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A comprehensive, whole-person approach to individuals’
health care can be achieved by aligning, integrating, and
coordinating health services with other human services.
HealthChoices, Pennsylvania’s managed Medicaid program,
delegates responsibility for Medicaid-funded behavioral
health service management to individual counties or multi-
county collaboratives. County administrators’ programmatic
and fiscal oversight of Medicaid-funded services allows

them to create synergies between behavioral health and
other human service delivery systems and to set priorities on
the basis of local needs. This model supports access to
community-based care, integration of general medical and
behavioral health services, and programs that address social
determinants of health.
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Discussions about Medicaid policy have recently focused on
how to transition to a next generation of managed care that
supports whole-person health. The challenges of the tran-
sition extend beyond simply integrating general medical and
behavioral health services to include intersection with other
systems (e.g., justice, child welfare), reducing health dis-
parities, and attending to social determinants of health (e.g.,
poverty, housing instability, food insecurity). Faced with
increased enrollment; spending growth; and high levels of
behavioral, general medical, and social need within the
Medicaid population, state policy makers confront a com-
plex situation that likely requires programmatic innovation
as well as payment reform (1).

HealthChoices, Pennsylvania’s Medicaid managed care
program, offers useful insights. Pennsylvania is the fifthmost
populous state, with approximately 13 million residents
across 67 counties. Many of Pennsylvania’s citizens live in
the state’s two largest cities and their counties: Philadelphia
in Philadelphia County, population 1.60 million, and Pitts-
burgh in Allegheny County, population 1.25 million.
According to the U.S. Census Bureau, 81.0% of Pennsylva-
nia’s citizens are White, 12.2% are Black or African Ameri-
can, 3.9% are Asian, and 8.4% areHispanic or Latino (2). The
median household income in 2020 dollars was $63,627, with
12.1% of the Pennsylvania population living in poverty (2). As
of October 2022, more than 3.6 million Pennsylvania citizens
were enrolled in Medicaid or the Children’s Health Insur-
ance Program (3).

Within the Pennsylvania HealthChoices program, gen-
eral medical health plans for Medicaid members are known

as Physical HealthChoices, behavioral health plans for
Medicaid members are known as Behavioral HealthChoices,
and Medicaid benefits for Medicare-Medicaid dual-eligible
members are known as Community HealthChoices. For
Physical HealthChoices and Community HealthChoices, the
state contracts directly with managed care organizations
(MCOs) to manage Medicaid recipients’ medical care,
pharmacy benefits, and long-term general medical services
and supports. Behavioral HealthChoices, however, operates
under a human services integration model that gives indi-
vidual counties or multicounty collaboratives programmatic
and fiscal responsibility for administering Medicaid-funded
mental health and drug and alcohol services in addition to
other human services (e.g., child welfare, aging services,

HIGHLIGHTS

• Medicaid policies that support whole-person health are
critically important; county-level integration of Medicaid
behavioral health services with the funding and leader-
ship of other human services can effectively support
these policies.

• Pennsylvania’s HealthChoices behavioral health program
offers a model for integrating human services with be-
havioral health services; this program expanded access to
community behavioral health services, supported general
medical and behavioral health service integration, and
facilitated concurrent member engagement in programs
that address social determinants of health.
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housing services) in each county. In this model, a behavioral
healthMCO contracts with one or more counties or joinder
counties (i.e., counties acting collaboratively as a single
unit) to support counties’management of behavioral health
services and collaborates with local provider networks,
community-based human services agencies, and regional
general medical health MCOs. Since the introduction of
the human services integration–behavioral health MCO
model in 1997, Pennsylvania has demonstrated progress in
expanding access to high-quality behavioral health care,
integrating general medical and behavioral health care de-
livery, and addressing social determinants of health, all while
containing costs (4). These efforts are described next and
summarized in Table 1.

EXPANDING ACCESS TO HIGH-QUALITY
BEHAVIORAL HEALTH CARE

Because Medicaid is the largest single payer for behavioral
health services in the United States, ensuring access to high-
quality behavioral health care is a priority. Many Medicaid
beneficiaries with behavioral health conditions do not seek
help through traditional avenues, even though they will be
at risk for worse outcomes, higher overall health care
costs, and more restrictive levels of care if their conditions
are not addressed early (5). Under the human services
integration–behavioral health MCO model, Pennsylvania
counties leverage contractual ties linking behavioral health
MCOs with other human services to coordinate services
across county service networks. This approach allows indi-
viduals to enroll for both social and behavioral health ben-
efits across a wide range of sites. Counties that meet
contracted clinical and fiscal standards can, if they have
excess funding for Medicaid behavioral health services in a
specific year, reinvest up to 3% of revenues in developing or
expanding local behavioral health services and related social
supports. Local reinvestment plans that fill gaps in the
existing service system, test new innovative treatment ap-
proaches, or develop cost-effective alternatives to traditional
services promote continuous quality improvement. Because
reinvestment decisions are made locally, these plans can be
tailored to meet the needs of individual communities. For
example, reinvestment funding has been used to expand or
enhance mobile treatment teams, peer-driven recovery
support centers, behavioral health nursing home transition
and diversion services, school-based team services, and
psychiatric rehabilitation.

County-level oversight of behavioral health service de-
livery enables meaningful local stakeholder engagement in
identifying community needs and developing solutions for
them. When families in rural Pennsylvania counties raised
concerns about the adequacy of the children’s behavioral
health system in those counties, a multidisciplinary group of
county mental health officials, family members, providers,
behavioral health MCO leaders, and educators designed and
implemented a novel model of services that facilitated close

collaboration between schools and providers and allowed
the same providers to treat children in both home and
community settings. This collaborative effort, endorsed by
school personnel, improved child and family functioning and
reduced externalizing child behaviors, achieved high care
satisfaction ratings, and led to strong therapeutic alliances
(6). Achieving these outcomes was possible because of the
integration of behavioral health MCO, school district, and
county resources and oversight. Similarly, local partnerships
among behavioral health, early intervention, and child wel-
fare systems have supported innovations inmeasurement and
clinical approaches (7) to address parental depression and
early childhood development. Local partnerships also have
supported the widescale implementation, sustainment, and
expansion of trauma-informed care networks across 23 rural
counties (https://bharpsystemofcare.org/trauma-resources).

Coordinated service delivery at the county level also
supports effective development of necessary resources
across the state. To address the opioid overdose epidemic,
state and county governments, MCOs, and local provider
networks launched initiatives to increase access to and
continued engagement with evidence-based treatment and
community-based care, including warm emergency depart-
ment handoffs, telehealth prescribing, onsite bridging in-
terventions, and improved substance use screening. For
individuals receiving medication-assisted treatment, these
efforts led to lower rates of benzodiazepine use and higher
rates of concurrent behavioral health service utilization (8).

INTEGRATING GENERAL MEDICAL AND
BEHAVIORAL HEALTH SERVICES

Individuals with high behavioral health needs are more
likely than others to have high general medical health needs.
Co-occurring behavioral and general medical health condi-
tions result in increased functional impairment and health
care costs. The human services integration–behavioral
health MCO model addresses these challenges at both
practice and system levels. State and county agencies,MCOs,
local providers, and other stakeholders have collaborated to
implement a range of evidence-based integrated care prac-
tices, including screenings, engagement strategies, and
shared care plans. This model supports provider networks
that have partnered to promote integration through real-
time information sharing, team-based care coordination, and
joint approaches for assessing and rewarding high-quality
care.

Numerous integrated care models now exist across the
state. For example, general medical health caregivers are
available in behavioral health settings; behavioral health
clinicians offer services in primary care practices; and
multidisciplinary primary care teams consisting of nurse
navigators, wellness coaches, certified peer specialists, and
certified recovery specialists are deployed. Many of these
efforts have demonstrated positive clinical, quality, and cost
outcomes. For example, implementation of the behavioral
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TABLE 1. Key challenges, strategies, lessons learned, and monitoring metrics for the integration of human services with behavioral
health services in Pennsylvania

Key challenges Strategies Lessons learned Monitoring metrics

Expanding access to
community behavioral
health care

Collaborated with key
stakeholders to secure
federal or other funds (e.g.,
HRSA, PCORI, SAMHSA)a to
supplement state
resources; leveraged
funding from multiple
sources to increase use of
medication-assisted
treatment for opioid use
disorder in community
settings; engaged primary
care physicians to treat
individuals with opioid use
disorder, with support from
regional centers of
excellence; developed
value-based payment plans
to incentivize use of
medication-assisted
treatment for opioid use
disorder

County participation in
prioritizing and supporting
community-based
behavioral health care is
critical to success;
ambulatory care is the
backbone of a strong
behavioral health delivery
system, so continuing to
strengthen and offer
innovative ambulatory care
should be prioritized;
despite increased access to
medication-assisted
treatment, the statewide
opioid use disorder death
rate increased over a
recent 24-month period
(2019–2021), although
this increase has been less
than that of other states;
the organizational
structure and culture of
most primary care
practices do not support
team-based treatment of
opioid use disorder;
disparities remain in
medication-assisted
treatment prescribing

Resource targeting (under
Behavioral HealthChoices,
more resources are spent
on ambulatory services
than on inpatient and
residential services);
number of Community
Care members receiving
medication-assisted
treatment (increased 43%
from January 1,
2018 [N522,047], to June
30, 2022 [N531,569]); total
number of Community
Care members receiving
center-of-excellence
services (cumulative
N516,136 from July 1,
2019—when Behavioral
HealthChoices began
payments for centers of
excellence—to September
30, 2022); total number of
agencies providing center-
of-excellence services
(.50 from July 1, 2019, to
September 30, 2022)

Integrating general medical
health and behavioral
health

Integrated general medical
health professionals into
behavioral health care
settings to establish
behavioral health homes as
part of recovery for
individuals with serious
mental illness;
implemented collaborative
care approaches in primary
care settings and Federally
Qualified Health Centers;
provided training and other
supports to behavioral
health professionals
colocated in primary care
settings; incentivized
integration at multiple
levels (individual and
system) via a pay-for-
performance integrated
care program supported by
general medical and
behavioral health managed
care organizations

Behavioral health homes can
enhance engagement in
treatment and increase
utilization of primary and
specialty medical care; case
managers and peers can
serve as effective health
navigators with appropriate
training and modest
nursing resources; a
modest investment of
resources in nursing
support has a significant
financial return and clinical
impact; effective change
requires a continuous
quality improvement
process and ongoing
technical assistance;
collaborative care codes
are often not sufficient to
support care outside
Federally Qualified Health
Centers; colocation can be
successful in larger health
systems but remains
challenging in smaller
systems

Impact of behavioral health
homes on engagement in
primary and specialty care
(significant increases over a
2-year period, from a mean
of 7.6 visits to 10.3 visits) (9);
effect of behavioral health
homes on cost and
utilization (15% reduction in
total cost and 43% increase
in use of outpatient general
medical services) (10);
effect of behavioral health
homes on important health
behaviors (positively
affected screening and
intervention for tobacco
use and hypertension,
among other conditions)
(11)

continued
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health home plus model, which addresses general medical
health and wellness as part of recovery for individuals living
with serious mental illness (e.g., schizophrenia, bipolar dis-
order, major depressive disorder), resulted in improved pa-
tient activation and engagement in care, increases in primary
and specialty medical care visits and outpatient services, and
reductions in inpatient treatment utilization and overall cost
(9, 10). Behavioral health home plus providers have also
improved screening and intervention for tobacco use, hy-
pertension, and diabetes through engaging individuals in
wellness coaching (11). Today, this model is offered at
65 behavioral health provider sites across Pennsylvania that
serve over 10,000 individuals each year. Many behavioral
health home plus model components are also applied in
residential and outpatient substance use treatment facilities
statewide.

Behavioral health MCOs, general medical health MCOs,
and local providers have also undertaken pharmacotherapy
initiatives to ensure behavioral health medications are used
appropriately in the treatment of both children and adults
(12). These initiatives include activities that promote meta-
bolic monitoring for people on antipsychotic medications
and improve the medication adherence of people discharged
from inpatient psychiatric hospitalization (13).

As a result of these efforts, Pennsylvania ranks in the top
quartile of states nationally on quality measures that rely on
coordination of general medical and behavioral health, such
as diabetes screening and medication adherence for persons
with schizophrenia and the limited use of multiple anti-
psychotics among children and youths with serious emo-
tional and behavioral conditions. Additional assessments
substantiate the ability of HealthChoices behavioral health
MCOs and general medical healthMCOs towork together in

the pursuit of positive health outcomes for Medicaid recip-
ients (4, 9).

ADDRESSING SOCIAL DETERMINANTS OF HEALTH

Social determinants of health have been identified as factors
affecting health care access, clinical outcomes, and health
care costs and are of increasing interest to Medicaid policy
makers. Given the high prevalence and acuity of behavioral
health issues in the Medicaid population, states are explor-
ing strategies to address social determinants of health in
health care delivery, such as usingMedicaid section 1115waivers
to cover certain nonmedical services, requiring MCOs to
connect Medicaid recipients with social supports, and
adopting value-based payments to support social services
interventions.

The human services integration–behavioral health MCO
model enables Pennsylvania counties to address gaps in the
social safety net for Medicaid recipients. Through contrac-
tual ties and by blending county, state, and federal funding
streams, county human services agencies can facilitate the
integration of traditional and nontraditional services and
supports to assist community members in need. County
agencies can provide support for a range of basic needs (e.g.,
supplemental nutrition, utility and cash assistance, sup-
portive housing, education and employment opportunities,
transportation) and connect Medicaid enrollees to cross-
sector resources (e.g., child welfare agencies, aging services,
intellectual and developmental disability supports, early in-
tervention services, veterans’ services, legal and justice
agencies, school districts). Similarly, one behavioral health
MCO, working collaboratively with counties, developed an
intervention that directly addressed social determinants of

TABLE 1, continued

Key challenges Strategies Lessons learned Monitoring metrics

Addressing social
determinants of health

Instituted routine screenings
for social determinants of
health by behavioral health
managed care organization
care managers; offered
employment and
vocational programs to
Behavioral HealthChoices
members; promoted
supportive housing
programs through
reinvestment from
capitated revenues at the
county level; supported
community-based
partnerships to address
social determinants of
health through contractual
requirements and with state
funding

Screening for social
determinants of health as a
care management strategy
is critical; housing is key to
addressing social
determinants of health, and
braided payment models
are needed to support
housing stability; funded
clinical housing has been
successful but limited
because of funding
requirements and scarce
resources for housing
investments

Effect of social determinants
of health care management
intervention (compared
with treatment as usual, the
intervention was associated
with fewer readmissions to
substance use disorder
facilities and better
follow-up to aftercare) (14)

a HRSA, Health Resources and Services Administration; PCORI, Patient-Centered Outcomes Research Institute; SAMHSA, Substance Abuse and Mental Health
Services Administration.
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health when Medicaid enrollees were in a hospital or re-
habilitation setting; compared with treatment as usual, the
intervention was associated with fewer readmissions to
substance use disorder facilities and better follow-up to af-
tercare (14). In 2021, Pennsylvania enacted contractual
managed care requirements and funding to support
community-based partnerships, leading to comprehensive
planning around individuals’ basic and human service needs.
Counties also receive money directly from the state to pay for
services not covered by Medicaid, such as housing, employ-
ment, vocational supports, child care, nutrition, and trans-
portation. County oversight of multiple funding streams
allows community leaders to allocate funding in the best in-
terests of their constituents.

Pennsylvania counties have also used reinvestment funds
to expand or develop new programs to address social de-
terminants of health for constituents with mental health
conditions. One urban county reinvested over $17 million
into supportive housing programs for youths transitioning
from child welfare, juvenile justice, or mental health housing
to independent apartment living. Another initiative ex-
panded permanent supportive housing for adults with seri-
ous mental illness at risk for long-term institutional care and
offered budgeting, home maintenance, landlord communi-
cation, short-term financial aid, and housing choice voucher
(Section 8) application assistance services.

CONTAINING COSTS

Pennsylvania’s focus on integrating health and human ser-
vices at the county level has led to an overall shift frommore
expensive and more restrictive inpatient care to less ex-
pensive and less restrictive community-based care, such as
mobile treatment and peer support (4). This shift, supported
by the stabilization and enhancement of the behavioral
health workforce, has produced cost savings by decreasing
the total cost of care and inpatient spending (4). Indeed,
although the price of services has increased, cost savings have
still been realized. For example, over a recent 10-year period
(2011–2021), the national Consumer Price Index increased 3.1%
annually for health services (15). During that same time, per
capita spending forMedicaid-funded behavioral health services
decreased 0.7% annually in 41 Pennsylvania counties (Com-
munity Care Behavioral Health Organization, 2021, unpub-
lished data). Despite concerns that carve-out models lead to
higher administrative costs, the human services integration–
behavioral health MCO model has maintained administrative
expenses as a percentage of revenue at the same levels incurred
by general medical health MCOs (4).

NAVIGATING THE ROAD AHEAD

Pennsylvania’s experience offers reason for optimism that
effective whole-person care and cost containment can co-
exist in aMedicaid behavioral healthmanaged care program.
In fact, from 2019 through 2022, Mental Health America

ranked Pennsylvania among the top eight states for
addressing mental health and substance use (https://mha-
national.org/issues/2022/ranking-states). This high ranking—
based on national survey datameasuring communities’mental
health needs, access to care, and treatment outcomes—likely
occurred in part because of the success of Behavioral
HealthChoices. If the integration of human services and be-
havioral health services is prioritized, then a coordinated
approach to service delivery, meaningful stakeholder en-
gagement, and opportunities for local reinvestment can follow,
resulting in positive outcomes for states, communities, and
Medicaid beneficiaries.

The human services integration–behavioral health MCO
model works well in Pennsylvania because the state gov-
ernment delegates many social services interventions to in-
dividual counties. This approach supports localized efforts
that maximize cultural, demographic, and regional strengths
and resources. Although the human services integration–
behavioral healthMCOmodel may not be a good fit for other
states, related efforts focused on standardizing requirements
for high-quality integrated service delivery and outcomes,
building connections between behavioral health and human
services agencies to enhance access and address social
needs, and promoting integrated care approaches may offer
opportunities for improvement.
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