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The Legislature appropriated $5 million, which was matched with 
Medicaid revenue, to the Health Care Authority (HCA) in the 2024 
session from the government results and opportunity (GRO) fund for 
pilot projects for screening brief intervention and referral to treatment 
(SBIRT) and for certified community behavioral health clinics 
(CCBHC). Both projects are federally approved approaches to 
improving behavioral health outcomes. Since fiscal year 2024, the 
state has appropriated $89.5 million for behavioral health rate 
increases and in 2025 appropriated $565 million in nonrecurring 
funding for behavioral health services statewide. However, there is 
little data indicating New Mexico's health and behavioral health 
outcomes are improving, or that access is better today than it was 
when the state began making these investments.  
 
 
Amount: $5 million 
annually for 3 years 

Purpose: For a pilot to expand evidence-
based behavioral health services, including 
screening brief intervention and referral to 
treatment and certified community 
behavioral health clinics, to sustainably bill 
medicaid once fully operational.  

 
Certified Community Behavioral Health Clinics  
  

 
CCBHCs are behavioral health clinics providing a comprehensive array of 
behavioral health and substance use services according to standardized federal 
criteria for access, staffing, care coordination, crisis response, service delivery, 
quality reporting, and organizational capacity. CCBHCs are safety-net behavioral 
health providers and receive enhanced Medicaid reimbursement rates to support 
the comprehensive scope of services offered. The state launched its first five clinics 
in January 2025 and launched an additional five in 2026. One CCBHC was 
decertified for one of its service locations in Santa Fe County. Two additional 
clinics are expected to be certified in January 2027. New Mexico is one of 18 states 
participating in the federal Medicaid CCBHC demonstration program which 
includes an evaluation of the clinics.  
 
HCA cited several studies from other states that serve as an existing evidence-base 
for the effectiveness of CCBHCs, such as studies that the U.S. Department of 
Health and Human Services conducted which found substantial changes in clinic 
staffing and service capacity and expanded crisis care, psychiatric rehabilitation, 
medication-assisted treatment, and primary care screening and monitoring. Cited 
studies also concluded that Pennsylvania experienced a 13 percent reduction in 
emergency department visits for CCBHC clients and an 11 percent reduction in 
Oklahoma, but no impact in Missouri on emergency department visits. 
Additionally, most of the impact among these states was among beneficiaries who 
were already engaged in care as opposed to those who newly entered services, with 
the evaluation unable to speak to whether CCBHCs brought new people into  
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services.  
 
HCA’s stated goals of the CCBHC initiative are to expand access, provide 
integrated services, strengthen care coordination, improve quality and outcomes, 
and build workforce capacity. However, HCA did not include targets, baselines, 
or thresholds to measure whether the initiative impacted these goals. HCA reported 
that the evaluation conducted was “primarily designed to monitor program 
implementation, service delivery, utilization, quality, and outcomes among 
participating providers and populations rather than to determine causal impact 
through experimental study design.” Therefore, HCA did not identify or establish 
a control group and cannot establish a causal impact with the data that was 
collected. There is no information as to whether individuals receiving services 
through CCBHCs were any better off than if there were no CCBHC initiative. 
Additionally, HCA’s report states that “establishing an appropriate comparison 
group would require additional evaluation planning, and significant funding”. 
However, the federal evaluation solved this issue by comparing beneficiaries at 
CCBHCs to beneficiaries at non-certified clinics in the same state. Given the 
timeline of the state’s rollout of CCBHCs, HCA likely has the claims data available 
to conduct a study with a control population.  
 
Without this kind of study, it is impossible to evaluate whether New Mexico’s 
CCBHC initiative is working as intended with the appropriation that HCA received 
for the initiative. Given the mixed national results reported above, and the purpose 
of GRO funding, evaluating this program with a control group as statutorily 
required would have allowed the Legislature to determine whether CCBHCs are 
right for New Mexico and whether to continue their funding.  
 
Questions for Consideration: 
 
• Your report lists 15 things you're supposed to measure, and none of 

them have a number next to them. When will we see those numbers? 
• Some counties have these clinics and some don't yet. You have the 

Medicaid claims for both. Why can't you compare them and tell us 
whether the clinics are making a difference? 

• State dollars from this appropriation brought in about four federal 
dollars for every one we put in. What happens to these clinics after 
FY27 when this money runs out? Was the money used for startup 
costs and are these services billable now? 

• These clinics are already getting money from this appropriation, 
from the federal government, and from what we passed last year. 
What did our $15 million buy that wouldn't have happened anyway? 
What specifically was this funding spent on?  

 
Screening Brief Intervention and Referral to Treatment 
 
SBIRT is used to identify, reduce, and prevent risky substance use, abuse, and 
dependence in primary care clinics, emergency departments, mental health centers, 
and other healthcare settings. HCA provides SBIRT through training and technical  
assistance and allows providers to bill Medicaid for this service. Additionally, 
following the 2025 session, the state enacted legislation amending the  

CCBHC — Data Reported by HCA 

2025 (preliminary)  
Total individuals 
served 

26,517 

Time from initial 
contact to receipt of 
services 

Approximately 
1.5 days 

Time to receive crisis 
support 

Approximately 
30 minutes 

Quality Measures Listed but Not 
Reported  

Depression remission 
at six months 

Not reported 

Preventive care and 
screening 

Not reported 

Alcohol use screening 
for depression and 
follow-up plan 

Not reported 

Screening for social 
drivers of health 

Not reported 

Patient experience of 
care survey 

Not reported 

Youth and family 
experience of care 
survey 

Not reported 

Adherence to 
antipsychotic 
medications for 
individuals with 
schizophrenia 

Not reported 

Initiation and 
engagement of 
alcohol and other 
drug dependence 
treatment 

Not reported 

Plan all-cause 
readmissions rate 

Not reported 

Follow-up after ED 
visit or hospitalization 
for mental illness 

Not reported 

Follow-up after ED 
visit for alcohol and 
other drug 
dependence 

Not reported 

Follow-up care for 
children prescribed 
ADHD medication 

Not reported 

Antidepressant 
medication 
management 

Not reported 

Use of 
pharmacotherapy for 
opioid use disorder 

Not reported 

Hemoglobin A1C 
control for patients 
with diabetes 

Not reported 

SBIRT — Data Reported by HCA 
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Comprehensive Addiction and Recovery Act statutes, for infants born exposed to 
substances, that requires HCA to provide SBIRT training to hospital staff, birthing  
center staff, and prenatal care providers. All hospitals, birthing centers, and  
prenatal care providers are also required to use SBIRT at all prenatal or perinatal 
medical visits and following live births.  
 
Several organizations, including the federal Substance Abuse and Mental Health 
Services Administration (SAMHSA) and the U.S. Preventive Services Task Force 
have evaluated the efficacy of SBIRT, including New Mexico’s implementation 
of the program between 2003 and 2008 with SAMHSA grant funding. However, 
the SAMHSA studies did not include control or comparison groups and did not  
establish causal effects, but did find improvements in overall client health and 
reductions in substance use. The Preventive Services Task Force graded the 
efficacy of SBIRT and gives it a grade of B for adults with unhealthy alcohol use 
or unhealthy drug use with its efficacy for adults with drug use conditioned on 
treatment access. Insufficient evidence exists for SBIRT’s efficacy in adolescents.   
 
However, while sufficient evidence exists for SBIRT’s efficacy in specific 
populations for certain substances, HCA did not evaluate whether the 
appropriation it received from the GRO fund for SBIRT changed identification and 
treatment initiation in New Mexico. The authority listed goals for SBIRT including 
expanded training access, increased adoption, and increased provider knowledge 
and confidence, but the authority did not establish targets for the number of 
providers trained, the number of sites implementing SBIRT, or screening rates. 
Additionally, HCA’s own 2026 GRO report stated that “they have not established 
a formal comparison or control group” for SBIRT implementation. Without a 
control group it is impossible to assess a causal impact on expected outcomes as 
required by statute. All the performance measures reported by HCA are outputs 
and the authority failed to report outcomes for the appropriation. The authority’s 
reported results come from the study from 2003 through 2008 rather from the 
program as it was funded between FY25 and FY27. Additionally, without a control 
group there is no indication of whether the program is being implemented to 
fidelity and working as intended.      
 
Questions for Consideration: 
 

• Screenings tripled over two years. But we also passed a law requiring 
hospitals and prenatal providers to do them. How much of that increase is 
the training we paid for, and how much is the new law? 

• You've told us how many screenings happened. How many should have 
happened? What share of patients are getting screened, not just the raw 
count. Does SBIRT, which is done nationally, have a standard set of 
measures?  

• We paid to train a few hundred providers. How many clinics and hospitals 
are actually doing this now? 

• The last part of this program is referral to treatment. Of the people who 
screen positive, how many get referred, and is there anywhere for them to 
go? Did they engage in treatment?  

 
 
 
 
 
 

Providers Trained 
Providers trained, 
FY24 

31 

Providers trained, 
FY25 

128 

Providers trained, 
FY26 

318 

Medicaid Utilization 
Unduplicated Medicaid 
SBIRT claims, FY24 

7,999 

Unduplicated Medicaid 
SBIRT claims, FY25 

13,537 

Unduplicated Medicaid 
SBIRT claims, FY26 

26,152 

Measures Committed 
but Not Reported   
Provider agencies and 
sites trained 

Not reported 

Technical assistance 
delivered, in hours 

Not reported 

Number of health sites 
implementing SBIRT 

Not reported 

Screening rate as a 
share of eligible 
encounters 

Not reported 

Positive screen rate Not reported 

Share of positive 
screens receiving a 
brief intervention 

Not reported 

Share of positive 
screens referred to 
treatment 

Not reported 

Treatment initiation 
following referral 

Not reported 


