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Mental health problems are major cause of morbidity and mortality

Mental Health and Substance Use Disorders Were the Leading Cause of Disease Burden in the USin 2015

Disability adjusted life years (DALYs) rate per 100,000 population

Mental Health Cancers Cardio- Injuries Musculo- Endocrine Nervous Chronic Skin Sense
& Substance & Tumors  vascular skeletal (e.g., System Respiratory Diseases Organ
Use Disorders Disease Disorders Diabetes) Diseases Disease
JAMA. 2017;318(5):415.10.1001/jama.2017.8558
Table 3. All-Cause Deaths Attributable to Mental Disorders by Diagnosis
Mo. of Deaths Attributable to
Cause Pooled RR (95% C1) Prevalence, % PAR, % Mental Disorders, in Millions?
Disorders
All mental 2.22(2.12-233) 26.10 14.34 B.00
Mood 1.86 (1.73-2.00) 10.6" 4.90 2.74
Anxiety 1.43 (1.24-1.64) 143" 4.30 241
Psychoses 2.54 (2.35-2.75) 1.04¢ 0.63 0.35
Abbreviations: PAR, population attributable risk; RR, relative risk. World Mental Health Surveys in 17 countries.™
O the basis of the Waorld Health Organization estimate of 56 million deaths © Prevalence of self-reported lifetime diagnosis from the World Health
worldwide in 2012 3 Organization World Mental Health Surveys in 52 countries. 32
b Median lifetime prevalence of estimates from the World Health Organization

JAMA Psychiatry. 2015;72(4):334-341
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Mental health is a major driver of health care spending
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Figure 1 Medical expenditure by depression and diabetes categories, 2004-2011.
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Less than half of U.S. counties have a single psychiatrist

Psychiatrists per
100,000 County Population

0
0.1-4.5
4.6-8.7
8.8+

University of Michigan Behavioral Health Workforce Research Center. Estimating the Distribution of the U.S. Psychiatric Subspecialist Workforce. Ann Arbor, MI: UMSPH; 2018.
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Most psychiatrists do not accept insurance; those that do often have no real
access
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Bishop TF, Press MJ, Keyhani S, Pincus HA. JAMA Psychiatry. 2014;71(2):176-18T.

Zhu J, Charlesworth CJ, Polsky D, McConnell KJ. Phantom networks: discrepancies between reported and realized mental health access in
Medicaid. Health Aff (Millwood). 2022;41(7):1013-22.
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One-third of U.S. primary care physicians have mental health providers in their
practice, compared with nearly all in the Netherlands and Sweden.

Percentage of primary care providers who report that psychologists or other mental health workers work on their
team in their main practice to provide care for their patients

GER* SWIZ* NOR* CAN* AUS* SWE* NETH*

Note: * Statistically significant difference from US at p<.05 level.
Data: Commonwealth Fund 2019 International Health Policy Survey of Primary Care Physicians. Data for SWE not available.
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Nearly One-third of Adults Reporting Severe Symptoms of Anxiety
and/or Depression Were Not Recelving Treatment

Share of adults reporting symptoms of anxiety and/or depression, by severity of symptoms and receipt of treatment, 2019

B Received Treatment B Did Not Receive Treatment

Adults Reporting Moderate fo Severe Symptoms [k 9%

Adults Reporting Moderate Symptoms 5h% 45%

NOTE: Moderate symptoms refers of anxiety andior depression to a score of 10 to 14 on the GAD-7 scale and/or PHQ-S scale; severe

symptoms refers to a score of 15 or higher. Mental health treatment refers o receiving counseling andfor taking prescription medication for KFF
mental health in the past year.

SQOURCE: KFF analysiz of National Health Interview Survey (NHIS), 2019 + PNG
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The Collaborative Care Model (CoCM) is an evidence-based,

systematic approach to integrating physical and mental health care
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80+ RCTs showing improved mental health outcomes in a variety of settings

: Coc h rane Trusted evidence.
= L.b Informed decisions.
1 Ibra ry Better health. Cochrane Database of Systematic Reviews

Main results

We included seventy-nine RCTs (including 90 relevant comparisons) involving 24,308 participants in the review. Studies varied in terms
of risk of bias.

The results of primary analyses demonstrated significantly greater improvement in depression outcomes for adults with depression
treated with the collaborative care model in the short-term (SMD -0.34, 95% CI -0.41 to -0.27; RR 1.32, 95% Cl 1.22 to 1.43), medium-term
(SMD -0.28, 95% C1 -0.41 to -0.15; RR 1.31, 95% CI 1.17 to 1.48), and long-term (SMD -0.35, 95% CI -0.46 to -0.24; RR 1.29, 95% C 1.18 to 1.41).
However, these significant benefits were not demonstrated into the very long-term (RR 1.12, 95% C1 0.98 to 1.27).

The results also demonstrated significantly greater improvement in anxiety outcomes for adults with anxiety treated with the collaborative
care model in the short-term (SMD -0.30,95% Cl -0.44 to -0.17; RR 1.50, 95% C| 1.21 to 1.87), medium-term (SMD -0.33, 95% C| -0.47 to -0.19;
RR 1.41, 95% Cl 1.18 to 1.69), and long-term (SMD -0.20, 95% Cl -0.34 to -0.06; RR 1.26, 95% Cl 1.11 to 1.42). No comparisons examined the
effects of the intervention on anxiety outcomes in the very long-term.

There was evidence of benefit in secondary outcomes including medication use, mental health quality of life, and patient satisfaction,
although there was less evidence of benefit in physical quality of life.

Authors' conclusions

Collaborative care is associated with significant improvement in depression and anxiety outcomes compared with usual care, and
represents a useful addition to clinical pathways for adult patients with depression and anxiety.

Cochrane Review. 2012
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CoCM improves medical comorbidity outcomes
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Psychosomatic Medicine76(1):29-37, January 2014.

JAMA. 2020;324(7):651-662.
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CoCM reduces utilization and total medical spending

Service Utilization® No. TBC Events No. TPM Events IRR (95% Cl)
(Incidence Per 100 Person-Years) (Incidence Per 100 Person-Years)
Hospital admissions 15427 (9.45) 17 334 (10.62) 0.89 (0.85 to 0.94) <.001
Emergency department visits 29555 (18.11) 38383 (23.52) 0.77 (0.74 to 0.80) <.001
Ambulatory sensitive visits 5350 (3.28) 6948 (4.26) 0.77 (0.70 to 0.85) <.001
PCP visits 380036 (232.83) 408 641 (250.35) 0.93 (0.92 to 0.94) <.001
Specialty visits 348 507 (213.51) 355619 (217.87) 0.98 (0.97 to 0.99) .02 (NS)
Urgent care visits 90852 (55.66) 91770 (56.22) 0.99 (0.97 to 1.02) .74 (NS)
JAMA. 2016;316(8):826-834.
Cost, §
Randomized Group
Overall

Cost Category Mean Intervention Usual Care Difference

Outpatient

IMPACT intervention = 522 (495 to 550) 010t00) 522 (495 to 550) > $6 return ed on a $ 1 investment

Mental health 661 5h8 (362 to 753) 767 (661 10 974) —209 (-494 1o 75)

Pharmacy 7284 6942 (6062 to 7822) 7636 (6287 to B984) —694 (-2304 to 916)

Other 14 306 14 160 (12 899 to 15 421) 14 456 (12 909 to 16 002) —296 (-2291 1o 1700)

Total® 22516 22182 (20 368 to 23 996) 22 859 (20 470 10 25 247) —-677 (-3676 to 2323)

Inpatient

Medical 8452 7178 (5450 to 8908) 9757 {6455 to 13 059) —2578 (-6305 1o 1149)

Mental health and substance abuse 14 61 (-8 to 129) 169 (-2 to 340) —108 (-292 to 76)

Total Healthcare During 4 y
Overall Total 31082 29422 (2647910 32365)  32785(2764B1037921) -3363 (928210 2557) A JMC. 2008: VOL. 14. NO. 2
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Despite its benefits, uptake of CoCM has remained limited

Changes in the use of care management processes for four
conditions in large primary care practices

4.0
9 =0 “It may be that US primary care
o = : practices are unaware of these
E / = E:i;etes approaches, lack the resources
s 2U and incentives to implement
= / —&— Asthma them, or feel better prepared to
3 10 —&— Depression address the needs of patients with
= Y — chronic medical illnesses than the
needs of those with chronic
0.0 behavioral illnesses.” (emphasis mine)
2006-07/ 2012-13

Bishop TF, Ramsay PP, Casalino LP, Bao Y, Pincus HA, Shortell SM. Health Aff (Millwood). 2016;35(3):394-400.
4 49
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Medicare created new codes to reimburse CoCM in 2017

Widespread implementation of CoCM
and other effective BHI services could
substantially improve outcomes for millions
of Medicare beneficiaries and produce
savings for the Medicare program.

FEBRUARY 2, 2017

Medicare Payment for Behavioral Health Integration

Matthew J. Press, M.D., Ryan Howe, Ph.D., Michael Schoenbaum, Ph.D., Sean Cavanaugh, M.P.H.,
Ann Marshall, M.S.P.H., Lindsey Baldwin, M.S., and Patrick H. Conway, M.D.
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The codes are fee-for-service, time-based, provider reimbursement

CPT Code Clinical Staff Threshold Time

CoCM First Month (99492) 70 minutes per calendar month
CoCM Subsequent Months (99493) 60 minutes per calendar month
CoCM Any Month (G2214) 30 minutes per calendar month
Add-On CoCM Any Month (99494) Each additional 30 minutes per calendar month

SERVICE COMPONENTS

* Initial assessment by the primary care team

« Care planning by the primary care team, jointly with the patient, with care plan revision for patients whose condition
is not improving adequately. Treatment may include pharmacotherapy, psychotherapy, and/or other indicated
treatments

+ Behavioral health care manager performs proactive, systematic follow-up using validated rating scales and a
registry

* Regular case load review with psychiatric consultant — The primary care team regularly (at least weekly) reviews the
beneficiary’s treatment plan and status with the psychiatric consultant and maintains or adjusts treatment, including
referral to behavioral health specialty care as needed

All content in the presentation is the property of Matthew Press, MD and Penn Medicine. This material may not be published, broadcast, rewritten or redistributed in whole or part without the express written permission. @ Penn MGdlClne



Primary Care at Penn Medicine
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The Science of Advanced Primary Care:
Best Practices for a New Care Delivery Model

problem your next problem arises

@ AN =

[ Car breaks down ] { Local mechanic fixes the ] {See mechanic again when

J Reactionary,
fixing issues
as they arise.

Traditional
Primary Care

Team-based, proactive,
leveraging the expertise and resources

Car . . .
develops F;;; crew of a high-performing system
problem

Advanced
Primary Care Aro%

monitors and
optimizes
performance
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Penn Integrated Care (PIC) is a CoCM program with the
addition of centralized assessment and triage
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PIC IN PRIMARY CARE

MHCM embedded in the
practice, in consultation
with a psychiatrist and
supervised by the PCP,
provides brief, evidence-

based interventions.

/3 :.‘u ';.{_ =
: (‘

{
A

SUBSTANCE USE
DISORDER CARE

Providers and resources
that focus on substance
use freatment, including
acute care and intensive

outpatient programs.

Patients are triaged based on a detailed assessment

SELF-DIRECTED
CARE

Resource Center follows
patient for two months and
refers to a higher level of
care if patient’s symptoms
worsen. Self-directed

resources provided.
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PIC provides several services to patients...efficiently

'="| MENTAL HEALTH CARE MANAGER
ﬁ,k_

Carry 80 patients at a time for 2-6 months,
and use a population health, registry-

based approach.

Rehovioral activation. motivational - .

COVID-19: BEYOND TOMORROW
Harnessing Collaborative Care to Meet Mental Health
Demands in the Era of COVID-19

Carlo AD, Barnett BS, Unitzer J. Harnessing Collaborative Care to Meet Mental Health Demands in the Era of COVID-19. JAMA Psychiatry.
Published online October 21, 2020.

CONSULTATION AND COLLABORATION

@ MHCM: collaborate with PCPs on a daily basis

and have weekly meetings with consulting
psychiatrists to review their panel and cases.
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Over 30,000 patients treated in 6 years across 35+ practices

47% Y 48% Y 49% Y 48%

reduction . i
remission
scores scores

anxiety
remission

“This is the single most impactful program I’ve seen in my 25 years at Penn”
-Penn PCP
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No increase in total medical spending

FIGURE. Mean Total Medical Costs PMPM From the 6 Months Prior

to PIC Implementation Through 12 Months of PIC Implementation
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PIC, Penn Integrated Care; PMPM, per member per month.

Wolk CB, Wilkinson E, Livesey C, Oslin DW, Connolly KR, Smith-McLallen A, Press MJ. Impact of the collaborative care
model on medical spending. Am J Manag Care. 2023 Oct;29(10):499-502. doi: 10.37765/ajmc.2023.89438. PMID: 37870543.
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TABLE 2. Differences in Cost by Category®

Outcome Difference

Total medical cost

Overall -$29.35
Behavioral health $19.91
Mon-behavioral health -$72.46
PIC cost $34.11
Inpatient cost -$91.34
Emergency department
Overall $7.44
Behavioral health -$0.34
Mon-behavioral health $B8.04
Urgent care center $0.46
Retail clinic $0.20
Primary care
Overall $40.29
Behavioral health $0.00
Mon-behavioral health $11.50
PIC cost $34.11

PIC, Penn Integrated Care.
Significant [P=.05] differences are bolded.




Barriers to use of CoCM billing codes remain

> |Internal and external contextual factors
* Buy-in from key stakeholders (leadership, finance, IT, primary care, psychiatry)
* Selection of the CoCM care team
* Payer mix and CoCM reimbursement

» CoCM components
* Patient consent
* Time accrual mechanisms
* EHR registry integration or interoperability
* Billing revenue/workflow

> Financial sustainability

Carlo AD, Corage Baden A, McCarty RL, Ratzliff ADH. Early Health System Experiences with Collaborative Care (CoCM) Billing Codes: a Qualitative Study of Leadership and
Support Staff.J Gen Intern Med. 2019 Oct;34(10):2150-2158.
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Pathway to Collaborative Care Management (CoCM)
at UNC Health




UNC Health: Delivering high quality care from the mountains to the coast
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UNC Health Alliance’s state-wide network strengthens our health system
with independent practices
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Collaborative Care Management (CoCM) at UNC

* |Initially launched on small scale within UNC Family Medicine Chapel Hill in
fall/winter 2018
Challenges
» Limited payer reimbursement
» Limited tools in Epic to facilitate workflow

« Spring/Fall 2019 — Launch pilot of CoCM within specialty care practice
(Inflammatory Bowel Disease)
» Support from UNC Practice Quality & Innovation (in-kind)
v Developed Epic reporting to use as patient registry
v Created CoCM enroliment process
v’ Created mechanism to calculate minutes for time-based billing



Example Patient Registry (Psychiatrist View)
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BLUE

OPTIONS/PP.

(NC ONLY)

62001-STATE | 6210
HEALTH PLAN | SHP

SEC(
EMPI 4
HRA
20002- 3000
MEDICARE MEDI
PART A AND
PARTB
AAsns TnTER ,
42 results
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Example Patient Registry (Care Manager View

| B3 Hyperspace - =

Epic ~ b Dragonlogin § Patient Lookup =4 In Basket D Track Board §™ Patient Station §_ Telephone Call Reports ~ ‘U Remind Me (. PtOutreach + Sign My Visits J Customizations =+, Mark Patients For Merge O References v (& (Q 3= EhPrnt ~ Q Secure [G+LlogOut * ®
= Bl Repors | (coachans 1] @1 ) © N & J

My Department's Patients Enrolled in Behavioral Health Care Management Program (BHCMP/CoCM) [95667748] as of Tue 8/29/20 6 PM E x

I Chart Y Encounter ~ “4r Encounter HM Modifiers =k Add to List =3 Communication ~ @ Research Studies «” Track Pt Outreach ' Open Shared Comments # Open Birthday Outreach Shared Comments s # ICM Shared Commenis =k Questionnaire Series ~ 1= Detail List - Original

Detail List | Explore

T Filter P Re-runReport £ Refresh Selected  Select All
. 20 Min BHCMP 36 min BHCMP . .
BHCMP Time - - ; e BHCMP Time Last BHI/CoCM Last CoCM Psych Last BHCMP MNext BHCMP Recent BHCMP Last P4 Suicide
Sex A® Spent ThisMorth TimeRemaining | Time ROmaining | speny | ast Month  Date Billed Casa Review OureachDats| OuwsachDats  Outreach Outcome 2% PH:9 Score| LastPHOBData | %PHQ-9DECREASE  PHO-8 Change oy ceroe
Female 22ya 35 0 1 41 07/31/2023 08/21/2023 08/24/2023 Patient Portal 4 06/28j2023 76 e -
Message
Female 9yo 35 0 1 115 07/31/2023 08/21/2023 08/24/2023 Patient Portal 12 07/13/2023 20 2
Message
Female 55y.0 40 0 0 110 07/31/2023 06/19/2023 08/28/2023 General 13 07/19/2023 -30 -1
Female 70y.o 60 0 0 80 07/31/2023 04/10/2023 08/02/2023 General 0 08/14/2023 -3
4
»
Male 55y.0 125 0 0 120 07/31/2023 08/28/2023 General 7 08/22/2023 56 -5/ 06/28/2023
Male 72ya 174 0 0 08/14/2023 08/22/2023 Telephone: 15 08/22{2023 -36 0| 08/22/2023
Completed
Female 72ya 125 0 0 41 07/31/2023 08/21/2023 08/29/2023 Telephone: 8 08/17/2023 33 -2
Completed
Female 2yo 25 0 11 77 07/31/2023 077172023 08/21/2023 General 13 08/18/2023 32 1/ 04/14j2023
[ -
- ’ﬁﬁ 4 3
Selected rows: 1 42 results

& Settings
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CoCM Expansion

« 2021 — UNC Health system-level funded CoCM launch ($92k)
» Combined support with gift from the Anonymous Trust ($120k annually for 2 years)
» QOperationalized through UNC Health Alliance (UNCHA) Population Management
» Partnership with UNC Faculty Physicians, UNC School of Medicine (Dept of Psych), UNC
Physicians Network

« 2022 - UNC HA implementation
> Professional expenses ($50k pre-implementation and $440k year 1)
» Project Management, analytics, clinical leadership, care managers, Psychiatrist
» Created training materials
» Recruited practices
» Modified existing Epic tools as needed
» Worked with analytics to develop data dashboard
» Care launched January/February



Leading the Wax: CoCM Milestones in CY 2022

Q1 Q2 03 Q4 g

January — Reviewed billing . April through June — July — CoCM coverage October — Monitor
and reimbursement by all rebounding outcome
training PDSAs to optimize y all payers metrics
workflows

« February — Implementin 7 « August 25" — Services * October 7™ — Services
initial clinics in 3 counties May — BCBSNC began expand to another g;(apc?i'::g to additional

* February — Met with accepting CoCM billing primary care clinic
BCBSNC to cr?cate » October — Consolidate Epic
attestation for future : templates to improve
CoCM service * September — First break  ,0rational efficiency and
reimbursement even month eliminate waste

* March — Celebrate each November 11 — Expand to
initial clinic referring at Geriatrics sub-specialty
least one patient clinic

« December— Dashboard is
live



Leading the Way: CoCM Milestones in CY 2023

Q1 Q2 03 Q4 g

January — Analysis May — Reached outto  + Potential expansion of * NC DHHS to reimburse
reimbursement trends payors to look into billing CoCM in the East region CoCM services at 120%
denials of Medicare as of 12/1
 February — CoCM * Implement use of
caseload at capacity and ¢ June — Submitted SBAR psychotherapy CPT » Better than break-even
on waitlist for using psychotherapy codes by $4k FY23
CPT codes

 March — Celebrate 1
year anniversary

« March — Worked with
BCBSNC to review
denials



CoCM Enrollment

34

CORUIMIENL SUITITENY | IVISESUiEs DISERUuWl | LeImugrapiincs | DINCE @iu mernoursemnent | meisrras | Causnil wuicomes

UNC HEALTH Last Refresh:

ALLIANC E 1/20/2024 11:01:19 PM

Displaying 408 patients Enrolled and 268 Disenrolled over 24 months based on filters applied.

Rolling Enrollment Count

150

100

Current Enrollment

(=]

..Patients Enralledini...
(i8]
(=]

ol

-20

Patients Disenraolled in

January 2022 March 2022 May 2022 July 2022 September 2022  Movember 2022 January 2023 March 2023 May 2023 July 2023 September 2023  November 2023 January 2024

Average Enrollment Length Other Patient Engagement Unique Patients Touched

CoCM Status Date
Qver Sehriay= Hlants. 2022 2023 2024 Grand Total Tni i "
0 iy e B OO RS _ : 405 Unique Patients over
Disenrolled 9 4 121
Graduated 2 1 26 9, 797 Encounters
188.4 Discharged frem BHCMP 2 B 10
Days Enrolled Patient Refused 2 - 1 5 Average Minutes Spent
A

180 to 365 days: 124 pnts. (hvo) Null 2 2

Paused BHCMP 1 1 2
900 180 days: 131 pnts. Not Eligible i ¥ 49.25 Avg. Monthly Minutes

Grand Total
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UNC Health Experience (71 of 2)
Improved Clinical Outcomes with CoCM

35

Depression

—e.15%

aan; A46% 47% 8% 43% 48% 49% 7% 48% 45% 50%
[ Response Rate 49%

LLLLL

Anxiety

51% 52% 53% 54% 55% 55% 55%
51% 53% 53% 54%

54%

[ Response Rate 54% ]

December 2023

Response is
defined as =>50%
reduction in either
PHQ-9 or GAD-7
from enrollment
date



UNC Health Experience (2 of 2)
Decreased Emergency Department Utilization with CoCM

ED Utilization
1000
BBT.4

800

Reduced

by 675.8

g 00 per 1000

3

400
200
O

ED per 1000 ED per 1000 ED per 1000
Prior to Enroliment During to Enroliment Post Enrollment
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UNC Facilitators of CoCM?

CIN

Leadership Implementation $$
Dashboard &
PCPs Support from Registry support
payors

Virtual care



UNC Barriers to CoCM?

PCP Billing infrastructure Workforce
engagement
Expansion Virtual model
Referral

mentality Sustainability



CoCM within North Carolina

 Jan 2022 — NC Medicaid launched CoCM Consortium

* Over 18 months, created a roadmap to promote CoCM adoption and
Implementation

 Facilitated by several workgroups

» Clinical Advisory Workgroup — best practices for implementation

» Logistic Workgroup — registry development and contracts
» Alignment Workgroup — align payors

» Communications and Training Workgroup — practice support and training
resource materials

NC Medicaid CoCM Report



https://www.ncahec.net/practice-support/collaborative-care-2/
https://www.ncahec.net/practice-support/collaborative-care-2/
https://458rl1jp.r.us-east-1.awstrack.me/L0/https:%2F%2Fmedicaid.ncdhhs.gov%2Fcollaborative-care-model-north-carolina-policy-paper%2Fdownload%3Fattachment/1/0100018c91a53f67-bca2dcc5-6ee4-4081-9ecf-db94fd726af5-000000/Qcx2utXWIqlcG3AZhT-Kp_1IYMI=353

CoCM Roadmap

Step 1: Aligning
Reimbursement Across
Payors

Goal: Align coverage,
requirements and payment

across payors to validate that

CoCM is an endorsed model
worth adopting and reduce
administrative burden for
providers.

Strategies

Ensure Coverage of
the Same CoCM
Codes

Actions

NC Medicaid added coverage of additional CoCM codes to align with
Medicare coverage.

The Consortium confirmed and promoted widespread
commercial adoption of CoCM codes.

Align
Requirements to
Bill

NC Medicaid and other insurers aligned with Medicare
requirements on who can serve as the behavioral health care
manager.

Make
Reimbursement
Sustainable

NC Medicaid increased reimbursement for CoCM codes from
70% to 120% of Medicare.

Remove Beneficiary
Copays

NC Medicaid and other insurers removed beneficiary copays
for CoCM services.

Step 2: Promoting
Streamlined Operations for
Adoption and Ensuring
Fidelity

Goal: Encourage uptake by
providing primary care
practices with practice
resources to make adopting
CoCM as easy as possible
and ensure that CoCM is
implemented with fidelity.

Provide and Fund
1:1 Training for

NC Medicaid contracted with a Consortium member to provide
1:1 technical assistance and develop education modules focused
on different CoCM issues (e.g., best practices in pediatric care,
billing codes, brief therapeutic interventions).

Providers Consortium members created learning opportunities for their
members (e.g., working sessions at annual meetings, peer-to-
peer “solutions” sessions for practice managers).

Establish The Consortium identified 20+ psychiatrists willing to act as

. sychiatric consultants.

Psychiatry Py

Connections

The Consortium developed a model contract for
psychiatrists and primary care providers to use.

Customize and Fund
a Statewide Registry

The Consortium developed a customized registry with a set of
assessments for adults, children and adolescents.

NC Medicaid contracted with a Consortium member to provide
Medicaid enrolled providers with free access to the customized
state registry (S4K-S7.4K per practice per year) for up to three 3
years.




Summary

M1

N\
‘ UNC Leadership recognized potential benefits of CoCM

‘ Implementation is challenging and resource intensive

\

‘ Clinical successes are as advertised
|

‘ Barriers to success exist, but can be overcome with support
/

‘ Involvement/collaboration with other stakeholders can support success

‘ CoCM can be a tool to provide evidence-based BH care that promotes value
/




Collaborative Care Model:
Blue Cross Blue Shield NC

® &) NC
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Blue Cross and Blue Shield of North Carolina

o About 5.8M members covered

o 44-62% market share in North Carolina

o Blue Premier Value based program

— $438 million in shared savings by improving quality and reducing costs in the program’s first
four years, including over $117 million in 2022.

43
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Blue Premier Value Based Program

o Blue Premier debuted in 2019 as a program that shifted cost and quality accountability
to risk-bearing entities such as Accountable Care Organizations (ACOs), which
consisted of health-system based and independent provider aggregators.

o Blue Premier was created to reimburse providers for overall health outcomes versus
rewarding providers strictly on volume of services.

o Providers and ACOs are paid shared savings and other reimbursements based on their
performance against total cost of care and quality targets and benchmarks.

o Blue Premier now includes all major NC health systems and more than 800+
independent practices.

Proprietary & Confidential 44



Blue Premier has yielded some of the best participation statistics and
outcomes in the industry

\J

100%

Of Largest NC
Health Systems

in Blue Premier
in’22:

UNC, Duke,
Novant, Atrium,
WKCC, WFBH,

Cone, CaroMont,

Vidant, Mission

Eligible
Medical
Expense

aligned

with BP

Contracts
in ’22

56%

Of Independent
Primary Care
Practices.

6 ACO
Aggregators:
Aledade, Ajilon
Evolent, CCPN,
Caravan &
CHESS

® &) NC

55%

Eligible
Membership
accessing
BP Providers
in '22

1.4M

Number of
Eligible
Members
aligned with
BP Providers

Proprietary & Conficential

45



Blue Cross NC CoCM Evolution

* North Carolina Medicaid approved * Removal of BCNC attestation requirement
reimbursement for collaborative care model for collaborative care billing

(CoCM) billing codes ) )
* Focus groups conducted to identify

barriers to and opportunities for CoCM
adoption in NC

* OnJuly 1st, 2022, Blue Cross NC began
reimbursement for CoCM codes Fee-for-

Service basis. * Developing strategy on increasing
* Attestation included to ensure the CoCM CoCM adoption
program was implemented with high fidelity + CoCM Webinar hosted by BCNC in
March 2024

Proprietary & Confidential



Business Case for Collaborative Care

Revenue @ + Savings* - Costs = Return
Quality Number of eligible members Number of eligible members
Risk coding Savings rate per episode % Penetration

Number of sessions per treated member
Average reimbursement per session

Analysis showed a 1-2 year investment until collaborative care would yield a positive return on investment

*Savings rate ramps up over time to account for lag between the intervention and reduction in physical and behavioral health
utilization

Proprietary & Confidential 47



Collaborative Care Findings

Overview: During 2023, the BCNC BH team engaged a variety of providers in interviews around the
Collaborative Care Model

Topic

Barriers

Solutions

Billing Existing administrative burden and Comprehensive understanding of CoCM billing
centralized billing knowledge requirements prior to program launch
Staffing Low provider availability; BH Case Utilize flexible solutions such as telehealth, practice
Managers sharing, local implementation, and operation support
organizations
Cost Difficult to expand and maintain because of | Reduction in patient leakage to external BH
current operational cost resources, long-term benefits in patient health and
retention
Training Administrative burden, patient Importance of an internal CoCM champion, patient
& Perception engagement, third-party vendor success stories, evidence of model success
engagement measured and reported

Proprietary & Confidential
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Blue Cross NC CoCM Analysis

Summary Details:

3,566 attested providers

5% of total attested providers

have submitted claims (163)
« 1250 total claims
« 38% applied a copay (476)

« $166,197.68 total paid
amount

e 330-600 members

Proprietary & Confidential
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CoCM Utlilization
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CoCM Utlilization

Provider Map | # Unigue Members
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Appendix




CoCM Resources and Information

UW AIMS Center — https://aims.uw.edu/

APA - https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care

NC AHEC - https://www.ncahec.net/practice-support/collaborative-care-2/

NC Medicaid - https://medicaid.ncdhhs.gov/blog/2022/12/15/nc-medicaid-enhancements-integrated-physical-
and-behavioral-health
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https://aims.uw.edu/
https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care
https://www.ncahec.net/practice-support/collaborative-care-2/
https://medicaid.ncdhhs.gov/blog/2022/12/15/nc-medicaid-enhancements-integrated-physical-and-behavioral-health
https://medicaid.ncdhhs.gov/blog/2022/12/15/nc-medicaid-enhancements-integrated-physical-and-behavioral-health
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