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Shared Values: Enabling success and 
growth of CCBHCs
• Consistent, long-term advocates of integrated care and CCBHC model 

• Direct support of agencies adopting CCBHC model

• National Council’s CCBHC Success Center assists organizations with 
implementation, data requirements and more

• 133 (~25%) CCBHCs use Netsmart solutions

• Improving quality and assuring accountability through data performance 
measurement

• Aligned missions – support providers in delivering whole-person care that 
improves the lives of consumers in their community



Objectives of the Partnership

• Support CCBHC participants to adopt new approaches of coordinating care, 
sharing data, and operationalizing population health 

• Support state Medicaid departments to implement CCBHC in a manner 
that is provider friendly, transparent, and creates a true coordination 
needed for whole person care

• Support the adoption of proven care coordination technology and 
population health management by working toward a shared-cost model 
(ex: MO model)

• Create a nationwide CCBHC data repository to enable research, advocacy, 
and sharing of best practices 

• Ensure the value of services delivered by CCBHC sites is captured and 
funding model is sustained



What are we proposing?

• Share data at regional/state level for effective care coordination and 
identification of best practices

• Join national de-identified data repository to help establish 
nationwide benchmarks and contribute to advocacy efforts

• Share costs by purchasing CareManager as a group

• CCBHCs with any brand of EMR can participate





Care Coordination: 
The “Linchpin” of CCBHC

• Care coordination required with:
• FQHCs/rural health clinics
• Inpatient psychiatry and detoxification
• Post-detoxification step-down services
• Residential programs
• Other social services providers, including

• Schools
• Child welfare agencies
• Juvenile and criminal justice agencies and facilities
• Indian Health Service youth regional treatment centers
• Child placing agencies for therapeutic foster care service

• Department of Veterans Affairs facilities
• Inpatient acute care hospitals and hospital outpatient clinics



CCBHC Integration Requirements

• Coordinates care across the spectrum of health services, including 
access to high-quality physical health

• Determine any medications prescribed by other providers and 
provide information to other prescribers

• Population health management and interoperability

• Contact within 24 hours of ER or Hospital discharge

• Assessment of need for medical care and a physical exam

• Primary care screening and monitoring of key health indicators and 
health risk

• Staff training in integration



Targeting Population Health
PPS provides resources and incentives to target population health. CCBHCs are:

• Hiring dedicated population health analysts, clinicians, other staff

• Using data analysis to understand utilization and risk among client population

• Developing care pathways to ensure comprehensive, assertive service delivery 
to high-risk populations

• Strengthening integration with primary care to help clients manage chronic 
physical health conditions that are cost drivers

• Partnering with hospitals to streamline care transitions and prevent 
readmission

• Assessing for non-health needs that are determinants of health (e.g. housing, 
food, etc.)



CCBHC: An Ideal Crisis System Platform 

• CCBHCs are required to provide crisis call line, 24/7 mobile crisis 
teams, crisis stabilization, and emergency crisis intervention

• Many also provide:

• ER diversion

• Crisis Stabilization/Drop-in Centers

• Co-response with police/EMS

• Diversion of calls and mobile response instead of police



Comprehensive client flow 
monitoring data system
• Centralized data system for client flow

• Systematic level of care assessment

• Available Resource identification

• Data system reporting

• Prompt reporting for care coordination



Client Tracking System Capacities

• Notify involved providers of an encounter with crisis services

• Create and access care plans for individuals who may need
care coordination

• Identifying individual clients in need of follow up

• Report quality improvement data

• Identifies individuals who have patterns of frequent utilization of
crisis services

• Ability to share information with for other data systems (interoperability)

• Identify and analyze patterns of high utilization or high risk
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Driving quality care 

in the field.

OPPORTUNITIES

IPA/Payor Access
Independent assessment 

and crisis centers State Reporting

CareManager combines Medicaid claims data + DMH 

client detail + hospital and ER notifications + clinical 

data from providers to:

• Alert the Care Team of ER and hospital events

• Assess populations for risk

• Monitor health outcomes

• Identify gaps in care

Measures Reporting

Measuring quality

real-time.

Populations can be further stratified by:

• Medicaid Coverage or MCO

• Program Enrollment

• CCBHO-specific or State Totals

• Team Role or Staff Name

Population Managed Intervention 

Needed

Health Information Landscape



Missouri CCBHCs

https://41e56e24-d282-42b5-b0f1-f16abf1bc04b.filesusr.com/ugd/6dadf9_4e13722f483644bc9f2e31ee5190a471.pdf
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What Does this Partnership Mean to You?

Data aggregation capabilities make 
this possible

• Aggregating data from multiple EHRs

• Aggregating data from multiple sources 
(Jail, HIEs, State, MCOs)

• Eliminating data blackholes

Strength in numbers

• Amplifies your voice with partners and 
stakeholders (claims data)

• Economies of Scale

• #BetterTogether

Power in data

• Awareness of what is happening 
in your state

• Increased effectiveness of advocacy

• Ability to demonstrate value of services

Technology is ready to support your CCBHC

Use Case: AsOne IPA, NY

“Gathering and utilizing data with visibility into 

shared clinical dashboards and key 

performance indicators are vital to their 

approach toward clinical integration between 

AsOne providers who may be unknowingly 

treating the same patients or clients. 

Aggregating data across their network of 

providers as well as external providers 

throughout the healthcare continuum will help 

AsOne better understand and serve their 

shared population. 

Tracking all healthcare interactions for 

individuals changes how healthcare is currently 

administered, transitioning from a piecemeal of 

services treatment approach to one that is 

more holistic.”

Press release - AsOne Healthcare IPA and 

Netsmart Partner to Utilize Care Coordination 

and Data to Enable Success in a Value-Based 

Payment Environment



Agency/State vs. National Council Use Cases

Agency/State System

Data managed State/Association

Identified patient-level PHI

State-level users with system 
wide access, provider users with 
agency-specific access

Data sourced by aggregated 
connected systems and individual 
EHRs

Dedicated environments per 
agency/state

Training provided for state/agency 
level users per environment

National Council System

Data managed by National 
Council

Aggregate data at agency-ZIP 
level

Data sourced from state 
system(s)

One single aggregate 
environment for National Council

Research and advocacy efforts 
driven/controlled by National 
Council
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Available Views: Quality Metrics



data transparency

Available Views – Quality Metrics Benchmarking 



Low Risk < 7.5

Moderate Risk 7.5 – 11.5

Mod-High Risk 11.6 – 15

High Risk > 15

Client 

Profile

› Demographics

› Program Enrollment

› Health Plan

Risk 

Factors

› Metabolic Screening Profile

› Diagnosis:
• Physical, Behavioral, Substance 

Use, Developmental Disability, 

Other Chronic Conditions

› Medication Use

› ER & Hospitalizations

+ Housing, Employment Status

+ PHQ-9, Suicide Risk

+ Functional Assessment Scores

Available Views:  Health Risk Profile



DEMO PATIENT DATA ONLY

Available Views:  Claims History



Available Views: Population Insights
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Next Steps & Contact Info

• CCBHC Success Center

• https://www.thenationalcouncil.org/ccbhc-success-center/

• Julie Hiett

• jhiett@ntst.com

• Brent McGinty

• bmcginty@mobhc.org

https://www.thenationalcouncil.org/ccbhc-success-center/
mailto:jhiett@ntst.com
mailto:bmcginty@mobhc.org

