
 
June 5, 2026           

 

The Honorable Mehmet Oz, MD, MBA 

Administrator 

Centers for Medicare & Medicaid Services 

7500 Security Boulevard 

Baltimore, MD 21244 

RE:   Comment on CMS-0062-P 

         Interoperability of Medical-Behavioral Data Exchange in a Unified Integrated Healthcare System 

 

Dear Administrator Oz, 

NHMH – No Health without Mental Health, joined by the undersigned organizations, appreciates the opportunity 

to comment on CMS’s proposed rule to modernize prior authorization and interoperability requirements. NHMH’s 

patient advocacy nonprofit mission is to make behavioral health services an essential component of overall 

population health management, as part of the modernization of medical care, and thus widely available in 

healthcare settings across the country. Our comments focus on interoperability of data exchange as a foundational 

component of a unified medical-behavioral health payment and care delivery system.  

We applaud HHS and CMS for its recent interoperability-related policy innovations: (1) the 2025-2033 CMS/CMMI 

ground-breaking Innovations in Behavioral Health (IBH) State-based model sited in behavioral health settings, 

which explicitly funds investment in interoperability modernization, linking medical-behavioral integration directly 

to payment reform and which moves to one, integrated financing framework across payers (Medicare, Medicaid)  

built into the model design (http://www.cms.gov/priorities/innovation/innovation-models/ibh)), and (2) the 2026 

Behavioral Health Integration Data Sharing (BHIDS) national pilot project intended to expand core national data 

standards to include SUD treatment, mental health assessments and interventions. 

Our specific policy recommendations on the proposed rule follow: 

RECOMMENDATION #1: IBH Model Implementation Evaluation:  We understand the ongoing IBH model is 

currently focused on IT development of recruitment of States; however, once the five-year implementation 

phase begins, we recommend that CMS deploy a rigid evaluation component in order to learn what works and 

what doesn’t, including interoperable medical-behavioral data infrastructure, and why.  This is important as the 

IBH model, replete with bold, new innovations in the integration of physical, behavioral and social care with 

financing structures aligned across Medicare and Medicaid payers, has the potential to light a path forward 

towards a unified medical-behavioral payment system. 

RECOMMENDATION #2: Invest in Interoperability as Infrastructure: We urge CMS to make medical and 

behavioral data systems’ interoperability a required capacity of all of its alternative payment (APMs) models, 

and fund prospectively as core operational infrastructure. Without shared interoperable data, integrated care is 

not possible, and without integrated data as a seamless part of their practice, medical and behavioral entities will 

not be able to eventually move to total cost of care (TCOC) accountability and value-based payment. We urge CMS 

to accelerate models in which participants receive prospective funding, as in the IBH model, to modernize HIT, 

implement interoperable data systems and support value-based payment strategies. This would enable shared, 

longitudinal patient data across behavioral and medical systems. Interoperability across systems should include 

reliance on health information exchanges (HIEs), the integration of behavioral health into mainstream EHR 
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ecosystems, and progress toward shared quality and cost data across settings (Samal, 2016). Interoperability 

should be acknowledged as an infrastructure requisite since without shared data there is no shared accountability 

and no real integrated care. 

RECOMMENDATION #3:  Prioritize Unified Data & Interoperability for Complex Populations:  As CMS progresses 

advancing BH integration and payment reforms such as total cost of care (TCOC) accountability, we urge that it 

continue to prioritize the high-cost, high-need, complex, comorbid patient population as in the IBH model.  This 

cohort consists of dually eligible Medicare and Medicaid beneficiaries, individuals with serious mental illness, 

comorbid chronic disease patients, complex behavioral/substance use populations and persons with co-occurring 

substantial disability and other medical and behavioral conditions. As a group, it makes up 5% of the total national 

patient population yet accounts for 50% of total healthcare expenditures (AHRQ/MEPs, 2024).. By targeting 

complex, comorbid patients HHS will be able to make progress on addressing medical comorbidity and chronic 

disease prevention/management; the serious mental illness mortality gap; high-cost Medicaid populations; and 

the substance use disorder crisis. Many of these patients move across systems (Medicare, Medicaid), receive 

mental health care in Medicaid-financed settings and medical care in Medicare settings, and incur costs in both 

systems simultaneously. Creating fragmented accountability, duplicated infrastructure, misaligned incentives, and 

unconnected data systems. Interoperability and unified data for this group will facilitate these patients’ ability to 

move up and down complexity tiers, e.g. primary care, specialty BH, without leaving the system (Remers, T. et al, 

2022; Chang et al, 2023). 

RECOMMENDATION #4: Data System/Integration Standardization: We recommend CMS and ASTP/ONC 

prioritize development of rules that ensure current, state-of-the-art Fast Health Interoperability Resources 

(FHIR) data standards and application programming interfaces (APIs) are deployed, and integrated medical-

behavioral records (EHRs), are widely implemented. Data systems using FHIR standards should permit 

incorporation of patient-generated health data (PGHD) into data systems from apps and devices using 

standardized APIs. In addition, patient-reported outcomes measures (PROMs) and patient-reported experience 

measures (PREMs) should allow for measuring patient functional status, perceived quality of life, and social 

participation outcomes linked to integrated care. As regards patient privacy segmentation relating to sensitive 

patient data, we support the BHIDS pilot project effort to find a middle ground between privacy protection and 

selective data sharing based on patient consent and legal requirements (HL7 DS4P Implementation Guide; ONC 

HTI-1 Rule; SAMHSA 42 CFR Part 2 Regulations). 

RECOMMENDATION #5: Integration Patient Advisory Council. To ensure that the patient perspective and view 

remains a priority in federal integration policy involving integrated care, including in HIT, we recommend HHS 

establish an integration patient advisory council (IPAC).  That council could provide advice and input on such 

relevant areas as ensuring patient overall  trust in and understanding of, the newly modernized, integrated health 

system; privacy segmentation in data sharing; tiered patient consent; restrictions on non-treatment use of data; 

transparency around predictive analytics; strong 42 CFR Part 2 safeguards;  protections against inappropriate AI 

surveillance; affordability protection standards for integrated care; patient/family/caregiver burden reduction; 

integrated care navigators; and efforts to preserve the primacy of human relationships in health care. In 

increasingly technology-enabled health systems, we may run the risk of weakening the long-term doctor/care 

team relationship so fundamental to patient trust, engagement, medication adherence, and positive health 

outcomes, in favor of excessive algorithmic management and excessive automation. Discussion of the paramount 

importance of human relationships in healthcare is a perspective that is often missing from technology policy 

design; this is an area where a patient/advocate advisory council could provide invaluable and ultimately outcome-

improving and time-saving input to HHS/CMS. 
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RECOMMENDATION #6: Interoperability in Modernizing Medical Care:  We urge HHS and CMS to continue to 

accelerate its efforts to modernize U.S. medical care, constructing a new federal integration policy architecture 

centered on the integration of medical and behavioral health services, along the following principles:  a unified 

medical-behavioral payment system;  integrated PMPMs; medical-behavioral capitation;  unified quality 

metrics, ACO-type accountability; shared risk pools, integrated APCM structures, population health, and 

Medicare-Medicaid alignment. . (Bipartisan Policy Center, 2021; NASEM, 2021; CMS Behavioral Health Strategy, 

2026; CMS dQM Strategic Roadmap, 2024). We applaud CMS for recognizing behavioral health as an important 

factor in overall health outcomes, a critical element in reducing chronic disease and multimorbidity, a core 

component of longitudinal population health management and a reducer of downstream medical cost and societal 

economic costs (Milliman, 2018). 

RECOMMENDATION #7: Require Vendors’ Support of Unified Data Systems:  We recommend that CMS and 

ASTP/ONC require EHR vendors to support behavioral and physical health data in one unified system, or, 

alternatively, seamless interoperability across medical and behavioral data systems. Currently many EHR vendors 

do not meet ASTP/ONC certification standards of FHIR API interoperability (Pew Research EHR Usability, 2021-

2023).  Federal levers that could be applied to address this problem include requiring vendors to have behavioral 

health EHR certification under ONC’s Health IT Certification Program; modifying certification requirements, for 

instance. updating EHR certification rules to include behavioral health functionality; enforce information blocking 

under the 21st Century Cures Act, e.g. penalizing vendors who restrict data sharing; and deployment in CMS 

payment model requirements.  This is likely to lead to more cross-domain data exchange via APIs and HIEs, 

eventually leading to shared data across different health systems, unified risk stratification, and whole person 

payment models, resulting in one data ecosystem. 

Thank you for your consideration of these inputs. Should you have questions, comments or wish to discuss some of 

these inputs in further detail, please contact Florence Fee at florencefee@nhmh.org. 
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