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KEY POINTS

Available evidence suggests digital strategies support integrated care models between physical health and
behavioral health (BH), yet there are challenges to overcome related to adoption and use of health
information technology (HIT), information exchange, and interoperability by BH providers.

e Adoption of HIT and health information exchange (HIE) programs in BH care settings lag behind
hospitals and physician practices due to technical, workforce, cost, and policy factors.

e Privacy concerns and a perceived lack of clear guidance on disclosure of patients’ personal health
information impact the use of HIE and interoperability features in electronic health records (EHRs).
Substance use disorder providers encounter additional restrictions related to data sharing between
providers in certain instances.

e Unstable funding and a lack of financial incentives make long-term HIT investments difficult.

e Barriers to HIT adoption in BH care settings include cost, lack of experience using EHRs, limited
workforce and technical training, providers’ workloads, and inadequate HIT functionality appropriate
for BH providers.

e Research is needed to explore how EHR adoption and interoperability affect underserved and excluded
populations and communities.
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BACKGROUND

Integrated behavioral health (BH)? and primary care has demonstrated the ability to improve health outcomes
through a collaborative approach that can enhance the quality of care.! However, primary care and BH
providers face barriers related to a lack of financial incentives for integrated care and the current structure of
service reimbursement, in addition to encountering challenges with patient information flow between BH and
non-BH providers.?® To address the high prevalence of mental health (MH) and substance use disorders
(SUDs) in the United States (U.S.), the U.S. Department of Health and Human Services (HHS) introduced the
HHS Roadmap for Behavioral Health Integration.* The Roadmap not only envision the inclusion of BH services
in primary care, but also integration of physical health care into BH settings, and integration of BH care with
other specialty areas such as OB/GYN care, as well as in social service and other settings. Integrated BH care, as
envisioned by the Roadmap, includes not only inclusion of BH services in primary care, but also integration of
physical health care into BH settings, and integration of BH care with other specialty areas such as OB/GYN
care, as well as in social service and other settings.

The HHS Roadmap for Behavioral Health Integration identifies health information technology (HIT) as an
important tool to support realizing HHS's vision for providing a “full spectrum of integrated, equitable,
evidence-based, culturally appropriate, and person-centered behavioral health care.”> As a broad concept, HIT
is defined as “the use of computer hardware, software, or infrastructure to record, store, protect, and retrieve
clinical, administrative, or financial information.”® One critical component of HIT for any health care practice,
system, or organization, are electronic health records (EHRs), which are “real-time, patient-centered records
that make information available instantly and securely to authorized users.”” Data from patient encounters
are stored in a practice’s EHR and can be accessed by patients and authorized providers or shared with other
providers within a health system from whom a patient may receive care.

While EHRs serve to store a patient’s symptoms, treatments, medications, and diseases, these data are limited
in value if other health organizations are not able to access them. The practice of health information exchange
(HIE) addresses challenges in connecting EHRs and other components of HIT so that information can be
available to external providers, administrators, public health agencies, and others when needed.® As patients
are screened for BH treatment needs in primary care or BH settings, transfers or referrals to necessary services
can be documented within an EHR at the point of care. Through permissible sharing of information from
previous visits across provider organizations directly or by HIE, HIT can facilitate integrated care for patients as
they visit providers at different practices and in different care settings. Telehealth is another form of HIT that
allows providers to connect more easily with patients via video conference or telephone while maintaining
similar outcomes®*! as face-to-face sessions in BH treatment and can effectively complement a collaborative
approach to patient care.’?

Providers currently implementing integrated care models consider HIT as a critical component.’®* An evaluation
on the implementation of a collaborative care model (CoCM) found that EHRs were important in the
facilitation of referrals, noting that clinicians benefited from consulting electronically with psychiatrists. Studies
have also found that although BH providers and clinicians are unlikely to use HIEs to exchange BH information
due to privacy concerns, they believe that using HIEs to exchange BH data in an integrated care approach
would improve communication and coordination across the patient’s care team.'**> Robust use of HIT and HIE
in BH are needed to achieve the goals of the HHS Roadmap; however, BH practices currently lag in adoption
and use of HIT and HIE relative to hospitals and physician practices.

a “Behavioral health” in this report is used as a terminology that includes both services for SUD and MH.
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RTI International was contracted by the HHS Office of the Assistant Secretary for Planning and Evaluation
(ASPE) to better understand HIT adoption and utilization in BH settings, including barriers to interoperability
due to complex privacy requirements and policy opportunities. The study includes both MH and SUD providers
collectively when using the term BH.

The HITECH Act, Incentive Programs, and Behavioral Health Providers

In 2009, Congress passed the Health Information Technology for Economic and Clinical Health (HITECH) Act as
part of the American Recovery and Reinvestment Act (Public Law 111-5). HITECH provided financial incentives
to Medicare and Medicaid hospitals, critical access hospitals (CAHs), and professionals to use certified EHRs to
collect, store, transmit and use health care information in a meaningful, secure, and timely way.® The law
specified that certain providers and hospitals were eligible for the incentive program. The Centers for
Medicare & Medicaid Services (CMS) implemented the incentive program for the eligible professionals (EPs),
eligible hospitals (EHs), and CAHs to adopt and use certified EHR technology. In 2018, the program changed its
focus to increasing interoperability and improving patient access to their health information and became the
Promoting Interoperability Program.'” In 2022, additional changes were made to the program discontinuing
the Medicaid Promoting Interoperability Program. As of 2024, CMS continues to administer the program for
Medicare EHs and CAHs. EPs (clinicians) participate in the CMS Merit-based Incentive Payment System’s
Promoting Interoperability Performance Category.’

While psychiatrists were eligible for the HIT incentive programs described above, other BH provider types--
including many BH clinicians and provider organizations--were ineligible. The 2013 ASPE report to Congress
required under HITECH described the providers ineligible for EHR incentives and other funding including in BH.
Figure 1 provides the types of providers ineligible for the Medicare and Medicaid EHR Incentive Program and
ongoing Promoting Interoperability programs under CMS. Many BH provider types were not eligible to benefit
from the incentives, although some ineligible providers working in eligible facilities may have benefited from
incentives that were provided to EHs and CAHs. For example, BH clinicians that are integrated into an office-

based primary care physician practice or who work . . -

in an acute care h ital mav h t Figure 1. BH Providers Ineligible for EHR Payment
i cute care hosprtal may have access o, Incentives and Other Funding Under HITECH*

certified EHR systems. The Substance Use Disorder

Prevention that Promotes Opioid Recovery and e Psychologist
Treatment for Patients and Communities (SUPPORT) @ Clinical social worker
Act in 2018 authorized CMS to support a e Community mental health center
demonstration program for EHR adoption in the BH e Psychiatric hospital/unit (including substance abuse)
sector, but this remains unimplemented as of e Residential treatment centers (facilities for MH and/or
2024.18 substance abuse)
Source: Dixon, B.E. (2023). Health Information Exchange:
EHR adoption rates are discussed in more detail in Navigating and Managing a Network of Health Information
the Current State of HIT Adoption and HIE in BH ﬁf;j,r:rs (Second edition. ed.). Academic Press, an imprint of

Settings section of this report. Findings show that

adoption is impacted by technical, workforce, cost, and policy factors. A 2021 EHR adoption study conducted
by the Office of the National Coordinator for Health Information Technology (ONC) shows 78% of office-based
physicians have a certified EHR,* and a 2019-2021 analysis by ONC shows a 75% adoption rate by psychiatric
hospitals.?®

Federal Privacy and Disclosure Rules: 42 CFR Part 2 Revised, HIPAA Privacy Rule, and 21st Century
Cures Information Blocking

The following federal privacy and disclosure rules, along with state rules, are applicable in BH settings and
relate to the use of HIT.
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42 CFR Part 2 Revised, Confidentiality of Substance Use Disorder Patient Records: 42 CFR Part 2
restricts the disclosure of SUD patient records in federally funded programs and specifies conditions
when patient consent is needed.?! SUD records are typically shared only with explicit written consent
for each specific use, and generally cannot be shared with other persons (individuals or entities) unless
there is a court order, with certain exceptions.” The rule was revised in July 2020 to modernize care
coordination, improve quality, and advance integration of care for individuals with SUDs.? In
December 2022, HHS released a Notice of Proposed Rule Making (NPRM) substantially revising the
procedures for Part 2 record use, disclosure and redisclosure by aligning them with the Health
Insurance Portability and Accountability Act (HIPAA) of 1996 Privacy Rule and includes additional
safeguards to protect SUD information per Section 3221 of the CARES Act.® The NPRM also proposes
establishing a definition of SUD counseling notes under 42 CFR Part 2, similar to the definition of
psychotherapy notes under the HIPAA Privacy Rule. The final rule was published on February 10, 2024,
and went into effect on April 16, 2024, with a compliance date of February 16, 2026.%

HIPAA and HIPAA Privacy Rule: The HIPAA Privacy Rule established safeguards to protect the privacy
of health information by establishing a uniform approach to health record’s use and disclosure. There
is one exception, however, pertaining to psychotherapy notes where special protections are required
in the form of patient authorization to disclose unless required by law. These notes contain specific
types of sensitive MH information from counseling sessions and are kept separate from the rest of the
patient’s medical record.?

21st Century Cures Act (Cures Act) and Information Blocking Provisions: In 2016, Congress passed the
Cures Act which included provisions related to electronic health information (EHI) and its secure
access, exchange, and use. Healthcare providers (including BH providers), certified HIT developers, and
HIE/health information networks (HINs) are considered actors under the rule and are prohibited from
impeding access, exchange, and use of EHI. Claims of information blocking are reportable and Office of
Inspector General is given authority to investigate. The Cures Act final rule, published in 2020, provides
more detail on information blocking and eight exceptions.?®

State BH Privacy and Disclosure Laws and Regulations: States may also have requirements related to
BH privacy and disclosure. In 2016, the National Association of State Mental Health Program Directors
compiled a list of BH patient treatment privacy and disclosure laws and regulations.?® In 2017, ONC
released an application with state HIT privacy and consent laws and policies.?”

Additional discussion of the issues, BH provider confusion regarding permissible sharing under these rules, and
potential policy considerations are addressed in the Care Coordination, Integration and Collaboration
Approaches and State Policy Technology Initiatives section.

Study Approach

To investigate HIT adoption and utilization in BH settings, we addressed three key research questions:

What are the barriers to HIT adoption and/or interoperability among BH providers? Are there
differences between MH and/or SUD providers?

b The limited exceptions are codified in current regulation at 42 CFR 2.12(c), 42 CFR Part 2 subpart D, and 42 CFR 2.33(b).

December 2024 FINAL REPORT 6



e How may the lag on adoption of technology and interoperability affect community-based BH providers
working with Black, Hispanic, American Indian and Alaska Native (Al/AN), or other racial/ethnic
populations who are underserved?

e What current policies are being leveraged to improve use of HIT in BH settings, including policies that
protect privacy but do not impede sharing of data for the provision of coordinated care for BH?

We explored these research questions through a literature review and focus group interviews with subject
matter experts (SMEs). The group interviews provided additional context and understanding of the research
guestions including the current state of interoperable HIT adoption in BH, the challenges and gaps identified in
the literature, and insights on approaches, strategies and policies that could be pursued. The groups discussed
the diverse populations served by BH providers and misconceptions/misunderstandings of complex regulatory
requirements that inhibit EHR adoption and interoperability. See Appendix B for a detailed description of the
study methodology as well as study limitations.

Summary of Methods for Conducting the Environmental Scan

We first conducted an environmental scan to identify and describe adoption of HIT, determinants of EHR
adoption within BH settings, as well as potential policy levers influencing adoption within these settings. With
the help of a research librarian, we created a search strategy to identify relevant peer-reviewed and gray
literature published 2011-2023 and pertinent to HIT adoption within BH settings. Our search yielded 548
deduplicated results. Two team members first reviewed titles and abstracts for relevance, during which time
231 sources were excluded. During full-text review, three researchers reviewed full documents to further
assess relevance to our study; they excluded an additional 145 sources. Information related to study
characteristics, implementation determinants, the impacts of lagging HIT adoption, and policy considerations
were then extracted from the final sample of studies and reports (n=172).

Summary of Methods for Conducting the Focus Group Interviews

We conducted four focus group interviews between April and July 2023 including researchers, BH provider
associations and HIT vendors, HIE/HINs organizations, representatives from state policy and public health
reporting entities, and federal policymaker experts at CMS, ONC, the Centers for Disease Control and
Prevention, the Health Resources and Services Administration, and the Substance Abuse and Mental Health
Services Administration (SAMHSA). We focused on federal, HIE/HINSs, provider/vendor, and state reporting
topics, and identified SMEs to speak to each topic based upon their critical work in the subject area in
conjunction with the use of HIE in the BH space.
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CURRENT STATE OF HEALTH INFORMATION TECHNOLOGY ADOPTION AND HEALTH
INFORMATION EXCHANGE IN BEHAVIORAL HEALTH SETTINGS

Current State of Adoption

Our study found that most BH providers use electronic systems to support specific processes in some way, yet
BH provider use of EHR lags behind other providers such as hospitals and physician practices (primary care,
medical and surgical specialists) when comparing ONC HIT adoption?® and use data against SAMHSA surveys
such as the National Mental Health Services Survey (N-MHSS). (Exhibit E-2).

We did not identify any programs that promote the nationwide use of interoperable HIE by BH providers in the
same way that the Meaningful Use/Promoting Interoperability Program increased adoption and use by
hospitals and physician practice settings. SMEs shared their concerns that the lack of alignment with these
programs or equivalent policy levers could further widen the gap between BH and their care partners and
hinder integration efforts. Without a federal incentive program or strategy, BH providers are left to contend
with a web of state-level requirements and initiatives including laws and regulations on privacy and disclosure.
Some examples of the relevant state requirements and initiatives are described in the Care Coordination,
Integration and Collaboration Approaches and State Policy Technology Initiatives section of this report.

SME interviewees discussed the limited use of HIT and interoperability including the use of pen and paper
among BH providers. As described above, most BH providers did not have access to EHR incentive funding and
are not eligible for current CMS interoperability programs. Some providers, such as psychiatrists, were, and
continue to be, eligible for the CMS programs. Some BH providers are integrated into EH and
professional/clinician organizations and therefore have access to certified HIT. Despite having access to data
sharing and interoperability features, regulatory privacy concerns (actual and perceived) limit use of HIT in BH
settings.

“We are limited in our ability to understand the adoption of EHR and HIE among BH providers due to a lack of
data. The American Hospital Association (AHA) measures adoption at the hospital level and not within units,
and freestanding facilities are excluded (and many don’t participate in the AHA supplement). The N-MHSS and
the National Survey of Substance Abuse Treatment Services (N-SSATS) added some questions, which helps, but
they do not align with the ONC’s definitions of basic EHR adoption, so it is difficult to make exact comparisons,
and leads to overestimates of basic EHR adoption. CMS’ Inpatient Psychiatric Facility Quality Reporting (IPFQR)
program had one question related to HIE (though they labeled it as “EHR”) but they dropped this measure.”
—SME Focus Group Participant

In general, study findings showed HIT adoption can be impacted by the location (e.g., rural vs. urban setting),
infrastructure (e.g., workforce, technology) and policies affecting providers, clinics, and health systems (e.g.,
interaction of federal privacy regulations and state privacy laws).?>3® (More detail about these determinants
will be provided in the Determinants of HIT Adoption section of this report.) There are multiple benefits to HIT
adoption, including streamlined data sharing capabilities, improved care coordination, decision support for
providers, and easier access to medical records for patients; overall, the benefits help to improve quality of
care and patients’ clinical outcomes, while also lowering costs.3!

Despite the potential benefits, the adoption of HIT within BH settings has been limited. Studies have found a
myriad of barriers for EHR adoption among BH providers, such as low levels of staff trained in HIT, technical
complexities, alert fatigue, and resistance due to legacy system.3? Strategies implemented to improve
adoption rates such as the HITECH Act excluded many BH providers, resulting in disproportionate lower
adoption of certified health HIT across BH settings and providers.33
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SMEs expressed frustration with the current state of adoption and focused more on limitations and obstacles
to data collection and effective use of EHRs and other forms of HIT.

The consequence of limited adoption is further compounded due to the historically siloed nature of primary
care and BH services. Physical health treatment is rarely integrated into BH treatment, potentially resulting in

Figure 2. BH Treatment Facilities Offering Integrated
Primary Care Services

= No
0,
43 (0%) Yes
(32'2?/1) Missing
0

gaps in communication between providers and
possibly impeding patients’ care (see Figure 2).3*

As of 2020, the latest year of data available from N-
MHSS, EHR adoption varied widely by facility type
and specific EHR activity (see Figures E-4 and E-5).¢
In 2020, EHR use for intake, discharge, and

documenting treatment plans and health records
were consistently higher across facility types
compared to activities like receiving or sending
client health and/or treatment information from
outside providers or sources outside of their
organization (N-MHSS, 2020). Across all facility
types, EHR adoption varied by activity type.
(Exhibit E-2).

9,041

(74%) There were lower rates of EHR use for sending

(43%) and receiving (37%) health records to outside
organizations--in other words, interoperable HIE--providing evidence for the limited ability for efficient
coordination of care and the desired improved health outcomes for patients. SMEs confirmed this limitation,
noting that some BH settings are set up to receive data from HIEs but not to send data because of privacy and
data segregation concerns. According to one SME from an HIE/HIN organization, approximately 50% of BH
practices in their state participate in bi-directional exchange of health information (sharing and using), and
about 70% of providers have a view-only access. In contrast other care settings that share and coordinate care
with BH have adopted EHRs at a faster rate (see Figure 3), likely due to incentive programs and regulations.
SMEs expressed concern that as hospitals and physician practices move toward interoperability quicker
compared to BH, the EHR and HIE gap will get worse further impeding integration efforts.

Source: 2020 N-MHSS.

€2020 is the only year of survey data to date that explicitly uses the term “EHR methods” as opposed to prior surveys which used the
term “mental health treatment facilities with specific computerized operational functions, by facility type".
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Figure 3. Percent EHR Adoption Over Time by Hospitals* and Physician Practices**
Before and After the EHR Incentive Program Implementation

0,
100% ............ou..................oooooc.
N o
80% L
L4
60%
40%
0, o
20% PSR
POPRSRY TR
0%
2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018
o« «@-° Hospitals Office-Based Physicians
Sources:

Henry, J., Pylypchuk, Y., Searcy, T., & Patel, V. (2016). Adoption of Electronic Health Record Systems among U.S. Non-federal
Acute Care Hospitals: 2008-2015. https://www.healthit.gov/sites/default/files/briefs/2015 hospital adoption db v17.pdf.
Office of the National Coordinator for Healthcare Technology. (2019). Office-based Physician Electronic Health Record
Adoption. https://dashboard.healthit.gov/quickstats/pages/physician-ehr-adoption-trends.php.

Notes:

* Hospitals: Percent basic EHR adoption data from 2008-2010 and switches to certified EHR adoption data in 2011, which is
consistent with the EHR Incentive Program requirements. Earliest surveyed year 2008 and latest surveyed year 2015, with all
other years applied natural growth rate.

** Office-Based Physicians: Percent EHR Adoption of any EHR type (Basic, Certified, Other). Earliest surveyed year 2008 and
latest surveyed year 2017, with all other years applied natural growth rate.

In 2020, most BH facilities (84%) reported using EHRs to store and maintain client health and/or treatment
records, but use ranged from 52% at private psychiatric hospitals to 96% at Certified Community Behavioral
Health Clinics. To conduct a longitudinal view of EHR or EHR-similar questions, we compared 2014 to 2018 data
for BH treatment facilities with use of EHRs to conduct specific activities (referred to as “computerized
operational functions” in the years referenced). Figure 4 shows the percent adoption of computerized
operational function regardless of facility type and the on-chart percentage shows the percentage point
change between 2014 and 2018. Client or family satisfaction surveys, prescribing/dispensing medication, and
issue/receive lab results were the functions of greatest growth between 2014 and 2018, while billing was the
category with greatest overall use in both years. SMEs noted that the increasing adoption rates in recent years
in the BH space do not necessarily lead to improved EHR utilization. Effective use of an EHR-capable software
differs from simply having the software installed.

Figure 5 shows the latest publicly available EHR adoption data by computerized operational function for SUD
providers from the 2017 N-SSATS. This older set of adoption statistics makes it difficult to provide definitive
statements on the current state of EHR adoption in SUD. We did not find any additional SUD provider HIT
adoption data in the literature. This lack of SUD statistics represents a notable finding in and of itself, hindering
the ability to assess the current state of adoption beyond anecdotal comments and evidence from SMEs, and
presenting an opportunity for additional data monitoring and future research.
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Figure 4. Percentage Point Increase of BH Treatment Facilities
That Use Specific Computerized Operational Functions, 2014-2018
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Source: Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration,
National Mental Health Services Survey (N-MHSS), 2014 and 2018.

Note: The definition of an EHR varied between iterations of the N-MHSS and over time, precluding comparisons between
the surveys.

Figure 5. EHR Use in U.S. SUD Treatment Facilities, 2017, by Computerized Operational Function
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Source: Substance Abuse and Mental Health Services Administration. (2018). 2017 National Survey of Substance Abuse
Treatment Services. Data on substance abuse treatment facilities. Retrieved September 25, 2023, from
https://www.samhsa.gov/data/sites/default/files/cbhsqg-reports/2017 NSSATS.pdf.

Notes: U.S. substance abuse facilities 2017 (n=13,583). Not all facilities in the survey were included in calculations of
proportions due to missing values.

* EHR adoption was defined as any computerized system, including those that still had a non-computerized component.
** Exclusive EHR use was defined as a paper free system.

According to the N-SSATS and N-MHSS data, as of 2017, SUD EHR use did not lag far behind MH EHR adoption,
and both MH and SUD providers had upwards of 80% EHR adoption across most computerized operational
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functions, at least in terms of non-exclusive use of EHRs. This high rate of adoption seems at odds with the
SME frustrations with overall BH HIT adoption data--suggested that their frustrations, in both the MH and SUD
spaces, has more to do with the poor effectiveness of EHR use, in terms of data sharing, care coordination, and
resultant health outcomes for patients, rather than the adoption rates. This signifies EHR adoption is a

necessary, but not sufficient step, to successfully using HIT features to improve data sharing and care
coordination.
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EFFECT OF LAGGING HEALTH INFORMATION TECHNOLOGY ADOPTION AND
INTEROPERABILITY ON HEALTH EQUITY

The second aim of this study was to explore the impact of limited HIT adoption on racial and ethnic minority
groups. The environmental scan yielded limited information on this topic. Among the sample of peer-reviewed
articles (n=472), only one® contained information related to this aim. The study used mixed methods to elicit
patients’ and providers’ feedback regarding using HIT to facilitate BH screening and telehealth implementation
to care for individuals with HIV. The authors of this study found that successful implementation of HIV-related
programs in rural communities will require overcoming several HIT challenges in increasing telehealth usage.

Despite the limited research at the nexus of health equity and HIT, it seems plausible that lagging EHR
adoption in BH could negatively affect racial and ethnic minority groups. For example, research shows, due to
the impacts of structural and system-level barriers, some racial and ethnic groups--specifically Blacks/African
Americans and Indigenous groups--have higher rates of poverty compared to other groups and are therefore
more likely to be enrolled in Medicaid.>®* Among those covered by Medicaid, there is a higher prevalence of
mental illnesses and SUD compared to privately insured groups.*® Data also indicate that African American
patients are less likely to use HIT, such as patient portals, compared to White patients, due largely to distrust.*!
These are not explicit findings from this study, but existing literature on the effect of structural racism on
certain racial and ethnic groups suggests these topics merit further exploration in future research.

SME Interview Takeaways on Effect of Lagging Health Information Technology Adoption and

Interoperability on Health Equit
P y quity “There are a whole host of things that come

Given the lack of literature discussing the intersection of before health IT adoption that cause adoption
health equity and HIT, most findings on this topic came from  issues. It’s not as though certain racial or ethnic
the SME interviews. Several overarching themes emerged minorities are explicitly choosing not to adopt

from these conversations. health IT.”

—SME Focus Group Participant
Upstream and Downstream Health Equity Issues Need Solutions

Several SMEs categorized HIT and data sharing concerns as downstream health equity issues that can be
resolved by addressing more systemic and overarching root causes, like social determinants of health (SDOH)
and health inequities.

An SME from the state reporting group noted that internal state-specific data shows Black patients are less
likely to complete treatment goals than their White counterparts, even at the same facility, indicating there
may be structural issues beyond HIT that cause these disparities. The disparities do not start with HIT
adoption. According to the SME, the disparities are already there, and they contribute to any other issues
people might have.

HIT has come up in discussions addressing health equity beyond the HIT community. For example, in April
2022, HHS released a Strategic Approach to Addressing Social Determinants of Health to Advance Health
Equity to improve coordination across the government and key stakeholders including health care providers,
the private sector, and community-based organizations.*? The approach focuses on three goals: building a
robust and interconnected data infrastructure (including interoperability standards); improving access to and
affordability of health care services by supporting partnerships and connections; and adopting whole-of-
government approaches, partnerships, and community engagement to address SDOH and enhance population
health and well-being.
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Rural Community Struggles

SMEs noted that rural communities which already struggle with resources find it hard to have uptake without
the proper incentives to purchase, implement, use, and maintain systems with more sophisticated features
and functions including interoperability. The lack of Internet connection in rural areas poses a connectivity
problem,* as well as lack of health care providers in those areas in general. Slower adoption can result from
the lack of providers. The underserved populations in these rural areas do not have the capacity to have
telehealth visits, much less access an EHR.

Losing Out on Value-Based Care Initiatives

SMEs surmised that not receiving resources from value-based care (VBC) incentives exacerbates the general
funding shortages BH providers already experience. CMS defines VBC as programs “that reward providers with
incentive payments for the quality of care they give to people.”** The CMS Innovation Center’s strategic
objectives include advancing health equity in their models, including those that have not participated in VBC.*®
SMEs suggested CMS Innovation models that focus on or are inclusive of BH could provide opportunities to
address this gap. Practices with less robust EHR technology are more limited in opportunities to receive VBC
incentives, where most of the population health-based funding is being rolled out.

Race, Ethnicity and Language Data Collection

Not having the requisite racial and ethnic data to examine potential disparities poses a challenge. By receiving
electronically shared data from participating providers, HIE/HINs can help in gathering this patient
demographic data, providing a better understanding of underlying data that can then be used to improve data
sharing and health outcomes.

Mistrust Issues

A recent study linked race and ethnicity and concerns with discrimination as contributing to medical mistrust.*®
Mistrust, which tends to be stronger in racially and ethnically diverse communities, led to a desire to protect
confidentiality and limit data sharing/HIE. Patients opting not to give permission to share their data limits the
power of HIT to aid in care coordination and integration.*’

These issues and observations highlight the opportunities and need for change at the community level and at
the BH EHR level. There remain policy opportunities to address both which will be addressed in the Care
Coordination, Integration and Collaboration Approaches and State Policy Technology Initiatives section.
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DETERMINANTS OF HEALTH INFORMATION TECHNOLOGY ADOPTION

Through the environmental scan and SME focus groups, we identified numerous determinants of HIT adoption,
particularly related to EHR functionality and appropriateness for BH settings, staff capabilities, cost, and policy-
level concerns. These categories are summarized with examples in Figure 6. The categories were also informed
by the integration barriers found in the 2022 HHS Roadmap for BH Integration and described in Appendix D.

Figure 6. Determinants of HIT Adoption

I ™

Technical e Compatibility and interoperability of reporting systems (within and outside of
organizations).
e Data standards and standardized EHR templates related to BH care and treatment.
Workforce e Staff information technology literacy and training capacity.
e Time constraints during appointments and impact on patient-provider relationship.

Cost e Level of funding (for HIT setup, workflow redesign, continued support and technology
improvements).
e Capacity for maintaining EHR and other HIT systems.
Policy e Communication of benefits of adoption/integration.

e Financial incentive alignments and policy/regulatory requirements.
e Privacy concerns (42 CFR Part 2, psychotherapy notes subject to the HIPAA Privacy Rule,
Cures Act Information Blocking, and different state laws).

Technical

Data sharing between providers using different HIT systems (e.g., between two health care organizations)
requires additional tracking mechanisms and communication, requiring providers to develop workarounds to
limitations such as double documentation and duplicate data entry, scanning or faxing documents, and relying
on patient recall for undocumented EHR information.*®*° SMEs noted that the incompatibility between
electronic reporting systems used for BH and other medical information typically stems from the differences
between patient and provider data sharing preferences in BH settings. SMEs stated that providers often want
all the necessary information/data to help make care decisions, while patients sometimes feel they will not get
treated as well if the provider has all their BH information. This divergence of interests leads to complaints
from providers about how EHR systems are not tailored to the data content needs of BH patients, a result of
inadequate structured and standardized data formats for data exchange in the relatively nascent BH HIT space.
These limited data standards and a lack of billable codes applicable outside of a fee-for-service system® make
the integration of BH care into primary clinics difficult.>! Incompatible reporting systems, and the related lack
of structured data standards and standardized BH templates (e.g., patient intake, charting), inherently lead to
non-interoperable systems and poor care coordination.>? Research shows, and SMEs confirmed, incorporating
standardized fields (youth and family information, diagnoses, progress notes, etc.) helps improve care
coordination, communication among team members, and ultimately data sharing.>*> However, some SMEs
warned record management systems often do not evolve fast enough to accommodate the changing data
sharing consent standards, making the design of documentation templates that fit the needs of BH patients
difficult.>

Workforce

Lack of staff training in the use of HIT, provider burnout, resources for technology training, and the availability
of consistent technical assistance exhibit considerable influence over HIT adoption and are cited as top
determinants of adoption by SMEs and academic experts.3? One SME noted with the renewed focus on SDOH,
the lack of capacity to pull in all requested data means other data get missed. Given the shortage of BH
providers, studies have found many providers are overworked, suffering from burnout, and feel their time is
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too limited to learn and use a new HIT system.>* This staffing and capacity problem proves particularly acute
for small practices that serve rural or under-resourced communities.>®

Another workforce challenge described by SMEs is the lack of resources to maintain an information technology
infrastructure and skilled staff who plan, implement, maintain, and upgrade HIT systems. Stand-alone BH
providers are particularly challenged compared to those within a hospital or health system which can impact
their ability to implement technical data sharing and interoperability features. To address these staffing and
workforce competency concerns, some states, such as Massachusetts and Washington State, have passed bills
mandating all health care providers complete digital health training, thus requiring all BH providers to have at
least a basic understanding of the information technology components necessary to successfully run a BH
practice.”’

“The software itself is the cheapest part of the
Cost process... It’s being able to afford support along
the way, in learning how to use it and training

Sufficient funding and time for HIT implementation prove staff. The financing of these systems without

essential factors in cases of successful use.*®*>® pPooling of broader resources available is @ major challenge
resources for small providers offers a strategy to overcome and really slowing the adoption of EHRs among
some of these financial barriers to adoption. SMEs reported BH providers.”

some federally qualified health centers in Delaware have —L. Getz, see reference 58
created the Delaware HealthNet, a shared administrative

structure that pools information technology staff to troubleshoot issues because they cannot afford to have
full-time informatics teams. One SME succinctly described the challenge of obtaining funding for HIT adoption
in BH, stating “historically, the majority of funding has gone to providing direct services rather than
administrative or IT functions, making full utilization and implementation more difficult.” Another SME noted
that BH funding often comes through grants, which sometimes does not last for more than a few years.
Sustainable funding has always been a problem for these organizations, especially since BH was left out of the
HITECH initiative,3 making long-term HIT investments difficult when paired with unstable funding.

SMEs highlighted that the lack of financial incentives has been a barrier to wider HIT adoption. As discussed
previously, BH clinicians were largely excluded from the EHR Incentive Program and the current Promoting
Interoperability Program and therefore were not incentivized to go digital, explaining the lag in adoption
compared to other providers.>® SMEs agreed financial incentives should exist for providers to send data to an
HIE.

Policy

Effectively communicating the benefits of HIT adoption and integration (e.g., improvements in patient
outcomes resulting from data sharing, particularly with primary care physicians®) can positively impact
adoption. Once providers and health care organizations understand the health and financial benefits of
interoperable HIT systems, they will be more likely to continue supporting these enterprises and participate in
HIEs.5¥%3 SMEs argued the business case for how HIT adoption will help providers care for patients and
exchange information more efficiently must be made: “Some providers do not understand they could have
access to resources that would facilitate connections with a larger network or HIE that can support information
sharing between providers.”

As previously stated, privacy concerns were identified as a significant barrier to HIT adoption in both the
literature review and the SME interviews. Many SMEs stressed the confusion over the privacy provisions in 42
CFR Part 2 regulation and its lack of alignment with HIPAA Privacy Rule standards.®* Specifically, the Cures Act
called for the sharing of SUD data for treatment purposes after prior written consent to be consistent with the
HIPAA Privacy Rule, rather than requiring consent for each future sharing under 42 CFR Part 2.5 Clarifying this
issue and eliminating this sequester of information could improve data sharing possibilities. SMEs reported
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that many BH providers do not understand or do not agree with the new interoperability rule requiring
information sharing with other providers. Some providers are still insisting on having a consent signed even
when not required.

“Psychotherapy notes” means notes recorded (in any
medium) by a health care provider who is an MH
professional documenting or analyzing the contents of
conversation during a private counseling session or a
group, joint, or family counseling session and that are

SME providers and HIT developers described
additional confusion stemming from a lack of clarity
concerning what information can go into
psychotherapy notes and how information in

separated from the rest of the of the individual's medical psychotherapy notes® can be shared; the different
record. Psychotherapy notes excludes medication data types are not clearly defined, making data
prescription and monitoring, counseling session start and segregation extremely difficult. This confusion and
stop times, the modalities and frequencies of treatment the lack of a financial penalty for not sharing data
furnished, results of clinical tests, and any summary of the means providers often opt not to use EHRs or
following items: diagnosis, functional status, the participate in information exchange out of caution

treatment plan, symptoms, prognosis, and progress to

J and a desire to protect patients. SMEs found that, in
ate.

general, there is confusion about definitions and
how to treat these notes when sharing. They also noted that there are missed opportunities to clearly outline
these issues through federal guidelines. SMEs attribute the difference in data sharing between MH and SUD to
these 42 CFR Part 2 concerns: “No new language has been incorporated [in the Part 2 rule] to open up data
sharing in the SUD realm, even though you are more allowed to share data now.”

SMEs also elaborated on these data segregation concerns, explaining non-Part 2 data often gets intermingled
with Part 2 data in reporting systems, and thus all health data gets blocked from being shared because the
system cannot segment out the data unless the patient gives consent. They believe providers fear
inappropriately sharing information and the stigma

associated with making mistakes. SMEs referenced the “SMEs suggested having testimonies from BH
value of trust between vendors, clinicians, and patients. providers who share information with HIEs and
Data flows tend to increase as trust with providers grows. have benefited from this relationship, in terms of

care coordination, and other benefits, has helped
this communication and cultural barrier.”

HIT SMEs within the F I k I h
SMEs within the Federal Government acknowledged the —SME Focus Group Discussion

comments from stakeholders regarding the lack of
alignment between 42 CFR Part 2 and the HIPAA Privacy Rule. Some HIT SMEs also explained how SUD
providers see themselves as protecting their patients from harm and argued the case has not been made to
providers that going digital will help their patients.

Different state privacy laws also act as obstacles to effective and interoperable information sharing
systems.””®” SMEs reported that many providers have adopted EHRs, but do not use the HIE features because
they may require customization and workflow redesign to meet different state privacy laws, disclosure/data
sharing regulations, and data reporting requirements. BH providers may be required or asked to share data
with a variety of different systems in their state such as a state-owned HIE, private or community-based HIE,
care coordination platform, or the state’s Department of Health and Human Services (DHHS) database. SMEs
report that the existence of multiple state-level systems that do not connect to one another causes BH
providers to incorrectly believe federal policies block them from reporting or sharing health data when that is
not the intent or case. SMEs also urged increased education to inform MH and SUD providers they will not be
in violation of laws if they share data properly.
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CARE COORDINATION, INTEGRATION AND COLLABORATION APPROACHES AND
STATE POLICY TECHNOLOGY INITIATIVES

The 2022 report from the American Medical Association, Accelerating and Enhancing Behavioral Health
Integration Through Digitally Enabled Care, states that HIT tools provide the capability to perform fundamental
data sharing and integration activities such as intake and screenings, referrals, care planning and coordination,
outcome monitoring, and comprehensive caseload reviews.%

State policymakers recognize that HIT and HIE help improve care coordination. Advancing HIT among BH
providers offers promising benefits, most notably through improved data reporting and sharing facilitated by
more interoperable EHR systems and increased use of and

participation in HIE organizations. Both technologies allow “Appropriately applied, the incorporation of
more health information to reach primary care and other technology--including digital tools for screening
providers, allowing patients easier access to their and intake, clinical decision support, and

telehealth care delivery--can support current
integration models by helping engage more
people in behavioral health treatment and
possibly encouraging broader adoption by
providers.”

—A.M.C. Campbell, see reference 64

information while simultaneously improving communication
between their healthcare providers.>? This allows patients
and providers to implement a more coherent treatment
plan that encapsulates the full needs of the patient, leading
to improved health outcomes.*®

The literature review and SME interviews yielded numerous examples of novel uses of HIT and state policy
approaches for improving care coordination and data reporting that may serve as guides for emulation and
further improvement and are detailed further below.

Examples of Health Information Technology in Collaborative Care Models

Primary care clinicians in the University of Pennsylvania Health System created and implemented the Penn
Integrated Care (PIC) program, a new model of collaborative care for BH. PIC utilizes a triage and referral
management system to refer primary care patients to BH services and to offer integrated CoCM services
provided by BH professionals in primary care practices.®® Model designers built an entirely new
documentation system for their EHR system that had built-in support for primary care providers (PCPs) to
initiate patient referrals to BH professionals as part of the CoCM process; the PIC resource center also
documents decisions and outcomes in the EHR for PCPs.”® This model is still in the early stages of
implementation and refinement, but preliminary results show modest reductions in depression and anxiety,
and interviewed stakeholder groups perceive the program as effective. Both PCPs and patients report higher
quality of care.

Another example is Concert Health, a BH medical group that operates in 17 states and utilizes a CoCM
approach to integrate BH care into the services of PCPs, OB/GYNs, and other clinicians by providing access to
BH practitioners who offer evidence-based BH interventions.”* The model identifies patients through
screening tools, prescription data, and provider referrals, and connects health plans with patients in need of
BH care, conducts remote patient assessments, and provides weekly recommendations for patients not
reporting improvement in their symptomology.

Health Information Technology Screening Tools to Identify Behavioral Health Needs

A pilot project developed at the Medical University of South Carolina led to the development of a screening
tool for pharmacists to use within a EHR module to identify patients within the medical center at a high risk of
opioid overdose and then to discharge them with take-home naloxone.”? The screening tool includes a
calculator that identifies patients receiving at least 100mg of morphine equivalents per day to capture at-risk
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populations. Pharmacists reviewed the screening tool and flagged additional risk factors alongside the regular
patient chart, minimizing the burden of review.

Spotlight on State Government Health Information Exchange and Care Coordination Technology
Uses

Medicaid is the largest payer of MH services and increasingly covers reimbursement for SUD treatment.”® A
June 2022, Medicaid and Children’s Health Insurance Program (CHIP) Payment and Access Commission
(MACPAC) Report to Congress on policy options for integrating BH care through HIT found that “EHRs are not
designed for BH, states lack guidance on how Medicaid can be used to support interoperability, and federal
opportunities are not being used to incentivize adoption.””*

MACPAC Policy Recommendation
e Develop guidance on using Medicaid authority and other federal resources to promote BH HIT adoption and
interoperability.
e Develop a voluntary certification program for BH HIT aligned with the ONC Certified EHR Technology
program.
e Move forward with Center for Medicare and Medicaid Innovation EHR adoption demonstrations.

Source: McGregor, B., Mack, D., Wrenn, G., Shim, R. S., Holden, K., & Satcher, D. (2015). Improving service coordination
and reducing mental health disparities through adoption of electronic health records. Psychiatr Serv, 66(9), 985-
987. doi.org/10.1176/appi.ps.201400095. PMCID: PMC4558322. PMID: 25975885.

Discussions with SMEs during focus groups and references they shared provide examples of how some states
are utilizing policy levers and funding to advance HIT and improve integration between BH and physical health.
Although the examples and approaches vary, the following themes emerged and could provide the basis for
further study on how states are using policy authority, Medicaid program activities, and other federal
opportunities:

e Improve integration by implementing statutory mandates for BH providers to connect to the state HIE
or offering financial incentives to BH providers for sending data to an HIE.

o  Utilize state data platforms and standardized data requirements to support care coordination and
consent for disclosure of information.

e Provide HIT-related technical assistance and support services to BH providers.
e Offer positive payment adjustments for billed services that support integration.

While the focus of the SME interviews was not on the details of Medicaid programs or federal funding
opportunities to incentivize BH HIT adoption, participants referenced a number of programs that financially
support state activities including Medicaid waiver programs, the CMS State Innovation Models Initiative, and
the 2018 CMS State Medicaid Director Letter announcing demonstration projects that “design innovative
service delivery systems.””> We have supplemented SME interviews with brief searches of publicly available
information about state examples. These nine state descriptions are only meant as examples of state efforts
and are not intended as case studies, which was beyond the scope of this work. Further, because the examples
came out of SME interviews, they should not be interpreted as being representative of all state efforts.”

Arizona: In 2016, the state of Arizona’s Medicaid agency established care coverage policies that integrate
physical and MH. As part of this policy, physical health and BH providers were integrated into the state HIE.”®
The state also offers funding to select providers and populations that meet requirements for advanced

December 2024 FINAL REPORT 19



integrated coordinated care for certain populations. Recipients include Community Service Agencies,
Independent Substance Abuse Counselors, Behavioral Health Therapeutic Homes, and Rural Substance Abuse
Transitional Agencies. Providers are eligible for positive payment adjustments for state fee-for-service rates
billed. Education and training for providers are also a component of their initiatives.””

SMEs reported that the Arizona HIE can process 42 CFR Part 2 and non-Part 2 data. The state’s Medicaid
program incentivizes sending HIE data, but all providers can access data (e.g., portal access to health
information and real-time alerts). Alerts are also available for admissions to psychiatric inpatient facilities as
long as they are not a 42 CFR Part 2-only facility. Inpatient and outpatient BH facilities typically participate in
Arizona’s HIE.

Connecticut: Connecticut has a mandate for all health care providers licensed by the state (including BH) to
connect to the state HIE platform, Connie, by May 2024 regardless of a patient’s payment method or insurance
provider.”®

Delaware: The Delaware state-run psychiatric hospital is connected to the HIE bi-directionally and is in the
process of adopting a care coordination platform as an expansion of their closed-loop e-referral system.” This
is an engagement and growth approach rather than a regulation/requirement approach. SMEs hoped this will
create an ecosystem where the default choice for providers is to engage with the HIE rather than have a
regulation.

Maine: Maine used a state innovation model grant to create a “certified EHR technology-like” incentive
program that brought in federal money to help BH providers adopt EHRs and be interoperable. Maine uses HL7
V2 transactions, which are discrete data transactions rather than majority Continuity of Care Document-
Clinical Document Architecture (CCD-CDA), which allows them to segregate data on the inbound side, which
saves time.8¢

Michigan: Michigan has had contractual requirements for Medicaid-funded BH systems to connect to the
state HIE. Those requirements were removed because the goals were achieved. Michigan leveraged language
in Medicaid expansion related to enhancing the use of HIE data sharing across payers to add a performance
incentive component. The state also increased community BH plans’ ability to participate in HIE organizations
and share admission, discharge, and transfer (ADT) messages.®! The state requirement to use a standardized
consent form helped accelerate BH information sharing. An SME shared one example in which grant funding
helped a community BH provider partner with their EHR vendor and HIE to build an e-consent system and
single sign-on that addressed the requirements of applicable privacy rules (42 CFR Part 2 and HIPAA Privacy
Rule). This resulted in BH providers and medical providers having access to the patient information they
needed.’

Michigan also has a web-based system that sits on top of the state’s DHHS data warehouse.?? The system is
intended to serve as a care coordination tool to facilitate information across payer systems. Michigan has a BH
carve-out in Medicaid from physical health care services, so Medicaid beneficiaries receive their physical
health care services through a different managed care plan than their BH services.®® The state has been
working to integrate this BH information into the care coordination platform to make it available to the

d Health Level Seven’s (HL7) Version 2.x (V2) messaging standard is the workhorse of electronic data exchange in the clinical domain
and arguably the most widely implemented standard for health care in the world. This messaging standard allows the exchange of
clinical data between systems. CCD was developed by Health Level Seven International with consultation and advice from several
members of ASTM E31, the technical committee responsible for development and maintenance of the Continuity of Care Record (CCR)
standard. In the opinion of HL7 and its members, the CDA CCD combines the benefits of ASTMs CCR and the HL7 CDA specifications.
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specialty BH system since they are primarily responsible for covering the Medicaid SUD treatment. The state is
attempting to combine all data in one place for the Prepaid Inpatient Health Plan system, but this effort is in its
infancy.®

Nebraska: Nebraska has had an all-provider mandate to participate in the state’s designated HIE regardless of
payment method or insurance provider as of September 30, 2021. Additionally, all health insurance plans are
required to participate in the HIE as of January 1, 2022 .2

North Carolina: By regulation, any organization receiving North Carolina state funds must have connected to
the HealthConnex HIE by January 1, 2023. The goal of HealthConnex is to establish a provider network/referral
platform that supports coordination of care. The services include a patient records exchange platform, patient
activity notification system (e.g., ADT), controlled substance reporting, and support for meeting CMS
Promoting Interoperability requirements.®

Oregon: Oregon has an HIE Onboarding Program, launched in January 2019, offering Medicaid providers a
financial incentive to support the costs connect to a private HIE.2 This program aims to reduce gaps in HIE
coverage to provide better support for care coordination
Innovation: The state of Washington is in the and referrals.
process of offering rural, BH, and Tribal providers
access to outpatient EHR functionality to support ~ Washington: Washington’s state Medicaid program is fully
patient care, integration of care, and HIE. integrated managed care with combined payment for
primary care, acute care, and BH. Integration between BH
providers has been supported through a Medicaid 1115 research and demonstration waiver referred to as
“Waiver 1.0,” and they have submitted an application to CMS for “Waiver 2.0” with a request to continue and
enhance the focus on integrated care.®’” Washington implemented an Integrated Care Assessment (WA-ICA) to
assist providers and care teams to assess their level of integration across multiple domains and identify where
support may be needed. There are also companion assessment tools tailored for primary care and BH and
including domains such as registries and telehealth.®8 With support of managed care organizations and an
approved waiver, Washington is able to move forward and fully roll out the assessment and integration
technical support. Due to state legislation and federal requirements, the state also has a statutory requirement
to develop and implement a crisis center platform and a BH integrated referral system.%
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POLICY CONSIDERATIONS, OPPORTUNITIES AND RESEARCH

The literature scan and SME interviews pointed to several potential policy considerations as well as potential
future research opportunities to increase interoperable HIT use among BH providers. SME groups and findings
from the literature identified opportunities that fall into two main themes: (1) addressing BH provider areas of
confusion where there is intersection of federal rules across 42 CFR Part 2, the HIPAA Privacy Rule, and the
Cures Act Information Blocking requirements; and (2) advancing sustainable adoption of HIT and HIE in BH.
Due to the lack of research on health equity and technology to address the study’s research question, further
studies and analysis on how HIT adoption affects underserved and excluded populations and communities is
needed.

The considerations and potential policy actions discussed below reflect the findings from the study. We
recognize that HHS agencies have several initiatives, strategies, and policies underway to address BH
integration, use of HIT, SDOH, and use of technology in underserved communities, but these potential actions
were suggested over the course of the study period.*?°?

Address Regulatory Privacy Barriers: 42 CFR Part 2, the HIPAA Privacy Rule, and the Cures Act
Information Blocking Requirements

BH provider privacy concerns over sharing sensitive patient health information inhibit HIE and effective EHR
use. Federal and state policymakers have opportunities to determine whether, when, and how to offer
guidance or modify and reconcile federal and state regulations and policies.

SMEs expressed that providers are confused over what they can and cannot share--especially patient notes,
because notes themselves are not clearly defined. For example, the definition of psychotherapy notes often
depends on provider interpretation of privacy and disclosure
rules. Having a standardized definition would help to
facilitate data sharing. SMEs perceived that there is no
penalty not to share data and therefore, out of caution,

open up data sharing in the SUD realm, even providers opt not to adopt EHRs or share data. To reduce

though you are allowed to share data now.” confusion, SMEs also suggest better explanation of the new

—SME Focus Group Participant ~ Cures Act Information Blocking requirements, as well as
additional guidance and provider education on the

substantially revised Part 2 rule, particularly if data sharing is permitted. SMEs noted that the substantially
revised 42 CFR Part 2 rule, once finalized, may address concerns identified in the study.

SMEs attribute the difference in adoption
between MH and SUD to 42 CFR Part 2 concerns:

“No new language has been incorporated to

The following privacy-related potential policy actions and considerations are based on interpretation of study
findings from the literature and SME interviews pertaining to policy guidance, communication, research, and
technical standards:

e Policy Guidance: Provide further federal or state guidance where there are identified areas of
confusion or gaps in how policies interact.
— Analyze federal vs. state law interaction and provide policy guidance where rules intersect at the
federal and state levels.
— Publish guidelines on how the HIPAA Privacy Rule applies to psychotherapy notes in the context
of EHR use.® Specifically, the Cures Act called for the sharing of SUD data for treatment purposes
after prior written consent to be consistent with the HIPAA Privacy Rule, rather than requiring

e See 45 CFR 164.508(a)(2); the Office for Civil Rights (OCR) has published guidance at https://www.hhs.gov/hipaa/for-
professionals/faq/558/does-hipaa-permit-a-covered-entity-to-disclose-psychotherapy-notes-to-an-hio/index.html.
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consent for each future sharing under 42 CFR Part 2.5 Clarifying this issue and eliminating the
separation of this information could improve data sharing.

e Communication: HHS should develop simple, short, plain language guidance for providers and
separately for patients (as appropriate) from HHS (e.g., CMS, ONC, OCR, SAMHSA, states) on privacy
topics to help address ongoing issues and improve awareness where guidance already exists.

—  For BH providers subject only to HIPAA and not 42 CFR Part 2, develop communication clearly
stating providers could be subject to penalties under Cures information blocking federal
regulation if they do not promptly provide relevant records for required disclosures (e.g.,
treatment, payment, and health care operations) absent consent unless a provider has
documentation that the person asked not to share the information.

— For patients and providers, develop communication on the personal benefits to individuals when
their providers share their health information.

— Address trust issues by communicating testimonials and stories about the benefits from different
perspectives and cultures.

e Research: Consider conducting studies to understand the patient perspective on HIT adoption/use for
their BH needs and how they shape BH provider actions to protect privacy or limit disclosure despite
laws which allow them to do so.

— Study the patient perspectives on information sharing across different scenarios to better
understand privacy concerns.

— Study patient perspectives on SUD privacy issues, confidentiality, and trust to determine what is
important to them and to understand their needs, priorities, and wants around data privacy to
inform policy and guidance.

e Technical Standards: Ensure technical requirements and standards for data reporting systems
consider data segregation issues for 42 CFR Part 2 and non-42 CFR Part 2 data are intermingled to
prevent reporting when the system cannot segment out the data unless the patient consents.

Advance Financially Sustainable Health Information Technology and Health Information Exchange
Adoption and Use

BH providers struggle with adoption and ongoing use of HIT and HIE due to technical, workforce, cost, and
policy issues. A significant policy barrier limiting BH adoption of HIT and HIE is the lack of financial incentives or
requirements to use HIT. Sustainable funding for HIT implementation and ongoing upgrades that align with the
needs of physician practices and hospitals is needed to prevent the current gap from widening further. Most
BH providers were left out of the HITECH Act, and therefore not eligible for EHR incentives or current
Promoting Interoperability programs.®® Prioritizing HIT when faced with other competing priorities and lack of
a clear business case for going digital makes long-term HIT investments difficult when paired with unstable
funding and reimbursement limitations. Recognizing these issues, the study identified how some states and
HIE/HINs use their policy authority, funding programs, and innovations to target BH providers and advance
their HIT and HIE adoption and use.

The following potential actions and considerations for advancing HIT and HIE in BH are based on interpretation
of study findings from the literature and SME interviews pertaining to research, funding, technical standards:

e Research EHR/HIE Adoption: Address the BH EHR/HIE adoption data limitation identified in this study
by refining EHR/HIE adoption studies to collect comprehensive and comparable data from different
types of MH and SUD providers including those that do not bill insurance. Design studies that allow
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trending over time and comparisons within BH and across other settings. Assess the impact of Internet
and connectivity problems on EHR/HIE adoption and use.

e Research and Communicate Effective Policy Levers Used by States and HIE/HINs: Conduct a
comprehensive study on the approaches and policy levers used by states and HIE/HINs to advance the
use of HIT and HIE in BH. To the extent possible, assess the effectiveness and impact of these
approaches on HIT adoption determinants (technical, workforce, cost, and policy issues).

e Sustainable Funding: Investigate HIT incentive program options tied to certified HIT to advance data
sharing. Assess available policy approaches to support sustainable funding for BH HIT building on
approaches states are using (e.g., offering EHR access and supporting pooling of resources). Identify
opportunities with VBC CMS Innovation models focused on BH and VBC models to advance HIT/HIE in
BH and provide sustainable funding.

o  Workforce Support: Investigate BH workforce needs to comprehensively understand and address
training, development, and resource needs to use the HIT and HIE tools available to the provider.

e Technical Data and Interoperability Standards: |dentify opportunities to prioritize and fund initiatives
focused on the development of MH and SUD data standards and bi-directional data sharing use cases
including reporting.

— Assess opportunities for ONC’s United States Core Data for Interoperability (USCDI) building on
BH data classes and elements in USCDI Version 4°3 to be more inclusive and comprehensive of
BH data needs. Inclusion in USCDI can help increase integration of standardized data in off-the-
shelf EHRs and reporting systems including BH assessments and screening tools. (Note: Since the
study was conducted, ONC and SAMHSA announced the USCDI+ BH HIT initiative.)**

— Assess current SDOH data standards (including collection of race, ethnicity, and language data)
and consider their application to meet BH needs, updating standards and reporting
requirements as appropriate.

— Continue to innovate data segmentation and e-consent standards and tooling.

— Utilize HHS communication tools to build awareness and educate BH settings on the value of
interoperability.

o Telehealth Policy, Planning, Use, and Research: Monitor advances in telehealth use by BH providers
to identify policy opportunities that address barriers and facilitators. Prioritize Internet connectivity
issues. Gain an understanding of providers not eligible for the expansion of telehealth services and
patient populations impacted. Consider resources to support telehealth adoption that overcome cost
and workforce training that deter its use.

e Socioeconomic Status and HIT Research: Develop research studies on the relationship between
socioeconomic status and HIT use to coordinate care. The paucity of research concerning how the lag
on adoption of technology and interoperability may affect community-based BH providers working
with Black, Hispanic, Al/AN or other racial/ethnic populations who are underserved suggests several
avenues for future research on health equity.

— Study the effects of lower Internet availability and access on minoritized and underserved
populations. Understand more fully how living in a rural area impacts the cost and availability of
health care services (including the impact of Internet access), and how this affects the
population including those with lower SES.

— Conduct studies with a greater focus on racial and ethnic minority groups within the HIT
adoption literature would be beneficial.
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— Study additional outcome measures related to the impacts of HIT adoption (e.g., patient or
provider satisfaction, effects on continuity of care, health outcomes).

— Consider future research that expands beyond racial and ethnic minority groups to examine the
effects of lagging HIT adoption on other underserved and excluded populations (e.g., LGBTQ+,
older adults, non-native English speakers, low-income adults, beneficiaries dually enrolled in
Medicare and Medicaid).
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CONCLUSION

Although most BH providers are adopting EHRs, their use is limited to specific functions, and use of data
sharing and interoperability remains low. While CoCMs, screening tools, telehealth and technology have led to
improvements and innovations, there is ongoing confusion and hesitation to use HIE and data sharing
approaches due to the complexity of various privacy rules. Through a literature review and SME interviews,
this study found that provider and patient confusion impact the use of EHRs and HIE in BH. Federal policy,
additional guidance, and further research could help clarify these issues and improve data interoperability
among BH providers. Additionally, federal agencies should more clearly articulate how providers and
populations currently underserved in BH could benefit from increased use of HIT, including how MH and SUD
record sharing can be done within the current privacy regulations.
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APPENDIX A: ABBREVATIONS

The following acronyms are mentioned in this report and/or appendices.

ADT Admission, Discharge, and Transfer

AHA American Hospital Association

Al/AN American Indian and Alaska Native

ASPE HHS Office of the Assistant Secretary for Planning and Evaluation
BH Behavioral Health

CAH Critical Access Hospital

CCBHC Certified Community Behavioral Health Clinic

CcD Continuity of Care Document

CCR Continuity of Care Record

CDA Clinical Document Architecture

CFR Code of Federal Regulations

CHIP Children’s Health Insurance Program

CMS HHS Centers for Medicare & Medicaid Services

CoCM Collaborative Care Model

Cures Act 21st Century Cures Act

DHHS state Department of Health and Human Services

EH Eligible Hospital

EHI Electronic Health Information

EHR Electronic Health Record

EP Eligible Professional

HHS U.S. Department of Health and Human Services

HIE Health Information Exchange

HIN Health Information Network

HIT Health Information Technology

HIPAA Health Insurance Portability and Accountability Act
HITECH Act Health Information Technology for Economic and Clinical Health Act
HIV Human Immunodeficiency Virus

HL7 Health Level Seven

IPFQR Inpatient Psychiatric Facility Quality Reporting

MACPAC Medicaid and CHIP Payment and Access Commission
MH Mental Health

N-MHSS National Mental Health Services Survey

N-SSATS National Survey of Substance Abuse Treatment Services
NPRM Notice of Proposed Rule Making
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OB/GYN
OCR
ONC

PCP
PIC

SAMHSA
SDOH

SME

SuUD
SUPPORT Act

u.s.
USCDI
VBC

WA-ICA

Obstetrician Gynecologist
HHS Office for Civil Rights

HHS Office of the National Coordinator for Health Information Technology

Primary Care Provider
Penn Integrated Care

HHS Substance Abuse and Mental Health Services Administration

Social Determinants of Health

Subject Matter Expert
Substance Use Disorder

Substance Use Disorder Prevention that Promotes Opioid Recovery and

Treatment for Patients and Communities Act

United States

ONC United States Core Data for Interoperability

Value-Based Care

Washington Integrated Care Assessment
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APPENDIX B: DETAILED METHODS FOR ENVIRONMENTAL SCAN

Search Strategy: We created the search strategy alongside a research librarian and SMEs in HIT and BH. The
search strings included terms related to HIT, EHRs, and BH organizations/providers. We conducted the search
in January 2023 within the PubMed database, Google Scholar, and manual searches of gray literature. Our
search included the following limiters: year (published after 2010), language (English only), geography (United
States-based studies), and publication type (empirical studies). Using Endnote reference manager (version X9),
the research librarian compiled and electronically deduplicated the results (see Figure B-1).

Figure B-1. Identification of Studies via Databases and Registers

Grey Literature Sources Published Literature
22 (n=76) (n=472)
a3
3 3
S« Deduplicated Sources
(n=548)
E % Titles/Abstracts Screened Exclusions (n=231)
*E > (I'I=548) 1 Reasons: Relevance (n=215);
;:? £ Non-US (n=11); Year (n=3);
Publication Type (n=2)
> Full Text Review Exclusions (n=145)
.“;’ (n=317) Reasons: Relevance (n=95); Non-
g US (n=21); Publication Type
= | (n=18); Couldn’t obtain
E Sources Included PDF/access source (n=5); Year
o (n=172) {n=4); Duplicate (n=2)

Screening Processes and Information Extraction: The team used Excel spreadsheets to manage the
environmental scan screening and synthesis, and article screening was completed in two phases. First, the
reviewers piloted screening procedures with an initial subset of abstracts (n=10) to refine inclusion/exclusion.
Next, a single reviewer independently screened titles and abstracts from the search yield or relevant gray
literature sources to assess eligibility.

Second, full-text review and data extraction were completed simultaneously (i.e., when an article was deemed
appropriate for inclusion, the reviewer immediately proceeded to extract relevant data). Before beginning full-
text review, the three reviewers met to conduct an initial pilot of the full-text screening and extraction
procedures using ten randomly selected articles. The team compared coding results, discussed reasons for
exclusion, and discussed the type and presentation of extracted data. Throughout the screening process, the
research team held weekly meetings, during which time any discrepancies were resolved via discussion.
Ultimately, 145 sources were excluded during full-text review, leaving 172 sources for extraction and synthesis.

Limitations: First, we searched only one electronic database, and we limited the environmental scan to
sources based on language, year of publication, and setting (as described above). As a result, our search may
have excluded relevant publications. However, we believe the sources identified are representative of the
existing literature and allow us to summarize emerging topics, as well as gaps in the literature. Second, given
the scope and purpose of the environmental scan to identify implementation determinants, potential policy
levers, and describe how BH providers are using EHRs, we did not conduct a thorough extraction of study
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characteristics and outcomes from primary research studies, reports, or program evaluations. The information
we captured was descriptive and qualitative in nature, to aid in efficiently categorizing and grouping similar
concepts from an array of sources. This limits the conclusions we can draw with respect to the availability of
evidence regarding provider, patient, and utilization outcomes associated with HIT utilization in BH settings.
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APPENDIX C: DETAILED METHODS FOR SUBJECT MATTER EXPERT FOCUS GROUPS

Recruitment

To confirm/fill in gaps from the environmental scan findings, gather insights, and discuss policy/research
opportunities, RTI engaged SMEs who are experts, leaders, policy analysts, and/or researchers in HIT in BH. RTI
interviewed four SME groups (providers/vendors, HIE/HINs, state reporting entities, and federal policymakers).
The SMEs included, but will not be limited to, academic researchers, state officials, federal officials, and
individuals who represent organizations actively engaged in federal and state HIT in BH policy. SMEs who
agreed to participate in an interview were sent a project one pager, and interview questions.

Data Collection

All SME interviews were capped at nine participants and were 60 minutes in length; they were recorded solely
for notetaking purposes. The research questions varied across the group and discussed current state of HIT
adoption in BH settings, barriers, and facilitators to EHRs in BH settings, challenges to accessing and sharing
data, and potential policy solutions that could promote EHR adoption and use. The 1-hour RTI-led interviews
contained an RTI lead staff member and a primary notetaker. ASPE representatives were included on all SME
interview invitations. The lead used a semi-structured interview technique so that the key questions were
asked while also allowing space for the interviewer and SME to explore relevant topic areas that may not have
been considered when the question guide was developed. SMEs could also follow-up to the interview with
written feedback or comments.

Data Analysis

RTI synthesized anonymous pieces of the interviews to include in the final report as well as work to include
SME quotes in cases where the quotes added further emphasis or context. The final report will be shared with
the SMEs after the conclusion of the project.
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APPENDIX D: HHS ROADMAP FOR BEHAVIORAL HEALTH INTEGRATION

Box 1: Major Challenges to Behavioral Health Integration

(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)

Structural Support for Siloed Care

Stigma and Mistrust

Limited Adoption of Technology

Inconsistent Use of Data and Evidence

Insufficient Investment in Promotion and Prevention
Insurance and Financing Limitations

Workforce Challenges

Inequitable Engagement of Underserved Populations

Source: Bagalman, E., Dey, J., Jacobus-Kantor, L., Stoller, B., West, K.D., Radel, L., Schreier, A.,
Rousseau, M., Blanco, M., Creedon, T.B., Nye, E., Ali, M.M., Dubenitz, J.M., Schwartz, D., White, J.0.,
Swenson-0’Brien, A.J., Oberlander, S., Burnszynski, J., LynchSmith, M., Bush, L., et al. (2022). HHS
Roadmap for Behavioral Health Integration (Issue Brief).
https://aspe.hhs.gov/sites/default/files/documents/4e2fff45d3f5706d35326b320ed842b3/roadmap-

behavioral-health-integration.pdf.
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APPENDIX E. NATIONAL MENTAL HEALTH SERVICE SURVEY RESULTS

The N-MHSS collected data on BH services and some data pertains to EHR adoption and usage.” Findings on
EHR adoption rates by setting are described below.? Tracking EHR adoption rates within BH settings is
challenging because there is no unifying definition of EHRs within the BH sector. Therefore, it is difficult to
compare adoption rates over time by EHR and setting types. Thus, this is a limitation of this study. What is
known about HIE is included by provider setting.

In the 2020 N-MHSS, facilities were categorized into 11 types, with 40% being outpatient MH facilities.

Figure E-1. BH Services Survey Facility Type, 2020
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In 2020, BH treatment facilities that use EHRs used them for a variety of activities, including storing and
maintaining client health and/or treatment records, client progress monitoring and discharge information.
Client or family satisfaction surveys and updating availability of beds had the lowest percentage usage among
facilities.

fThe National Substance Use and Mental Health Service Survey replaced the National Survey of Substance Abuse Treatment Services
(N-SSATS) and the N-MHSS after 2021 data which became available after report data collection December 2022-January 2023.
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Figure E-2. Percent of 2020 BH Treatment Facilities
that Use EHR Methods to Accomplish Specific Activities
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Notes: Includes facilities in 50 states, the District of Columbia, American Samoa, Guam, Puerto Rico, Commonwealth of
Northern Mariana Islands, and the U.S. Virgin Islands. Percentages sum to more than 100%, because a facility could report
more than one EHR function.

In the 2020 N-MHSS, 69% of all facilities surveyed offered telemedicine/telehealth therapy.

Figure E-3. Facility Offers Telemedicine/Telehealth Therapy

3,840, 31%

8,435, 69%

m No = Yes
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Figure E-4. N-MHSS Detailed Data, 2020

Table 3.21b. Mental health treatment facilities that use electronic health record (EHR) methods to accomplish specific activities, by facility type: Row percent distribution,

2020
EHR methods
Facility type Total Client Issug/
number of heduli A Ti prog receive
facilities ' Intake appointments evaluation plan itarir Discharg Referral: lab results
Total 12,275 816 69.6 825 817 834 826 60.2 54.4
Psychiatric hospitals 668 53.0 318 54.2 51.9 53.1 54.0 39.4 478
Public 205 644 327 66.3 62.4 63.9 659 434 493
Private 463 479 35 488 47.3 484 488 76 471
General hospitals® 967 85.2 62.4 g2.0 818 1.9 921 75.3 a7
RTCs for children 502 63.9 39 64.0 63.5 63.9 B4.0 321 289
RTCs for adults 807 65.2 408 65.4 67.9 G8.4 GB.6 41.0 373
Other types of residential treatment facilities 63 79.4 36.5 746 76.2 794 778 524 46.0
Veterans Affairs medical centers 552 96.6 85.3 a7.8 1.8 96.4 80.9 7.6 96.7
Community mental health centers 2548 BO6 84.9 89.9 B9.6 913 90.5 63.0 538
Certified community behavioral health clinics 336 943 935 94.3 4.6 943 949 726 B4.6
Partial hospitalization/day treatment facilities 429 T48 548 772 716 774 776 431 471
Outpatient mental health facilities 4,941 83.2 757 834 83.4 847 83.3 61.3 492
Multi-setting mental health facilities® 369 B6.4 710 86.4 86.2 B6.4 873 65.0 56.1
Other 3 33.3 333 66.7 66.7 66.7 66.7 66.7 66.7

Continued. See notes at end of tabls.

Table 3.21b. Mental health treatment facilities that use electronic health record (EHR) methods to accomplish specific activities, by facility type: Row percent distribution,

2020 (continued)
EHR methods
Send client Receive cilent
N Store and health and/or  health and'or

Facilty type intain client info info Client or

Total Preseribing/ Checking health andior  fo providers  from providers family Updating
number of dispensing dicati OF SOUMCES OF SOLFEes satisfaction availability of
facilities ' medication interactions records outside org. outside ong. Billing SUIVEYS beds

Total 12,275 68.7 63.0 843 427 3T 726 13.6 16.3
Psychiatric hospitals 668 56.3 534 572 313 274 425 8.1 290
Public 205 62.0 56.6 G688 307 268 424 54 307
Private 463 53.8 521 521 315 276 425 93 283
General hospitals® 967 91.4 90.5 928 0.2 60.5 76.8 1.8 478
RTCs for children 592 51.7 481 66.4 269 218 483 96 18.3
RTCs for adults 807 50.4 44.4 700 331 268 56.1 9.0 34
Other types of residential treatment facilities 63 587 60.3 778 333 208 B63.5 159 B3
Veterans Affairs medical centers 552 84.9 94.4 940 55.8 57.2 50.5 19.9 268
Community mental health centers 2548 75.5 68.1 a0.9 382 339 829 11.5 99
Certified community behavioral health clinics 336 857 75.3 a55 49.4 3rz2 BB.T 271 10.7
Partial hospitalization/day treatment facilities 429 66.2 60.6 811 324 291 674 126 93
Qutpatient mental health facilities 4,541 63.5 56.8 855 439 3ra 77.5 15.4 T4
Multi-setting mental health facilities® 369 7.0 63.7 873 393 355 81.0 15.2 203
Other 3 66.7 66.7 66.7 333 - - BE.7 - - 33.3

- - Quartity is zerc.

RTC = residential treatment center.

! Includes facilities in the 50 states, the District of Columbia, American Samoa, Guam, Puerto Rico, Commonwealth of the Northerm Mariana Islands, and the U.S. Virgin Islands. Percentages sum to more
than 100 percent, because a facility could report more than one EHR function.

? General hospitals consists only of non-federal general hospitals with separate psychiatric units.

* Includes non-hospital residential, plus either outpatient andlor partial hospitalization/day treatment.

SOURCE: Center for Health and Quality, Abuse and Mental Health Services Administration, National Mental Health Services Survey (N-MHSS), 2020.
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Figure E-5. N-MHSS Detailed Data, 2018

Table 2.17h. Mental health treatment facilities with specific computerized operational functions, by facility tvpe: Percent, 2018

Percent of facilities '
Computerized operational functions
Reaceai-
Facilty type Prescr- Chx:;k Senr e C?:!rm
Sche- Izsua/ bing! medi- client  health/ family
Total duling ~ Assess-  Treat- Clisnt receive  dispen- cation health/tre  treat- satis-
number of appoin-  ment!  mend progress  Dis-  Refer  lab  sing medi-  inter- Health  atment  ment faction
facilities” | intake  ments  evaluation plan ot charge  rals resulfs  cation actions recards info info Billing  surveys
Total 11,682 207 ara 8BE 20.0 914 911 B4 725 762 789 86.8 70.5 725 933 43.0
Psychiatric hospitals 692 840 69.8 712 B55 65.9 718 681 B4 782 B4.1 70.1 623 658 800 42
Public 206 1.1 69.4 4.8 9.8 7.2 4.5 70.4 7.4 4.5 ga.g 4.5 62.6 66.0 B85.9 .0
Private 486 852 0.0 69.8 585 611 B6.5 67.1 B2.7 75.5 az1 B4.0 62.1 65.6 90.3 4
General hospitals* 1,066 208 723 845 B45 95.4 a7.7 B6.3 gag a7 0a7 93.0 B33 9.1 036 336
RTCs for children 580 gss8 Tas a7 203 801 8BS B6.4 G&.9 688 77 829 TEE BO.9 14 550
RTCs for adults B40 a8 TO.B 76T B73 867 883 B0.2 612 664 718 815 B&.T 69.9 873 40.4
Other types of residential
treatment facilities T2 4.4 819 875 as58 4.4 231 Be.1 716 736 75.0 9.7 79.2 i7e 44 E0.4
Veterans Administration
medical centers 450 993 098 9.1 99.6 9.1 911 99.1 291 99.3 99.1 a1 75.6 89 B4S 75.8
Community mental health canters 2553 952 o971 959 96.0 96.6 956 B7.7 734 828 B3E 90.1 701 729 a5.8 425
Partial hospitalization/day
treatment facilities 360 8386 T3 76T B2s 86.9 8386 74T 61.4 642 672 80.0 B61.9 656 922 are
Outpatient mental health facilities 4 665 208 912 208 213 92.0 910 B34 B4.7 B85 715 871 G625 0.8 945 41.4
Multi-setting mental health facilities™ 382 927 898 914 237 937 95.0 B89 4.3 793 851 ar.7 T4.6 4.3 ar4 T
Other 13 |100.0 923 100.0 100.0 100.0  100.0 923 923 100.0 923 100.0 100.0 923 100.0 538
RTC = residential treatment center.
" Percentages sum to more than 100 percent, because a facility could report more than one computerized operational function.
* Created variable; includes facilities that use computer/electronic only and both electronic and paper to complete function.
* Includes facilities in the 50 states, the District of Columbia, American Samoa, Guam, Puerto Rico, and the U.S. Wirgin Islands.
* Ganeral hospitals consists only of non-federal general hospitals with separate psychiatric units.
® Includes non-hospital residential, plus either cutpatient and/or partial hospitalization/day treatment.
SOURCE: Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration, Mational Mental Health Services Survey (N-MHSE), 2018.
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