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An Information Resource from COMCARE
Coalition to
Preserve Behavioral
HealthChoices
Ramps Up
The Coalition to Preserve
Behavioral HealthChoices
(BHC) has kicked off an
aggressive effort urging
lawmakers to oppose
legislation that would end
the BHC program.
In a letter to all lawmakers,
the Coalition noted that,
“This legislation would
eliminate the current
Credit: Amanda Brooks; www.runtothefinish.com
Behavioral HealthChoices
(BHC) program and jeopardize every county's ability to deliver a wide
array of coordinated and integrated county-managed human services
tailored to meet local needs and challenges. It would negatively
impact the health of 2.9 million Pennsylvanians and their families,
including our members.” Companion bills have been introduced in
the House (HB 335) and the Senate (SB 268) that would end this vital
program. The goal of these proposals is to “carve in” BHC, according
to proponents. The February 7 letter also notes…
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For any questions or
feedback regarding the
protection of Behavioral
HealthChoices, please contact
Lucy Kitner or Michele Denk
at COMCARE at the
following email addresses:
lkitner@pacounties.org or
mdenk@pacounties.org
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York County's Opioid Crisis Mandates CountyDriven Solutions
Excerpts from opinion provided to the York Daily Record by
Michelle Hovis, Taryn Maguire and Audrey Gladfelter Published
3:43 p.m. ET Feb. 18, 2019 | Updated 7:34 a.m. ET Feb. 20, 2019
Michelle Hovis is the Executive Director of York County Human
Services. Taryn Maguire is the Director of the York Adams
HealthChoices Management Unit. Audrey Gladfelter is the
Administrator of the York/Adams Drug and Alcohol Commission.

As Governor Wolf and lawmakers begin debate on the 2019-20
state budget, we are hopeful that they will build on their strong
track record in coming together to combat the opioid
epidemic. Moving ahead, it is paramount that lawmakers and
the Wolf administration continue working closely with leaders
in our 67 counties to develop local programs that meet local
needs and challenges.
The U.S. Centers for Disease Control report Pennsylvania has
had an 11 percent decline in drug deaths between May 2017
and May 2018. And the Governor’s proposed budget will
provide an additional $1.5 million increase in funding to
provide Naloxone to first-responders.
These advances come from several years of proactive,
bipartisan support among the Governor and the Legislature to
help local officials grapple with the disease in their respective
Counties. Advances include:
•

•

•
•

45 treatment facilities, called Centers for Excellence,
dedicated to treating Pennsylvanians with opioid-use
disorders. These centers are designed to provide
‘whole person’ care where behavioral health services –
such as drug counseling – are integrated with
primary and other services – which is a critical
component of every county’s human services systems.
stronger prescription drug monitoring and better
guidelines for the use of opioids. Naloxone, the
lifesaving overdose antidote medication, is more
readily available.
much greater access to substance abuse treatment,
including opioid-specific medication-assisted
treatment.
law enforcement, our courts and local providers are
working more closely than ever before.

York County has had very favorable results in their local battle,
noting 18 fewer accidental drug deaths in 2018 than in 2017.
County Commissioners have partnered with law enforcement,
the courts, recovery experts and our hospitals to ramp up
treatment, prevention and education, and a wide array of
human services. Many of the services are provided under the
Behavioral HealthChoices (BHC) program.

BEHAVIORAL
HEALTHCHOICES WORKS
FOR COUNTIES
In Cumberland County…
Commissioners have partnered with
recovery experts to develop a “warm
hand off” program. Certified
Recovery Specialists will be
available at each of the county’s
three hospitals to help overdose
victims find the services they need
as they are being released from the
emergency room. The county has
also partnered with the courts to
create an Opioid Intervention Court
(OIC), which helps offenders with
substance abuse disorders receive
treatment at the time of their first
contact with the criminal justice
system. BHC funds have supported
the expansion of treatment options
and the creation of local recovery
centers so that those addicted to
opioids or alcohol can find support
and counseling services in their
communities.
In Perry County…
BHC funding has been used to
embed a certified recovery specialist
with a locally-based outpatient
provider, thus strengthening the
connection between treatment
services and community-based
recovery supports. In addition, plans
are underway for initiation of a
medication-assisted Vivitrol
program for non-violent offenders in
the Perry County Prison.
Editorial from Jack Carroll; The
Sentinel; February 15, 2019. Jack
Caroll is the Executive Director of
the Cumberland-Perry Drug &
Alcohol Commission. The
Commission is responsible for
planning, implementing and
managing public-funded substance
abuse prevention, intervention,
treatment and recovery support
services for its two-county service
area.
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York County's Opioid Crisis Mandates County-Driven Solutions (Continued from Page 2)

BHC was created 21 years ago and has emerged as a critical resource battling the opioid crisis at the
County level. Thankfully, Governor Wolf’s budget proposal leaves this important program intact. It is
important that Pennsylvania Lawmakers support the program as well.
Under BHC, the provider network for the delivery of substance use services has increased by over 500
providers. The program helps to deliver treatment, counseling, resource coordination, shelter, food and
other services for Pennsylvanians and their families.
Under BHC, each county has the opportunity to manage their own program or to work with other
counties and form collaborative partnerships. Each county has the right and the responsibility to
identify what specific services their constituents need. County leaders, treatment and recovery
professionals, and families in need of help all work together.
This flexibility is critical. York County has its own set of challenges that are not likely to be the same
that officials in Allegheny, Erie or even neighboring Dauphin County might have to confront. The opioid
crisis demands a multifaceted statewide strategy that can be tailored to local needs. Again, lawmakers
and Governor Wolf have made tremendous strides, but local responses are best crafted by county
leaders and their partners in communities across the state.

Thankfully…
Governor Wolf’s
budget proposal
leaves this
important program
intact.
It is important that
Pennsylvania
Lawmakers support
the program as well.

Alternative Payment Model Framework
The Health Care Payment Learning & Action Network (LAN) 1 was
created to drive alignment in payment approaches across the public
and private sectors of the U.S. health care system. The CMS Alliance
to Modernize Healthcare (CAMH), the federally funded research and
development center (FFRDC) operated by the MITRE Corporation,
was asked by the Centers for Medicare & Medicaid Services (CMS) to
Launched in 2015 by the U.S. Department of Health and Human Services (HHS), The Health Care Payment Learning &
Action Network (LAN) is a public-private partnership whose mission is to accelerate the health care system’s transition to
alternative payment models (APMs) by aligning the innovation, power, and reach of the private and public sectors. The
LAN’s purpose is to facilitate the shift from the fee-for-service (FFS) payment model to a model that pays providers for
quality care, improved health, and lower costs.

1
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convene this large national initiative. 2 Their goals are to link 50% of all healthcare payment in the U.S.
to quality and value through Alternative Payment Models (APMs), increase the alignment of APM
components (such as quality measures, risk adjustment, and data sharing within and across the public
and privat sectors), and diffuse cutting edge knowledge and promising practices on operationalizing
APMs to accelerate design, testing, and implementation.
Transitioning the U.S. health care system away from fee for service (FFS) and toward shared risk and
population-based payment is necessary, though not sufficient, to achieve a value-based health care
system. Financial incentives to increase the volume of services provided are inherent in FFS payments,
and certain types of services are systematically undervalued. This is not conducive to the delivery of
person-centered care3 because it does not reward high-quality, individualized, and efficient care.
By contrast, in many cases, population-based payments (including bundled payments for clinical
episodes of care) can offer providers the flexibility to strategically invest delivery system resources in
areas with the greatest return, to treat patients holistically, and to facilitate care coordination. Sharedrisk payments, population-based payments, and other payment mechanisms are better suited than FFS
payments to support the care delivery that patients’ value and incentivize the outcomes that matter to
them. Therefore, the health care system should transition toward shared-risk and population-based
models.
The “Framework” represents payments from
public and private payers to provider
organizations (including payments between
the payment and delivery arms of highly
integrated health systems). It is designed to
See Table 1 on Page 5
accommodate payments in multiple categories
that are made by a single payer, as well as single provider organizations that receive payments in
different categories—potentially from the same payer. Although payments will be classified in discrete
categories, the Framework captures a continuum of clinical and financial risk for provider
organizations. consisting of 4 parts:
1. Fee for Service with No Link to Quality & Value (Category 1):
Payment models classified in Category 1 utilize traditional FFS payments (i.e., payments made
for units of service) that are adjusted to account for neither infrastructure investments, nor
provider reporting of quality data, nor provider performance on cost and quality metrics.
Additionally, it is important to note that diagnosis related groups (DRGs) that are not linked
to quality and value are classified in Category 1. This is because DRGs are used to reimburse a
group of services delivered within a hospitalization, and while DRGs drive efficiencies in
inpatient care, hospitals typically bill DRGs in much the same way physicians bill services that
are paid on a fee schedule. In both instances, the provider's incentive may be to bill for
additional services because they are paid more for more volume.
Payments in Category 1 are distinguished from those in Category 2 in that the latter
incentivizes infrastructure investments and/or involves some method of reporting or assessing
The Centers for Medicare & Medicaid Services (CMS) sponsor the CMS Alliance to Modernize Healthcare (CAMH), the first
federally funded research and development center (FFRDC) dedicated to strengthening our nation’s healthcare system. The
CAMH FFRDC enables CMS, the Department of Health and Human Services (HHS), and other government entities to access
unbiased research, advice, guidance, and analysis to solve complex business, policy, technology, and operational challenges
in health mission areas. The FFRDC objectively analyzes long-term health system problems, addresses complex technical
questions, and generates creative and cost-effective solutions in strategic areas such as quality of care, new payment
models, and business transformation.
3
Person-centered care is nominally defined as follows: care in which patients and their care teams form partnerships
around high-quality, accessible care, which is both evidence-based and delivered in an efficient manner, and in which
patients’ and caregivers’ individual preferences, needs, and values are paramount.
2
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the quality of the care delivered. Unlike payments made in Category 1, payments made in
Category 2 are influenced by whether a provider invests in infrastructure, reports quality
data, or achieves quality targets.
Table 1 – Diagram of APM Framework

2. Fee for Service Linked to Quality & Value (Category 2):
Payment models classified in Category 2 utilize traditional FFS payments (i.e., payments made
for units of service), but these payments are subsequently adjusted based on infrastructure
investments to improve care or clinical services, whether providers report quality data, or
how well providers perform on cost and quality metrics. In addition to their capacity to
www.ccapcomcare.org
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stimulate and focus quality improvement initiatives, investments in quality performance
assessment are also valuable because they can drive the development and expansion of health
information technology (HIT).
In certain cases, FFS appropriately incentivizes increased utilization of important services. In
these cases, linking FFS payments to quality indicators (e.g., measures that reinforce the right
care at the right time) can be an ideal arrangement. However, for the majority of services,
Category 2 should be used to smooth the transition into Category 3 and 4 APMs and spur the
delivery system improvements these payments enable.
3. APMs Built on Fee-for-Service Architecture (Category 3):
Payment models classified in Category 3 are based on an FFS architecture, while providing
mechanisms for the effective management of a set of procedures, an episode of care, or all
health services provided for individuals. To accomplish this, Category 3 payments are based
on cost (and occasionally utilization) performance against a target, irrespective of how the
financial or utilization benchmark is established, updated, or adjusted. Additionally, payments
in Category 3 are structured to encourage providers to deliver effective and efficient care.
Episode-based and other types of bundled payments encourage care coordination because they
cover a complete set of related services for a procedure that may be delivered by multiple
providers. Clinical episode payments fall into Category 3 if they are tied to specific procedures.
4. Population-Based Payment (Category 4):
Payment models classified as Category 4 involve prospective, population-based payments,
structured in a manner that encourages providers to deliver well-coordinated, high-quality,
person-centered care within either a defined scope of practice (4A), a comprehensive collection
of care (4B), or a highly integrated finance and delivery system (4C). For the same reasons as
Category 3, Category 4 APMs require accountability for measures of appropriate care to
provide additional safeguards against incentives to limit necessary care. Absent this
accountability, APMs that use prospective, population-based payments will be classified in
Category 4N.
Payments within Category 4 can be used to cover a wide range of preventive health, care
coordination, and wellness services, in addition to standard medical procedures typically paid
through claims, and this flexibility makes it easier for providers to invest in foundational and
innovative delivery system components. Additionally, replacing the volume-based incentives
of FFS with prospective, population-based payments creates stronger incentives for providers
to maximize quality within a budget. Taken together, these mutually reinforcing
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characteristics of Category 4 payments – both the freedom to practice medicine without
having to rearrange care delivery to meet strict reimbursement requirements, and the
incentives to maximize the quality and efficiency of care delivery – hold special promise for
providers and patients who are able and willing to participate in them.
Despite the promise of Category 4 APMs, it is important to recognize that it is very difficult to
limit providers’ exposure to insurance risk in these payment arrangements. When designing
Category 4 APMs, it is therefore essential to recognize that providers outside of integrated
finance and delivery systems are unlikely to have the administrative capabilities or risk-based
capital to assume insurance risk. Certain safeguards can be taken to minimize the introduction
of insurance risk into population-based payment models.
First, these models will need to be carefully risk-adjusted to account for patient case-mix.
Second, the models will need to “carve out” payments for essential yet extraordinarily
expensive or random events, which should not be attributed to the accountable provider (e.g.,
in the case of patients needing a heart transplant soon after they are attributed to a provider
organization).
Third, stop-loss mechanisms should be put into place in order to protect providers against
unexpected cost increases for warranted care (e.g., the recent entry of expensive but effective
pharmaceuticals), as well as other catastrophic, unpredictable events (e.g., epidemics of
infectious disease).
As set forth in this document,
transitioning from FFS to
population-based payments is
critical for health care
transformation. Keeping in
mind the underlying principles,
the APM Framework provides a
high-level mapping of payment
approaches, as well as a
pathway for payment reform
and a foundation for measuring
progress. These tools should be
useful and enduring for all
stakeholders as they navigate
the health care ecosystem.
Although the Framework
identifies and encompasses all
models of payment reform, new
developments in the health care
sector may result in a need for
further refinement in future years. Nevertheless, the Framework should be robust enough to
accommodate foreseeable changes and become the overarching framework for discussing and
evaluating payments in the U.S. health care system. The LAN intends to continue compiling and
periodically releasing case studies of payment models. This is important because it will disseminate
lessons learned and provide the nation with models to consider as public and private plans align around
common payment approaches.
For more information, please access the Health Care Payment Learning & Action
Network at www.hcp-lan.org.
Information Excerpts from the Health Care Payment Learning & Action Network – Alternate Payment Model,
APM Framework; The MITRE Corporation; 2017
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Coalition to Preserve Behavioral HealthChoices Ramps Up (Continued from Page 1)

…that, “The program was created
because every stakeholder, including
state and local elected officials,
recognized that behavioral health
services were not being delivered
effectively when Medical Assistance
was on a fee-for-service basis. When
behavioral health services were
"carved-in" during a demonstration
project in Philadelphia over 25 years
ago, at least half of the taxpayerfunded behavioral health capitated
payment did not reach the behavioral
health consumer and instead became
part of the MCO's direct profit
margin.”
The COMCARE team continues to
educate and engage lawmakers regarding the BHC delivery model. The Coalition, which comprises
virtually every consumer advocacy group in the Commonwealth, is lending its collective voice to the
effort as well.
The team will be providing updates in this newsletter regarding this important debate. In addition,
COMCARE leadership is working with county officials across the state to engage the public in this
important debate.

Final Thoughts…
The Cumberland County commissioners touted the
county’s success in combating the opioid crisis Tuesday,
as the county faces a potential shake-up from the state in
a key source of addiction treatment funding. On
Monday, the commissioners issued a letter to the
county’s state representatives urging them to oppose a
piece of legislation that would roll behavioral health
coverage for medical assistance recipients, which is
currently run at the county level, into the state-run
physical health program. Such a move would “literally
pull the rug out from underneath the Cumberland
County programs that we’ve implemented over the past 18 years,” the commissioners wrote. The
programs serve roughly 29,000 medical assistance recipients in Cumberland County, and roughly 2.9
million beneficiaries statewide. “Dismantling the success counties have built in their communities
would impact care and treatment for those battling addiction and other mental health challenges,” the
commissioners continued. House Bill 335 and its companion, Senate Bill 268, are at the committee
level in their respective legislative chambers. Excerpt: Zack Hoopes; The Sentinel, March 5, 2019

INSIGHT is published monthly by COMCARE, a program of the County Commissioner’s Association of Pennsylvania (CCAP).
If you wish to provide comments or feedback, please forward your comments to Lucy Kitner or Michele Denk at COMCARE at
the following email addresses: lkitner@pacounties.org; mdenk@pacounties.org. Thank You.
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