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Overview of evaluation 

In January 2016 we released the report Design of the Idaho 

Behavioral Health Plan in response to concerns from legislators 

and stakeholders about the Idaho Behavioral Health Plan. The 

plan is Idaho Medicaid’s managed care contract for outpatient 

behavioral health services. The evaluation request had indicated 

the difficulty reconciling the significant divergence of accounts 

from patients, providers, the contractor, and the Department of 

Health and Welfare about the impact of the plan.  

We found that the significant divergence in views about the 

performance of the contract stemmed from the department’s lack 

of communication about the purpose of the Idaho Behavioral 

Health Plan. Idaho had become an outlier among states in the 

use of a particular outpatient service: psychosocial rehabilitation. 

Idaho Medicaid’s spending on psychosocial rehabilitation had 

increased from $8.3 million in 2001 to $83.3 million in 2013. 

Spending on psychosocial rehabilitation in 2013 exceeded all 

other spending on outpatient behavioral health services 

combined by nearly 70 percent.  
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The Department of Health and Welfare believed that much of 

psychosocial rehabilitation was being provided in circumstances 

where it did not have an evidence-based benefit. A primary goal 

of the Idaho Behavioral Health Plan was to replace psychosocial 

rehabilitation with services the department considered evidence-

based and more clinically appropriate. Behavioral health 

providers, unaware of the department’s goal to reduce 

inappropriate psychosocial rehabilitation, believed the contractor 

administering the Idaho Behavioral Health Plan was responsible 

for the decision to reduce authorization of psychosocial 

rehabilitation.  

Every behavioral health managed care contract in the nation 

except Idaho’s has made a contractor responsible to provide both 

inpatient and outpatient care. The department reported that it 

excluded inpatient care from the Idaho Behavioral Health Plan so 

the contractor could focus on the overuse of psychosocial 

rehabilitation. 

Responsibility for the entire continuum of care incentivizes a 

contractor to provide low cost, effective, and preventative 

services with the goal of avoiding high-cost crises. Although the 

department withholds a portion of the contractor’s 

reimbursement to protect against increases in spending on 

inpatient services, inpatient and outpatient services may be 

better coordinated if they are administered together.  

Recommendation 

Because the Idaho Behavioral Health Plan had made significant 

strides to control the overuse of psychosocial rehabilitation, we 

recommended that the department evaluate the merit of 

including the entire continuum of care in the plan. The 

recommendation was as follows: 

To determine whether to expand the Idaho Behavioral Health 

Plan to the full continuum of care, we recommend the 

department formally evaluate the merit of including inpatient 

services in the Idaho Behavioral Health Plan. A formal 

evaluation will enable the department to make a deliberate, 

informed decision. 

The department’s formal evaluation should clearly document 

each of the following components: 

Reasons and goals for either including or excluding inpatient 

services 
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Choices available and criteria for making a choice 

Baselines for key measures and expectations of the 

performance of those measures  

Potential barriers and risks 

Resource needs to successfully implement decision 

In addition, we recommended that the department use 

independent third-party expertise when necessary to assist in 

planning and designing the transition. 

2017 update 

The department updated the Joint Legislative Oversight 

Committee in February 2017 about progress in implementing  

our recommendation. It reported that it had contracted with the 

Center for Health Systems Effectiveness at the Oregon Health 

and Science University to evaluate Idaho’s behavioral health 

system. The center’s study included criteria and baseline data, 

two components of our recommendation, that the department 

could use to evaluate changes to the behavioral health system.  

The center used the following measures to conduct the study: 

Utilization rate of inpatient services 

Utilization rate of emergency department services 

7- and 30-day rates of follow-up after hospitalization for 

mental illness 

The center recommended that the department consider two ways 

to improve Idaho’s behavioral health system: (1) transition 

“inpatient care delivery to a prospective payment” by including 

inpatient coverage in the Idaho Behavioral Health Plan and to 

implement “a quality improvement plan to inpatient—outpatient 

coordination” and (2) explore “ways to decrease the rate of 

avoidable emergency department visits.”  

This study represented an integral step by the department toward 

completing our recommendation. It can be found on our website.  
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2018 follow-up review 

Optum Idaho administers the Idaho Behavioral Health Plan. In 

2017 the department extended its contract with Optum Idaho by 

two years. The department did not make any changes to the 

delivery of inpatient behavioral healthcare as part of this 

extension. However, the department reports that when the most 

recent extension expires in 2019 and the department chooses to 

extend or to rebid the contract, it will evaluate the merit of 

including inpatient services in the plan. 

From January 2016 to the fourth quarter of 2017, the rates at 

which Medicaid clients accessed most services provided by 

Optum Idaho remained stable. There were two exceptions: 

psychosocial rehabilitation and peer support services. As shown 

in exhibit 1, more people now access peer support services than 

psychosocial rehabilitation services.  

In January 2018 the department initiated a program intended to 

make major changes in the way Medicaid benefits, including 

inpatient behavioral healthcare, are delivered. This program, 

known as Healthy Connections Value Care, will encourage 

physicians, hospitals, and other stakeholders to form a 

cooperative structure within their region, known as a regional 

care organization. The department describes this program as “an 

Idaho-based approach to integrated care.” 

Initially, regional care organizations will be responsible for the 

delivery of physical healthcare and inpatient behavioral 

healthcare. Outpatient behavioral health will continue to be 

provided under the Idaho Behavioral Health Plan. The 

department reports that the primary criterion for deciding how 

inpatient behavioral healthcare will be delivered in the future is 

how well regional care organizations and the Idaho Behavioral 

Health Plan coordinate care.  
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Goals for behavioral healthcare 

In an update for this follow-up, the department said its goal for 

the Idaho Behavioral Health Plan had been to create a cost-

effective, evidence-based system of behavioral healthcare with a 

focus on recovery and resilience. It claimed that these goals had 

largely been achieved and the focus would be on coordinating 

care between outpatient and inpatient care. 

With inpatient behavioral healthcare being provided by the 

regional care organizations, the Division of Medicaid’s primary 

goal for the Idaho Behavioral Health Plan is to improve the 

coordination of inpatient and outpatient care. If the Division of 

Medicaid observes that the coordination of care has improved 

with inpatient and outpatient care administered separately, the 

department will not pursue the inclusion of inpatient care in the 

Idaho Behavioral Health Plan. 

Exhibit 1 

Since 2016 more clients have accessed peer support services than 

psychosocial rehabilitation (PSR) services. 

The graph compares Medicaid clients who accessed services between January and March 2016 

with Medicaid clients who accessed services between October and December 2017.  

PSR 

Peer  

support 

34% of 2016 numbers 

293% of 2016 numbers 

 

 

0 8 12 16 

Number of Medicaid clients per 1,000 

Source: Optum Idaho quarterly reports. Optum provides peer support only to those ages 18 and older.  

4 20 
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Choices available to the department 

If the Division of Medicaid does not observe improvement in the 

coordination of care, the department has several choices. It can 

continue the separate administration of outpatient services under 

the Idaho Behavioral Health Plan and put the plan up for bid or 

the division can add inpatient services to the plan.  

Outpatient and inpatient services could be integrated statewide 

in the Idaho Behavioral Health Plan or at the regional level if 

regional care organizations successfully bid to administer 

outpatient services.  

Expectations for key measures 

The Division of Medicaid reported that it will use both formal 

measures and informal factors to decide how to proceed.  

Formal measures include the following: 

Follow-up appointments after hospitalization for mental 

illness in 7 or 30 days 

Rates of hospitalization for mental illness 

Readmission after discharge from hospitalization for mental 

illness 

Rates of residential treatment 

Use of emergency department for mental health 

Exhibit 2 shows the status of four of these measures as reported 

by Optum Idaho. These measures are reported, online and 

publicly accessible, in Optum Idaho’s quarterly reports. The 

Division of Medicaid expects at least some improvement in these 

measures as it implements Healthy Connections Value Care. It 

also expects regional care organizations and Optum Idaho to 

cooperate in delivering better coordinated care. The Division of 

Medicaid would be concerned about a lack of progress in the 

coordination of care, not just deterioration.  

Informal factors entering into the division’s consideration 

include the level of meaningful engagement from Optum Idaho 

and the regional care organizations in behavioral health 

integration efforts, provider coordination, and reports for 

services and coordination.  
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Third-party expertise 

Using third-party expertise, when necessary, was a key 

component of our recommendation. The Division of Medicaid 

gave four examples of its use of third-party expertise in 

evaluating Idaho’s behavioral health system: 

1. The Oregon Health and Science University, in addition to 

completing the study as part of the department’s 2017 

update to this report, has assisted the department in 

evaluation planning efforts for Medicaid waivers, and will 

likely do similar work in the future.  

2. Health Management Associates has helped the 

department in contract development for regional care 

organizations and studies of other state models, and 

provided additional advice.  

3. IBM/Truven is the Division of Medicaid’s data analytics 

vendor; in that capacity, it has assisted the division in 

developing quality measures for regional care 

organizations, primary care, and behavioral health.  

Key measure to be assessed by the department 
Range of  

values 

Hospitalization (per 1,000 members) 2.6–3.1 

Hospital readmission within 30 days of discharge (%) 7.0–11.8 

Follow-up appointment within 7 days of discharge (%) 46.3–50.7 

Follow-up appointment within 30 days of discharge (%) 66.2–69.7 

Use of emergency department for mental health  

(per 1,000 members)* 
2.2–2.8 

Exhibit 2 

The division will use five key measures to monitor the 

coordination of inpatient and outpatient care.  

*Range for emergency department use are from January to May 2017. 

 

Source: Optum Idaho quarterly reports.  

The range of values reported each quarter between the third quarter of 

2016 and the third quarter of 2017. 
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4. The Eugene S. Farley, Jr. Health Policy Center has been 

consulted in its role as an organization that helps states 

assess the level of behavioral health coordination and 

advise on ways to improve behavioral health coordination. 

It produced the report Aligning and Advancing 

Integrated Behavioral Health: A Stakeholder’s Report, 

published in December 2017.  

As it considers various approaches to healthcare delivery, the 

department should continue to consult third-party expertise as 

necessary. 

Conclusion 

The department will decide whether to integrate the 

administration of inpatient and outpatient behavioral healthcare 

after regional care organizations have operated long enough for 

the department to evaluate coordination of care. Although the 

department has completed many components of our 

recommendation, others would best be completed closer to the 

department’s decision.  

In 2019 the department will choose whether to integrate or to 

continue with the separate administration of outpatient and 

inpatient services. If the department chooses to integrate the 

administration of services, it may continue with a statewide 

contractor or make regional care organizations responsible for 

outpatient services. Whatever the department’s choice, we 

recommended that the department document the risks and 

barriers of its choice and the resource needs to make its choice 

successful. These remaining components of our recommendation 

can be clearly assessed as the department makes its decision. A 

status report from the department containing these components 

before the 2020 legislative session would resolve the 

recommendation. Therefore, this recommendation is in 

progress.  
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Additional resources for 

understanding Idaho Medicaid’s 

Plan for Integrated Care 

Healthy Connections Value Care White Paper, 

September 2017 

Aligning and Advancing Integrated Behavioral Health: A 

Stakeholder’s Report, December 2017, starting on page 11 

Optum Idaho, the administrator of the Idaho Behavioral Health 

Plan, provides quarterly reports that include utilization rates and 

certain quality measures. 
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