between behavioral health and D-SNP models, federal policy
barriers, and strategies that could improve accessibility and coordination of services.
Interviews were conducted by an ATI facilitator and recorded. ATl used internal notes and
transcriptions to analyze and surface common themes.

ROUNDTABLE

ATl analyzed information collected in the expert interviews and convened a roundtable of
experts. ATl invited some interview participants to the roundtable and invited experts who
had not been interviewed. The roundtable was conducted by an ATl facilitator and was
recorded. ATl used internal notes and transcriptions to analyze and surface common themes.

Acknowledgements

ATI would like to thank the following individuals and organizations for contributing their
invaluable expertise to the development of this brief:

-+ Association for Community Affiliated -+ National Alliance on Mental lliness

Plans (ACAP)
Community Catalyst
Justice in Aging

National Academy for State Health
Policy (NASHP)

National Association of State Mental
Health Program Directors (NASMHPD)

Pennsylvania Department of Human
Services

Washington State Department of Social
and Health Services

Center for Healthcare Strategies
(CHCS)

Dennis Heaphy

The Kennedy Forum

(NAMI)

National Association of State Mental
Health Program Directors Research
Institute (NRI)

SNP Alliance
West Health
Commonwealth Care Alliance

Indiana Family and Social Services
Administration

Mental Health America

National Association of Medicaid
Directors (NAMD)

Pam Parker

UPMC Health Plan



Page 18

Endnotes

Vi

vii

viii

Xi

Xii

xiii

Xiv

XV

XVi

Lakhmani, E. W. (2023, June). Definitions of Different Medicare Advantage Dual Eligible Special
Needs Plan (D-SNP) Types in 2023 and 2025. Integrated Care Resource Center (ICRC). https://www.
integratedcareresourcecenter.com/sites/default/files/ICRC-D-SNPDefinitions-2023-2025%20
%2849%29.pdf

(2024, August). Dual Eligible Enroliment Dashboard. ATl Advisory. https://atiadvisory.com/state-resource-
center

Seshamani, M. & Jacobs, D. (2023, July). Important New Changes to Improve Access to Behavioral Health
in Medicare. Centers for Medicare & Medicaid Services (CMS). https://www.cms.gov/blog/important-
new-changes-improve-access-behavioral-health-medicare

Behavioral Health Services. Medicaid.gov. https://www.medicaid.gov/medicaid/benefits/behavioral-
health-services/index.html

(2020). Coordination of Benefits and Third Party Liability (COB/TPL) In Medicaid. Medicaid.gov. https://
www.medicaid.gov/medicaid/eligibility/downloads/cob-tpl-handbook.pdf

(2024, January). Dual Eligible Individuals with Behavioral Health Needs. ATI Advisory. https://atiadvisory.
com/resources/dual-eligible-individuals-with-behavioral-health-needs/

Mental Health & Substance Use Disorders. Medicare.gov. https://www.medicare.gov/coverage/mental-
health-substance-use-disorder

Seshamani, M. & Jacobs, D. (2023, July). Important New Changes to Improve Access to Behavioral Health
in Medicare. CMS. https://www.cms.gov/blog/important-new-changes-improve-access-behavioral-
health-medicare

McGinty, B. (2023, March). Medicare’s Mental Health Coverage: What'’s Included, What’s Changed, and
What Gaps Remain. The Commonwealth Fund. https://www.commonwealthfund.org/publications/
explainer/2023/mar/medicare-mental-health-coverage-included-changed-gaps-remain

(2023, December). Behavioral Health Workforce, 2023. Health Resources and Services Administration
(HRSA). https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/Behavioral-Health-Workforce-
Brief-2023.pdf

ATI Advisory analysis of CMS August 2024 Opt Out Affidavits. https://data.cms.gov/provider-
characteristics/medicare-provider-supplier-enroliment/opt-out-affidavits/data

(2020, June). Chapter 1: Integrating Care for Dually Eligible Beneficiaries: Background and Context.
Medicaid and CHIP Payment and Access Commission (MACPAC). https://www.macpac.gov/wp-content/
uploads/2020/06/Chapter-1-Integrating-Care-for-Dually-Eligible-Beneficiaries-Background-and-
Context.pdf

Herman Soper, M., Archibald, N., Spencer, A., & Torralba, Giselle. (2020, October). Addressing Social
Determinants of Health Through Dual-Eligible Special Needs Plans: Gap Analysis and Policy Development.
Association for Community Affiliated Health Plans (ACAP). https://www.communityplans.net/
research/11927/

(2024, September). Medicaid and CHIP National Summary of Renewal Outcomes — June 2024 and
National Summary to Date. Medicaid.gov. https://www.medicaid.gov/resources-for-states/downloads/
june-2024-national-summary-renewal-outcomes.pdf

CMS. (2023, November). Proposed Rule: Contract Year 2025 Policy and Technical Changes to the
Medicare Advantage Program, Medicare Prescription Drug Benefit Program. Federal Register. https://www.
federalregister.gov/d/2023-24118

Kiley, S. & League, K. (2022, August). Outreach & Enrollment Into Health Coverage: A Frontline Guide for
Engaging People Experiencing Homelessness. National Healthcare for the Homeless Council. https://
www.cms.gov/marketplace/technical-assistance-resources/outreach-enroll-people-experiencing-
homelessness.pdf



Page 19

Xvii

Xviii

XX

XXi

xXii

xxiii

XXiv

XXV

XXVi

XXVii

XXViii

XXiX

XXX

XXXi

XXXii

XXXiii

XXXV

XXXV

Kiley, S. & League, K. (2022, August). Outreach & Enroliment Into Health Coverage: A Frontline Guide for
Engaging People Experiencing Homelessness. National Healthcare for the Homeless Council. https://
www.cms.gov/marketplace/technical-assistance-resources/outreach-enroll-people-experiencing-
homelessness.pdf

(2024, January). Dual Eligible Individuals with Behavioral Health Needs. ATl Advisory. https://atiadvisory.
com/resources/dual-eligible-individuals-with-behavioral-health-needs/xix

Knaak, S., Mantler, E., & Szeto, A. (2017, February). Mental lliness-related Stigma in Healthcare: Barriers to
Access and Care and Evidence-based Solutions. Healthcare Management Forum, 30(2), 111-116. https://
doi.org/10.4177/0840470416679413

lezzoni, L., Rao, S., Ressalam, J., et al. (2021, February). Physicians’ Perceptions of People With Disability
And Their Healthcare. Health Affairs, 40 (2).

Los Angeles County Homeless Initiative. https://homeless.lacounty.gov/

(2024, October). Medicaid Waiver Tracker: Approved and Pending Section 1115 Waivers by State. KFF.
https://www.kff.org/medicaid/issue-brief/medicaid-waiver-tracker-approved-and-pending-section-
1115-waivers-by-state/

Effective and Compassionate Care for People with Behavioral Health Issues. Commonwealth Care Alliance.
https://www.commonwealthcarealliance.org/approach-to-care/care-delivery/maries-place-community-
crisis-stabilization/

Tsai, D. (2023, November). Coverage of Services and Supports to Address Health-Related Social Needs in
Medicaid and the Children’s Health Insurance Program. CMS. https://www.medicaid.gov/federal-policy-
guidance/downloads/cib11162023.pdf

Health Related Social Needs. Medicaid.gov. https://www.medicaid.gov/medicaid/section-1115-
demonstrations/health-related-social-needs/index.html

Hinton, E. & Diana, A. (2024, March). Section 1115 Medicaid Waiver Watch: A Closer Look at Recent
Approvals to Address Health-Related Social Needs (HRSN). KFF. https://www.kff.org/medicaid/issue-
brief/section-1115-medicaid-waiver-watch-a-closer-look-at-recent-approvals-to-address-health-
related-social-needs-hrsn/

CMS. (2023, January). Additional Guidance on Use of In Lieu of Services and Settings in Medicaid
Managed Care. https://www.medicaid.gov/federal-policy-guidance/downloads/smd23001.pdf

(2023, November) Coverage of Health-Related Social Needs (HRSN) Services in Medicaid and the
Children’s Health Insurance Program (CHIP). https://www.medicaid.gov/health-related-social-needs/
downloads/hrsn-coverage-table.pdf

(2020, July). Fact Sheet: SAMHSA 42 CFR Part 2 Revised Rule. Substance Abuse and Mental
Health Services Administration (SAMHSA). https://www.samhsa.gov/newsroom/press-
announcements/202007131330

Bryant, B. & Freel, N. (2024, March). HHS Releases Final Rule on Substance Use Confidentiality. National
Association of Counties (NACO). https://www.naco.org/news/hhs-releases-final-rule-substance-use-
confidentiality

(2021, June). Chapter 4. Integrating Clinical Care through Greater Use of Electronic Health Records
for Behavioral Health. MACPAC. https://www.macpac.gov/wp-content/uploads/2021/06/Chapter-4-
Integrating-Clinical-Care-through-Greater-Use-of-Electronic-Health-Records-for-Behavioral-Health.pdf

(2021, June). Report to Congress on Medicaid and CHIP. MACPAC. https://www.macpac.gov/wp-content/
uploads/2021/06/June-2021-Report-to-Congress-on-Medicaid-and-CHIP.pdf

(2021, June). Report to Congress on Medicaid and CHIP. Medicaid and CHIP Payment and Access
Commission (MACPAC). https://www.macpac.gov/wp-content/uploads/2021/06 /June-2021-Report-to-
Congress-on-Medicaid-and-CHIP.pdf

Dougherty, M., Williams, M., Millenson, M., & Harvell, J. (2013, May). EHR Payment Incentives for Providers
Ineligible for Payment Incentives and Other Funding Study. Office of the Assistant Secretary for Planning
and Evaluation (ASPE). https://aspe.hhs.gov/reports/ehr-payment-incentives-providers-ineligible-
payment-incentives-other-funding-study-1#background



Page 20

XXXVi

XXXVii

XXXViii

XXXiX

x|

xli

(2024, August). Information Related to Mental and Behavioral Health, Including Opioid Overdose. U.S.
Department of Health and Human Services (HHS). https://www.hhs.gov/hipaa/for-professionals/special-
topics/mental-health/index.html

Belfort, R. D. & Dworkowitz, A. (2016, March). Sharing Behavioral Health Information in Massachusetts:
Obstacles and Potential Solutions. Blue Cross Blue Shield of Massachusetts Foundation & Manatt, Phelps &
Phillips. https://mehi.masstech.org/sites/default/files/2022-06/Behavioral_Health_Data_Sharing_FINAL.pdf

Michigan Behavioral Health Standard Consent Form. Michigan Department of Health and Human Services.
https://www.michigan.gov/mdhhs/keep-mi-healthy/mentalhealth/behavioral/consent/michigan-
behavioral-health-standard-consent-form

Tsai, D. (2024, June). Accessing Enhanced Federal Medicaid Matching Rates for State Information
Technology Expenditures to Improve Access to Mental Health and Substance Use Disorder Treatment and
Care Coordination. CMS. https://www.medicaid.gov/federal-policy-guidance/downloads/cib06142024.pdf

Fiscal Year 2025: Budget in Brief. HHS. https://www.hhs.gov/sites/default/files/fy-2025-budget-in-brief.pdf

Innovation in Behavioral Health (IBH) Model. CMS. https://www.cms.gov/priorities/innovation/innovation-
models/innovation-behavioral-health-ibh-model



ATI Advisory

About ATI Advisory

ATI Advisory is a healthcare research and advisory services firm dedicated to system reform that
improves health outcomes and makes care better for everyone. ATI guides public and private
leaders in solving the most complex problems in healthcare through objective research, deep
expertise, and bringing ideas to action. For more information, visit atiadvisory.com.

Arnold Ventures

This work was supported by Arnold Ventures, a philanthropy committed to improving the

lives of American families, strengthening their communities, and promoting their economic
opportunity by investing in research to understand the root causes of America’s most persistent
and pressing problems. Founded in 2010 by Laura and John Arnold as part of their Giving
Pledge commitment to contribute their wealth to charitable causes during their lifetimes, the
philanthropy’s focus areas include higher education, criminal justice, health, infrastructure, and
public finance, advocating for bipartisan policy reforms that will lead to lasting, scalable change.
For more information, visit arnoldventures.org.



http://atiadvisory.com
http://arnoldventures.org

	Structure Bookmarks
	Overview 
	Understanding the Issues: System and Population Characteristics
	Study Purpose and Findings  
	Conclusion
	Methods
	Endnotes


