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Disclaimer

The purpose of this presentation is to discuss the process of developing a financial
map and the lessons learned.

o The focus of the following presentation is on process, not interpretation of specific data points
and/or operational definitions.

The data used in this presentation is outdated and spans SFY’15 — SFY’18.

This presentation is a subset of information presented in the full report posted to the
Plan4Children.org website

The analysis and reporting were conducted by the CT BHP Administrative Services
Organization (ASO), known at the time as Beacon Health Options CT. The
organization is now called Carelon Behavioral Health CT.
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https://plan4children.org/child-adolescent-integrated-behavioral-health-financial-map/

Vision & Goal of Financial Mapping

 Vision: To align and integrate Connecticut’s
resources to provide quality services for children
and families with behavioral health needs.

» Goal: To operationalize, collect, and develop a
financial mapping analysis that specifies
expenditures on the behavioral health network
of care for children and families in Connecticut.

« SAMHSA Requirement: Financial Mapping
activity for both CONNECT & ASSERT grants
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families in Connecticut.

FINANCIAL MAPPING LOGIC MODEL: CONNECT (last updated 1/3/18)

Vision: To align and integrate Connecticut’s resources to provide guality services for children and families with behavioral health needs.
Goal: To operationalize, collect, and develop a financial mapping analysis that specifies expenditures on the behavioral health network of care for children and

CONTEXT

There is little publicly
available behavioral health
service expenditure data and
analysis across service
sectors and CT State Depts.
Fragmented financing for BH
delivery system.

INPUTS
Family & Youth Leadership &
Voice
Favor, Inc.
Beacon Health Options
Child Health & Development
PA 13-178 Advisory Board
Dept. of Children & Families
Yale Consultation Center
SAMHSA
Dept. of Mental Health and
Addiction Services
Judicial Branch/CSSD
Dept. Developmental
Services
Dept. Social Services
Dept. Public Health
State Dept. of Education
Dept. Rehabilitation
Services
Office of Early Childhood
CT Insurance Dept.
Office Healthcare Advocate
Connecticut Commission on
Women, Children and Seniors
Community Providers

ACTIVITIES/STRATEGIES

System Organization, Financing
and Accountability

Develop methodology and
financial map template to identify,
categorize, and collect children’s
behavioral health expenditures

Identify & assemble 13-178 BH
Workgroup to build consensus on
methodology and buy-in from
identified partners

Identify BH Partners to provide
expenditure data and primary contact
person to collect financial data.

Provide ongoing technical assistance
to identified BH Partners to ensure
accurate and complete reporting.

Synthesize and aggregate data in
identified categories; revise
categorization as new data becomes
available.

Continue to engage previously
identified and new BH partners to
continue collecting expenditure
data over time

Assist 13-178 BH Workgroup & BH
Partners in interpreting findings and
making recommendations on how to
better align, identify strengths,
challenges, and barriers.

OUTPUTS

System Organization, Financing
and Accountability

Mutually agreed upon
methodology for categorizing
expenditure

# of BH Partners identified

#/% of BH Partners providing
expenditure data

# hours/days of technical
assistance & support provided

# of people in attendance at 13-
178 BH Workgroup meetings

# of BH Partners collaborating
to pool resources to support
children’s behavioral health
services

#/% of BH Partners that
complete financial map
template

# of financial maps
created

# of financial maps
publicly shared

# and type of
recommended changes to
service delivery system
based upon financial map
data

OUTCOMES

System Organization, Financing and
Accountability

Short-term

Increased number of partners
participating in 13-178 BH Workgroup

Increased number of BH Partners
providing annual expenditure data for
children’s behavioral health services

Increased interagency collaboration to
support alignment of resources

Intermediate

Increased number of financial maps
created

Increased collaboration to pool
resources across agencies

Increased transparency of sharing
expenditure data for public
consumption

Long-term

Increased number family
members as decision-makers in
health-related governance

Decreased fragmented service
system

Increased alignment of resources

Fully funded service system




1st Iteration of Financial Map

° 1 st Iteratlon Of Flna nClaI Map Department Type of Data Submitted?
CID FTE estimate Yes
« 12 State Agencies participated CSDE Select Programs and Services Yes
. . CSSD Select Programs and Services Yes
Valuable information — e Vee
* Time intensive in collecting data |PcF All Programs and Services Yes
DDS Select Programs and Services Yes
¢ lelted typeS Of data DMHAS Select Programs and Services Yes
. . . . ) , DPH Select Programs and Services Yes
* lelted tlme perIOd SFY 15- 16 DSS Select Programs and Services Yes
o 1 Catego rization System Medicaid Paid claims data Yes
OCA FTE estimate Yes
¢ D|Sparate data SySte ms OEC All Program and Services Yes
OHA FTE estimate Yes
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2"d Iteration of Financial Map (Current)

* Revisions Included
o Re-coded to allow for an integrated substance use and mental health financial map
o Limited to two state agencies (DCF and Medicaid)
o Categorized map according to previous categorization system (i.e., CT Children’s Behavioral Health Plan)
o Re-categorized map according to new categorization system (i.e., Children’s BH Rating Workgroup)
o Expanded the reporting time period to include SFY15-SFY18 data
o Revised the Medicaid claims coding to provide greater behavioral health level of care specificity

o Created a primary diagnosis categorization system to include mental health, substance use, co-occurring, and co-
morbid categorization

o Included gender, age, race, and Hispanic origin for all Medicaid expenditures
o Included gender, age, race and Hispanic origin for selected DCF programs
— Care Coordination, Mobile Crisis, OPCC, ACRA, MST, MST-FIT, MST-EA, MST-PSB, MDFT
o Expanded the age parameters from 3 — 21 years old for Medicaid expenditure
o Applied Gross Domestic Product (GDP) adjustment to paid claims to adjust for inflation
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nd Jteration of Financial Map

Connecticut Children’s Behavioral Health Plan October 2014

Figure I11.2.Array of Services and Supports in the Connecticut Behavioral Health System of Care

« Two categorization systems
o Children’s BH Plan
o Children’s BH Rating Workgroup

CT Children's Behavioral Health
System of Care

Non-traditional / Di 3
Non-clinical -
Therapeautic
e — C ity/g Juv. court/school programs L Intervention
Identification & organic/faith-based programs Juv. review boards _I
Early Intervention

Afterschool programs Youth services and positive

youth development Therapeutic child care
SYSTEM INFRASTRUCTURE/ Universal screening T after school
CARE MANAGEMENT ENTITY: Home visiting
’ Behavioral healh Outpatient
CONNECTICUT CHILDREN’S BEHAVIORAL HEALTH SYSTEM e Behavinal Outptiet
Point Access
LEVEL OF it ti Outy ks Clinic-based
SERVICES driven, individualized care ial-Emotional CARE COORp Evidence-based practices
* Intensive Care Coordination Learning ’N4,,, Counseling
POPULATION FISCAL ARRAY and Child and Family Substance-use treatment
Wraparound Team Early Care/Head Start COMMUN/T, = School-based
Meetings Social-emotional learning 1_‘ School clinicians
* Single Plan of Care models 5 W(/CAREG, % Health Centers
Development School climate (e.g. pais) v"\ "g, : Outposted-school clinicians
* Peer to Peer/Family After school * - °<
o
Advocacy Support - A Intensive
* Flexible Wraparound Funds Family > Outpatient
* Family/Parent/Caregiver/ Strengthening 2
TARGETED SERVICES Youth invol
= A TS Intensive clinic-based
* Community involvement Parent skill building

Partial hospitalization
Intensive outpatient

s
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BASIC NEEDS AND SOCIAL DETERMINANTS OF HE

g e mployment secur chool nutrition af
borhood recr

SYSTEM OF CARE BASED ON VALUES AND PRINCIPLES OF A FULL
SPECTRUM OF EFFECTIVE, COMMUNITY-BASED SERVICES

for children and youth with, or at risk for, mental health or other challenges and their families. This system is a coordinated network
that builds meaningful partnerships with families and y and ltural and | ds to help them
function better at home, school, in the community, and throughout life.
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and oversight Parent leadership training
« Utilizati Community programs
» Continuous Quality

Improvement

+ Data/Outcome Reporting

* Local Systems/Network
of Care, Infrastructure and
Coordination

* Workforce Development

+ Cultural and Linguistic
Competency

Ongoing Supports I

Community support

Supportive housing

12-Step Programs

Peer supports

Basic needs support
Recovery Supports

Extended-day treatment

Home-based
Intensive In-home services

Crisis Intervention I

Mobile Crisis

Crisis stabilization units

Intensive Behavioral Health
Assessment Centers

€0 (last resort)

Transitions | |

Congregate care I |

Inpatient

Life skills/Support
Transition support
Support & Care

Group Homes
Residential Treatment
Centers.

Psychiatric Residential

Treatment Facilities
Inpatient units
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Challenges of 2" |teration

* Integration of disparate data sources
o Merging DCF financial records to DCF program details; time intensive data cleaning
o Over 1,600 lines of code and integration of 11 different Excel files
— Created a reference table of provider names to have a uniform coding
— Created a reference table of service categorization to have a uniform coding

— Revised reference table to include 2 different categorization systems

— Created a GDP reference table based upon SFY to apply an adjustment to expenditures
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Challenges of 2" |teration

* Integration of Demographic Information
o DCF’s financial data is at program level and the demographic data is at an episode level
o In Medicaid, given FFS model, allows for identification expenditure at youth level
o Integration of demographic data from both sources proved difficult to prevent double counting
— Keep demographics separate for interpretability
* Integration of Disparate Data Sources

o Differentiating between MH and SUD
— Medicaid based upon first four diagnostic positions on a claim (sometimes no diagnosis)
— DCF based upon treatment/intervention and targeted population
o Service type descriptions in DCF expenditure data
— Need detail /additional information in order to classify the type of expenditure
— Need consistent spellings of provider names in order to merge/join across programs and SFY
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Results Overview

» Section 1. Total Expenditure by Source and SFY
» Section 2. Total Expenditure by Source, SFY, and Categorization System

« Section 3. Medicaid Behavioral Health Treatment Expenditure by SFY, Level of Care, and
Demographics [Non-Unique Youth]

» Section 4. Medicaid Behavioral Health Treatment Expenditure by SFY, Race and Hispanic Origin
[Non-Unique Youth]

» Section 5. Medicaid Behavioral Health Treatment Expenditure by SFY, and Demographics per
Unique [Unique Youth]

« Section 6. Medicaid Behavioral Health Treatment Expenditure by SFY, Race, and Hispanic Origin
[Unique Youth]

» Section 7. Selected DCF Services Total Expenditure by Service Type and SFY [Non-Unique Youth]
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Total Expenditure by Source & SFY

« Between SFY’'15 and SFY’18, there was an overall increase in behavioral health spending for
youth and young adults; absolute spending increased from $453.9M to $536.1M, a difference
of $82.2M and an increase of $107.0M, when adjusted for inflation.

Total Expend and GDP Adjusted Behavioral Health Expend by SFY
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Total Expenditure by Source & SFY

« When split out by funding source, there was a greater total adjusted percent increase in
expenditure from Medicaid (from SFY’15 — SFY’18, increase of $69.5M, adjusted, 27.3% adjusted
increase) compared to DCF (from SFY’15 — SFY’18, increase of $37.5M, adjusted, 18.8% adjusted

increase).

Total Expend and GDP Adjusted Expend by SFY and Source
DCF Medicaid
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Expenditure by Source
& SFY & Category

* Medicaid accounted fora .
larger total percent of
behavioral health
expenditures across all
four years, with SFY’18
being the highest (57.8%
of total expenditure
examined, compared to
42.2% from DCF).

* DCF paid for a more
diverse number of
services and supports
including system Medicaid
infrastructure, prevention,
promotion, and support &
care.

&4 Connceticut BHP  §3carelon

Categorization System

Treatment

Support & Care

System Infrastructure

Prevention

Promeotion

Total

Treatment

System Infrastructure

Total

Total and Percent Expend by SFY, Source, and EH Plan
(Total Adjusted Expend; Percent Across Sources)

SFY1S

. $131.7M (29.0%)
I 44 6M (9.8%)

| £17.2M (3.5%)
$5.4M (1.2%)

£0.2M (0.0%)

- $199.1M (43.9%)
- $251 9 (55.5%)

$3.0M (0.7%)

- $254.8M (56.1%)

SFY16

. $152.1M (31.5%)
I £48.0M (10.0%%)

| $19.6M (4.1%)

$5.6M (1.2%)

£0.3M (0.1%)

- $225.6M (46.8%)
- 4253 4N (52 5%)

$3.3M (0.7%)

- $256.7M (53.2%)

SFY

$5.4M (1.0%)

$0.6M (0.1%)

3 41 (0.6%)

£159.7M (30.2%)

£48.4M (9.2%)

£23 3M (4.4%)

SFY17 SFY18

£159.4M (28.4%)

£49.5M (8.8%)

£21.4M (3.5%)

$6.0M (1.1%)

20,40 (0.1%)

$237.5M (44.9%) - $236.6M (42.2%)
$287 6M (54.4%) - 4320 6M (57 2%)

$3.7M (0.7%)

$291.0M (55.1%) - $324.3M (57.8%)



Expend itu re by So urce & Total and Percent Expend by SFY, Source, and BH Rating Team

(Total Adjusted Expend; Percent Across Sources)

SFY & Category SFY

Source Categorization System SFY15 SFY16 SFY17 SFY18
DCF Targeted I 126.5M (27.995) I s130.1M (27.0%) I £137.6M (25.0%) B 13850 (22.7%)
Intensive [ 54740 (10.4%) P $57.3m (13.9%) P ss8.9M (13.0%) I s6s.40 (12.29%)
.. . \ Targeted, general administrative $4.7M (1.0%) | $7.6M (1.6%) | $9.4m (1.8%) | $9.5m (1.72)
° SI mi Ia rl y, INn usin g th e Targeted, infrastructure loosely connected. | $7.8M (1.7%) | $7.7M (1.6%) | $7.90 (1.5%) | $7.2m (1.3%)
Con ne CtICUt C h| Id ren ’S Targeted, infrastructure connected to trea.. | $6.5M (1.4%) | $6.3M (1.3%) | $7.40 (1.49%) | $7.0M (1.2%)
Universal $2.8M (0.6%) $3.2M (0.7%) $2.6MM (0.5%) $2.7M (0.5%)
Behavioral Health System Intensive, Targeted, Universal $1.0m (0 2%) 1.5 0.3%) $1.60(0.3%) $1.6M (0.3%)
Ca te g O”Zatl O n SySte m , Int.e nsive, Targeted, gEf‘lF_.-raI ad.rnini strative  $0.7M (0.2%) £0.6M (0.1%) $0.6M (0.1%) £0.4M (0.1%)
Universal, general administrative $0.1M (0.0%) $0.3M {0.1%) $0.3M (0.13) $0.4M (0.1%)
93 5% Of a” expe nd |tu reS’ Targeted, Universal, general administrative  $0.3M (0.1%) $0.3M {0.1%) $0.3M (0.19%) $0.3M (0.1%)
. . Intensive, Targeted, Universal, general ad..  $0.4M (0.1%) £0.1M (0.0%) £0.4NM (0.1%) $0.3M (0.0%)
across bOth Med ICa Id a nd Universal, infrastructure loosely connecte..  $0.1M (0.0%) £0.2M (0.0%) £0.2M (0.09%) $0.1M (0.09%)
DC F were for Ta rg eted or Targeted, Universal, infrastructure loosely..| $0.0M (0.0%) $0.0M {0.0%) $0.0M {0.0%) $0.1M (0.0%)
. ) Targeted, Universal, infrastructure connec.. $0.0M (0.0%) $0.0M {0.0%) $0.0M (0.09%) $0.0M (0.0%)
Intensive services and Intensive, infrastructure connected to trea.. $0.0M (0.0%) $0.0M (0.0%) $0.0M (0.0%) $0.0M (0.0%)
su p p o) rt S. Inte nsive, 1-;eneral administrative $0.6M (0.1%) $0.3M {0.1%) $0.0M {0.0%) $0.0M (0.0%)
Intensive, infrastructure loosely connected.. $0.0M (0.0%) $0.0M {0.0%) $0.0M {0.0%) $0.0M (0.0%)
Universal, Targeted, infrastructure loosely.. $0.2M (0.0%) $0.1M {0.0%) $0.0M {0.0%) 0

Total [ s199.1m (43.9%) [ s22s.6m (46.8%) [ s237.5Mm (24.9%) [ se36.6m (32.2%)
Medicaid  Targeted B ;153 30 (33.8%) I :165.0M (32.8%) I 5175.5Mm (33.2%) B 510250 (34.4%)

Intensive B 502 3M(20.8%) Il :51.0m(15.8%) I :108.6Mm (20.5%) B 512490 (22.295)
Targeted, infrastructure connected to trea.. $5.4M (1.2%) $5.4M (1.1%) $4.8M (0.9%) $4.6M (0.8%)
Targeted, general administrative $1.5M (0.3%) $2.0M (0.4%) $2.1M (0.49%) $2.3M (0.4%)
Intensive, infrastructure connected to trea.. $0.3M (0.1%) $0.3M (0.1%) $0.0M (0.0%) $0.1M (0.0%)

Total I s2sa-em(se.a%) [ $256.7m (53.2%) [ s201-0m (55.1%) | $323-3m (57.8%)
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Expenditure by Source
& SFY & Category

" Supnoring Health and Recowery

Paid mental health

services and supports are

significantly higher than
exclusive (i.e., excludes
co-occur and other)
substance use disorder
services and support for
both DCF (87.2%
compared to 12.8%) and
Medicaid (88.6%
compared to 1.4%) in
SFY’18. This finding was
consistent in other SFY,
too.
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DCF

Medicaid
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Behavioral Health

Categorization System

MH

sSuD

Total

MH

OTHER

COOCCUR

sSuD

Total

Total and Percent Expend by SFY, Source, and MH and SUD
(Total Adjusted Expend; Percent Within Sources)

SFY15

. $172.6M (86.7%)

I £26.5M (13.3%)

. $199.1M (100.0%)
- £225.3M (88.4%)

$16.1M (5.3%)

$5.4NM (3.7%)

$4.0M (1.6%)

SFY1l6

. $195.1M (88.3%)

$26.5M (11.7%)

£220.0M (85.7%)

- $225.6M (100.0%)

| $20.9M (5.1%)

$11.9M (4.6%)

$4.0M (1.5%)

SFY

SFY17

. $209.4M (88.2%)

£28.1M (11.8%)

- $237.5M (100.0%)
- £256.0M (88.0%)

$19.1M (5.6%)

$11.8M (£.1%)

$4.1M (1.4%)

SFY18

. $206.5M (57.2%)

£30.2M (12.8%)

- $236.6M (100.0%)
- $287.4M (88.6%)

| $21.4M (5.6%6)

$10.8M (3.3%)

$4.6M (1.4%)

- $254,8M (100.0%) - $256.7M (100.0%) - $291.0M (100.0%) -$324.3m(1w.n%)



Medicaid Behavioral Health Treatment Total Adjusted Expend by SFY, Level of Care, and Count of Non-Unique Youth

Medicaid Treatment

Expend itu re by S FY & SFY15 SFY16 SFY17 SFY18
Outpatient BH Services [ 554.7v (21.7%,n=67,156) [E 2.5 (24.7%,n=70,172) I 0. 21 (24.4%,n=72,292) [ EEEE 1 (25 .8%,n=75,128)
Level of Care

B 535.2M (11.0%,n=2,628)
B 522.4M (10.4%,n=170)
B 533 .40 (10.4%,n=189)
B 531 30 (9.8%,n=2,137)
Bl 522.7M (7.1%,n=3,518)
B 51521 (4.7%,n=2,012)
I $14.5M (4.5%,n=20,287)
[l 55.5M (2.0%,n=23,680)

l 57.2m (2.2%,n=163)

Jl 55.3M (2.0%,n=2,247)

J 56.1M (1.9%,n=10,755)

Jl $5.2M (1.7%,n=2,508)

|| 54.6M (1.4%,n=740)

| $4.1Mm (1.2%,n=282)

| $3.3M (1.0%,n=2,340)

| $2.1M (0.7%,n=2,917)

Inpatient Psychiatric Acute [JJJ $20.0M (11.9%,n=2,638) B 533.6M (11.7%,n=2,580)
PRTF State [ $41.0M (16.2%,n=229)
Inpatient Psychiatric State I $3.0M (1.2%,n=17)
waiver [ $35.3M (15 6%,n=2,648)
ncars [l 522 3M (8.8%,n=3,617)
Autism Services | $0.8M (0.3%,n=177)
School Based BH Services . $12.4M (4.9%,n=13,785)
Other Services BH Primar.. I $6.2M (2.5%,n=29,482)
PRTE Community Jl] $6.7M (2.7%,n=173)
PHPEDT ] $5.4M (2.5%,n=2,489)
ED Mon-BH Services | $1.8M (0.7%,n=7,510)
10P ] $5.6M (2.2%,n=2,725)
Home Health I $5.4M (2.2%,n=806)
prumat ] $7.3M (2.99%,n=518)
Other Home Basad Services I $3.5M (1.4%,n=2,264)
Inpatient Medical Non-BH .. $0.8M (0.3%,n=1,644)

I 530.4M (12.0%,n=2,486)
B 525.1M (11.5%,n=151) B 525.611 (10.2%,n=148)

| $3.1Mm(1.2%,n=18) B 52510 (8.7%,n=132)
B 524 80 (17.7%,n=2,612) [ $35.2M (12 6%, n=2,471)
B 521.3M (8.4%,n=3,496) Il 522 81 (7.9%,n=3,398)

| $2.0Mm (1.2%,n=664) B 57.8m (2.7%,n=1,241)

B 512.0Mm (4.7%,n=15,127) B 512.2m (4.3%,n=17,653)

J 57.0m (2.8%,n=20,999) B s8.9M (2.19%,n=31,212)

Jl 55.aM (2.5%5,n=185) B 57.1M (2.5%,n=167)

Jl 55.9M (2.29,n=2,266) fl 556.2Mm (2.1%5,n=2,259)

| $1.9M (0.7%,n=7,949) J $5.1M (1.8%,n=10,085)

Jl $5.6M (2.2%,n=2,693) J $5.3M (1.8%,n=2,455)

[ $5.4M (2.1%,n=949) [ $4.8M (1.7%,n=811)

f s6.1m (2.4%,n=419) | $3.5Mm (1.29%,n=248)

| 53.6M (1.4%,n=2,374) | 53.7m (1.3%,n=2,341)

| $1.4M (0.5%,n=2,170) | $1.8M (D.6%,n=2,735)

* For Medicaid treatment
expenditures, outpatient
behavioral health services was
the highest absolute and
adjusted expenditure across all
four years. In SFY’18, outpatient
behavioral health accounted for
25.8% of all behavioral health

treatment expenditures.

» After outpatient behavioral
health, the next three highest
levels of care expenditures were
inpatient psychiatric acute
(11.0%), psychiatric residential

Inpatient Medical BH Serv.. I $2.0M (0.8%,n=5841)

Residential Rehab
Extended Stay Facility
Methadone Maintenance
Detoxification Inpatient F..
Community First Choice
ED BH Services
Observation

Assisted Living Facility
Birth to Three Services
Skilled Mursing Facility

treatment facility (PRTF; 10.4%)  Petoxirication Ambulatory

and inpatient psychiatric state

(10.4%) in SFY’18.

Detoxification Inpatient ..
Group Home
Intermediate Care Facility

Detoxification Residential

$0.9M (0.3%,n=139)
$0.1M (0.1%,n=2)

50.4M (0.2%,n=232)
$0.3M (0.1%,n=200)

$0.1M (0.0%,n=660)
$0.2M (0.1%,n=320)
$0.1M (0.0%,n=89)
50.0M (0.0%,n=2)
$0.1M (0.0%,n=24)
50.0M (0.0%,n=22)
$0.0M (0.0%,n=2)

$0.3M (0.1%,n=8)
$0.0M (0.0%,n=38)

| $1.5M (0.6%,n=676)
$0.7M (0.3%,n=124)
$0.3M (0.1%,n=3)
50.4M (0.2%,n=253)
$0.3M (0.1%,n=217)

$0.1M (0.1%,n=738)
$0.2M (0.1%,n=464)
$0.0M (0.0%,n=42)
50.0M (0.0%,n=1)
$0.1M (0.1%,n=23)
$0.0M (0.0%,n=10)
$0.0M (0.0%,n=2)
$0.0M (0.0%,n=2)
$0.0M (0.0%,n=2)
$0.0M (0.0%,n=13)

| $1.2M (D.4%,n=249)
$0.8M (0.3%,n=135)
$0.6M (0.2%, n=4)
$0.4M (0.1%,n=239)
$0.4M (0.1%,n=191)
$0.1M (0.0%,n=12)
$0.0M (0.0%,n=433)
$0.0M (0.0%,n=453)
$0.0M (0.0%,n=21)
$0.0M (0.0%,n=3)
$0.0M (0.0%,n=24)
$0.0M (0.0%,n=3)

$0.0M (0.0%,n=1)
$0.1M (0.0%,n=1)

| $1.5M (0.5%,n=378)
$0.8M (0.2%,n=119)
$0.4M (0.1%,n=2)
$0.3M (0.1%,n=182)
$0.3M (0.1%,n=147)
$0.2M (0.1%,n=24)
$0.1M (0.0%,n=1,030)
$0.1M (0.0%,n=551)
$0.0M (0.0%,n=35)
$0.0M (0.0%,n=3)
$0.0M (0.0%,n=12)
$0.0M (0.0%,n=2)
$0.0M (0.0%,n=1)
$0.0M (0.0%,n=3)
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Medicaid Behavioral Health
Treatment Expenditure by
SFY, and Demographics per
Unique [Unique Youth]

«  White and Black youth had a
similar rate of Medicaid behavioral

health treatment expenditure, per
unique youth, $4,805 and $4,640,

respectively.

* Native American/Alaskan Natives
and Asian youth had the lowest
rate ($3,102 and $3,682,

respectively).

Connecticut BHP

.‘ Supnoring Health and Recowery

Administered by
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Behavioral Health

Medicaid Behavioral Health Total Adjusted Expend Rate per Unique Youth by SFY and Race

$6,196 (n=83)

$4,976 (n=700)

54,4388 (n:E 6'95[})’—4_/-/-\
$4.425 (n=642) $4.665 (n=26,455)

54,010 (n=9,279) $3,887 (n=9,326

$3,701 (n=23,046)i— $3,438 (n=24,392)
$3,461 (n=85) -

$4,574 (n=27,601) ===$4,808 (n=34)

$4,640 (n=11,168)

54,380 (n=10,273)
£3,856 (n=27,605)

$3,903 (n=2,821)
$3,682 (n=899)

$3,780 (n=2,545)

3,102 (n=257
- $3,150 (n=833) $3,102 (n=257)
52,957 (n=77)
$2,491 (n=239) 52,714 (n=230)
SFY15 SFY1e SFY17 SFY18
Demographic Selection Parameter
Race
Expend Selection Parameter
Total Adjusted Expend Rate
Demographic Parameter Calc
. Asian . Black Multiracial Mative America.. . Pacific Islander . Unknown . White



Selected DC F Services Selected DCF Services Total Expend and Non-Unique Youth Count by Service Type and SFY

TOtaI EXpenditure by N s11eu (n=13,001) $11.8M (n=13,072) L (iﬂ’?am $11.8M (n=13,536)
Se rvi ce Ty pe and SFY 11M - ’ -6M (n=13,448) ——2$11 30 (n=14,596)
[Unique Youth] rou

. (FRA_MMM (n=741) $11.2M (n=709)

$9.9M (n=777)+— $10.1M (n=731)
« Of the selected DCF programs, seMeeiz
OPCC had the highest .
expenditures across all years 8M

with flat funding [unadjusted] and
an increase in the number of
non-unique youth served (low of
13,001 youth in SFY’15 and a

7M
$6.4M (n=962)

$6.1M (n=1,023)

&M .__________———'
$5.7M (n=819)

——s$6.1M (n=953)

DCF Expend Parameter Calc

EM
high in SFY’17 of 13,780 youth).
am
. N . . a1 $3.0M (n=159) $3.1M (n=146)
* Mobile Crisis had an increase in $2.6M (n=144) 527M (ne153)
expenditures [unadjusted] M O ) $1.7M (n=390) $1.7M (n=359) $L7M(=82) <) 701 (ne326)
between SFY’15 to SFY’17 and $1.6M (n=53) A
_ ’ 1M £0.6M (n=26) $0.6M (n=11) : £0.7M (n=11)
then a decrease in SFY’18 and a o $0.4M (n=14) $0.6M (ne20) YTy £0.6M (n=15)
continuous increase in the SFY15 SFY16 SFY17 SFY18
nu mber Of youth Served (SFY’1 5 B Outpatient Psychiatric Clinic for Children B Multisystemic Therapy B multisystemic Therapy Family Integrated Transitions
. Emergency Mobile Psychiatric Services (EMPS) Adolescent Community Reinforcement Approach
n=1 2’441 ) SFY’1 8 n=14,596) . Multi-Dimensional Family Therapy . Multisystemic Therapy Problem Sexual Behavior
. Care Coordination Multisystemic Therapy Emerging Adults
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Summary

 Methods

o Many advancements and innovations with this iteration of financial map
o See final report for detailed methodology

* Results
o Only a handful of selected results shown here
o See final report for 60+ cuts of the data

« Challenges & Limitations
o See final report for discussion of limitations

o One key takeaway: integrating disparate and non-uniform datasets is challenging and time
consuming
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https://plan4children.org/child-adolescent-integrated-behavioral-health-financial-map/

Thank You

Questions?



Contact

Carrie Bourdon, LCSW

Chief Executive Officer
./ CT BHP Division

Carol.Bourdon@Carelon.com

Administered by
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Bonni Hopkins, PhD

SVP, Quality, Analytics &
Innovation

Bonni.Hopkins@Carelon.com
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