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This dashboard includes information on state Medicaid programs that cover children with special health care needs (CSHCN).

These maps focus on Medicaid because nearly half of the CSHCN in the U.S. are publicly insured through Medicaid. And many states use Medicaid programs as a first step to initiate change in publicly and privately
insured CSHCN. Because eligibility expansions for CSHCN are optional, the number of CSHCN covered by Medicaid varies by state. Using state plan amendments or Medicaid waivers, states have the flexibility to
advance behavioral health integration by revising policies and reforming payment arrangements within their managed care plans.

Successful delivery of behavioral health services requires that underlying policies support behavioral health integration. As state Medicaid programs shift towards managed care delivery systems to serve CSHCN, it
is critical that appropriate strategies are in place to combat barriers to integration.

Many states rely on their Medicaid managed care as the foundation for care provision initiatives. Given the increased need for behavioral health care, it is necessary that state Medicaid managed care programs
make behavioral health services accessible for CSHCN. Alternative payment models, performance measurement, information sharing, and specific integration mechanisms are used by state Medicaid managed care
programs to encourage integration of behavioral health into pediatric patient-centered medical homes.

The following maps highlight Medicaid managed care policies that support behavioral health integration. States have a varying number of strategies in place to support behavioral health integration in CSHCN. Three
states do not use any of these strategies and only cover CHSCN under fee-for-service (FFS) programs.

Best practices to encourage behavioral health integration fall under four categories: payment, measurement, information sharing, and coordination.

1) Payment: Medical and behavioral benefits should be combined into one payment pool (Kathol et al., 2010; Baird et al., 2014) and behavioral health carve-outs should be eliminated (Ader et al., 2015; Soper,
2016). Pay-for-performance methods should be introduced, individual payments should be adjusted for care complexity, and payment should be tiered to reward practices with a higher degree of behavioral health
integration (Asarnow et al., 2017; Bao et al., 2013; Knutson and Rajkumar, 2020).

2) Measurement: Desired population-based health outcomes should be defined, measured, and consistently reviewed (Kathol et al., 2014). Systematic tracking of outcomes should be used to continuously
improve the care delivery system (Asarnow et al., 2017). These measurements should also facilitate performance-based payment models.

3) Information sharing: Medical records should enable streamlined information sharing between all members of the care team (Baird et al., 2013). Regulatory and legal barriers should be addressed, and
procedures should be put in place to ensure seamless access to behavioral health services for all patients (Kessler et al., 2009). Medical and behavioral electronic health records (EHRs), registries, and claims data
should be combined and used to identify patients with more complex behavioral health care needs (Kathol et al., 2014).

4) Coordination: Successful behavioral health integration requires the workforce is appropriately trained (Kessler et al., 2009). All team members, including behavioral health clinicians, should be trained and
accountable for patient health outcomes (Kessler et al., 2009; Mauer and Druss, 2009). Practice-based team training should be used to develop effective communication tools, promote continuity of care, address
workflow problems, and define care member roles (Ader et al., 2015; Asarnow et al., 2017). Medical records, funding streams, decision-making, and revenue streams should all be shared (Baird et al., 2013).

This project is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS) under grant number R40MC37542 and R40 Maternal and Child
Health Field-initiated Innovative Research Studies Program. This information or content and conclusions are those of the author and should not be construed as the official position or policy of, nor should any
endorsements be inferred by HRSA, HHS or the U.S. Government.
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Information Sharing in MCOs
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