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M1.1 Participate in the Targeted Investment Program Quality Improvement Collaborative (QIC) offered by Arizona State University. The QIC will support 
TI Program participants by providing interim updates on their milestones, assist with quality improvement, offer HEDISⓇ technical assistance, and 
facilitate peer learning. 

Milestone Measurement Program Year 2 
(October 1, 2023 – September 30, 2024) 

15% of Annual Payment 

Milestone Measurement Program Year 3  
(October 1, 2024 – September 30, 2025) 

5% of Annual Payment  

By September 30, 2024: 
A. Attest that the organization’s representative must have attended 

100% of the Year 2 QIC group meetings (February 5, 2024; May 9, 
2024; August 8, 2024).  

By September 30, 2025: 
B. Attest that the organization’s representative must have attended 100% 

of the Year 3 QIC group meetings (November 7, 2024; February 6, 2025; 
May 8, 2025; August 7, 2025).  

 

M1.2 Participate in the Targeted Investment Program Quality Improvement Collaborative (QIC) offered by Arizona State University. The QIC will support 
TI Program participants by providing interim updates on their milestones, assist with quality improvement, offer HEDISⓇ technical assistance, and 
facilitate peer learning. 

Milestone Measurement Program Year 2 
(October 1, 2023 – September 30, 2024) 

10% of Annual Payment  

Milestone Measurement Program Year 3  
(October 1, 2024 – September 30, 2025) 

10% of Annual Payment  
By September 30, 2024: 
A. Attest that one representative from the participating organization 

has registered for the online learning platform.  
B. Attest that the organization’s representative has submitted a TI 

online project representing at least one project for each area of 
concentration by the required due dates that meet minimum 
scoring rubric requirements. Organizations participating in 
multiple areas of concentration may satisfy the milestone for two 
areas of concentration with the same age cohort (e.g., Adult BH 
and Adult PCP). Online Project instructions are accessible 
through Canvas. 

 
 
 

By September 30, 2025: 
C. Attest that one representative from the participating organization has 

registered for the online learning platform.  
D. Attest that the organization’s representative has submitted a TI online 

project representing at least two projects for each area of 
concentration by the required due dates that meet minimum scoring 
rubric requirements. Organizations participating in multiple areas of 
concentration may satisfy the milestone for two areas of concentration 
with the same age cohort (e.g., Adult BH and Adult PCP). Online 
Project instructions are accessible through Canvas. 
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Project A 
a. Upload a Project Charter and Process Map to Canvas by 

June 30, 2024. 
b. Upload a Root Cause Analysis and PDSA Cycle to Canvas by 

September 30, 2024. 

Project B 
a. Upload a Project Charter and Process Map to Canvas by 

December 31, 2024 
b. Upload a Root Cause Analysis and PDSA Cycle to Canvas by 

March 31, 2025 
Project C 
c. Upload a Project Charter and Process Map to Canvas by June 

30, 2025 
d. Upload a Root Cause Analysis and PDSA Cycle to Canvas by 

September 30, 2025 
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M2 Adopt a framework that promotes respectful, easy to understand, and responsive services for all individuals regardless of their preferred language, 
age, or cultural background. This includes evaluating patient preferences and improving organizational processes to prepare services prior to the 
member’s appointment. Implementation shall include: 

1. Quantifying the prevalence of languages spoken among the AHCCCS patient population.  
2. Providing language access services for individuals with limited English proficiency or other communication needs, based on the language 

preferences of the organization’s AHCCCS patient population. 
3. Estimating the prevalence of language access service modalities currently utilized by members with limited English proficiency.  

Milestone Measurement Program Year 2 
(October 1, 2023 – September 30, 2024) 

N/A 

Milestone Measurement Program Year 3  
(October 1, 2024 – September 30, 2025) 

10% of Annual Payment 

N/A By September 30, 2025: 
A. Upload an internally generated report (e.g., EHR System) quantifying 

the number of AHCCCS members seen in the past 12 months that prefer 
each language (e.g., English = 100, Spanish =20). 

B. Upload processes and procedures for preparing language assistance 
services for AHCCCS members with limited English proficiency prior to 
their appointment time. 

C. Attest to submitting an AHCCCS Microsoft Form tabulating the number 
AHCCCS members with limited English proficiency seen by at least one 
participating clinic per county for at least two weeks in September with 
the following categories: 

a. Member- provided translator (e.g., member’s son, mom, 
neighbor) 

b. Provider on-site translator reimbursable by MCO (e.g., certified 
bilingual staff) 

c. Provider on-site translator not reimbursed by MCO (e.g., non-
certified staff) 

d. MCO- provided translation services (e.g., language access line) 
e. AI or related app-based translation technology (e.g., Google 

Translate, ChatGPT) 
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f. No language access services 
D. NCQA ONLY- Upload documentation that the practice expects will 

satisfy the requirements for: 
a. NCQA HE 3.A, 
b. NCQA HE 3.B, 
c. NCQA HE 3.C, 
d. NCQA HE 3.D, 
e. NCQA HE 5.A (Factors 1-5), 
f. NCQA HE 5.B, and 
g. NCQA HE 6.D (Factors 2, 4, and 6). 
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M3 Implement a process for screening for health-related social needs (HRSN) and connecting members seen to CBOs to address individual social needs. 
Implementation shall include: 

1. Screening members served by the practice annually using an evidence based, standardized HRSN screening tool that includes (at least) the 
following domains: housing instability, utility assistance, food insecurity, transportation needs, interpersonal safety, social isolation/support, 
employment, and justice involvement. 

2. Documenting screening results in the member’s Electronic Health Record (EHR) and claims (i.e. G codes and Z codes) and establishing processes 
to maintain confidentiality of patient data. 

3. Identifying, selecting, and establishing partnerships with community-based organizations (CBOs) that focus on Health-Related Social Needs 
(HRSN) domains such as housing instability, utility assistance, food insecurity, transportation needs, interpersonal safety, social isolation and 
support, employment, and justice involvement to deliver resources and/or interventions. Practices should prioritize relationships with CBOs that 
address the social needs most prevalent within their patient population. 

4. Developing referral and communication processes with each CBO to refer members for community resources and/or interventions using the 
statewide closed-loop referral system (CommunityCares) or other mediums as preferred by the CBO.  

5. Making referrals to CBOs to ensure receipt of services and/or interventions. 
6. Ensuring practice team members are effectively sharing and receiving referral data from CBOs, through CommunityCares or other means. 
7. Participants leveraging ACO/CIN(s) to facilitate HRSN referrals may submit a signed statement from the ACO/CIN confirming the provider 

organization and contracted health plans they assist with. Participants that do not leverage ACO/CIN(s) to facilitate HRSN referrals for all 
AHCCCS members must work directly with CBOs to develop feasible referral processes.  

Milestone Measurement Program Year 2 
(October 1, 2023 – September 30, 2024) 

20% of Annual Payment 

Milestone Measurement Program Year 3  
(October 1, 2024 – September 30, 2025) 

25% of Annual Payment 

By September 30, 2024: 
A. *Upload documentation that outlines how the practice educates 

the member, obtains consent, performs HRSN screening and 
discusses screening results. 
*AHCCCS will take into consideration that consent is obtained for 
referrals and treatment and may not be obtained specifically for 
HRSN screenings. 

B. Upload documentation on the practice’s process to document 
screening and referral results in the practice EHR. 

By September 30, 2025: 
H. Attest that all the organization’s participating practices used the specified 

HRSN screening tool and processes outlined in Year 2 Milestones M3A, 
M3B, M3D, M3F/M3G at least once during the program year. 

I. Attest that the processes documentation identifying each health plan and 
age cohort, along with the system(s) used to report collected standardized 
HRSN screening and referral data, consistently includes the following 
items by 9/30/2025:  
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C. *Attest that G and Z codes are utilized to document screening and 
referral details through claims by 9/30/2024. 
*As of the publication of this document, AHCCCS no longer 
requires completion of the M3C for Year 2. 

D. Upload documentation on the practice's process to protect data 
sharing and confidentiality.  

E. NCQA ONLY- Upload documentation that the practice expects will 
satisfy the requirements for: 

a. NCQA HE 2.F 
b. NCQA HE 2.G 

F. Upload documentation on the practice’s processes to maintain a 
registry of community-based organizations through 
CommunityCares or another CLRS (N/A if no CLRS are utilized).  

G. Upload documentation on the practice’s processes to maintain a 
registry of community-based organizations through methods other 
than a CLRS (N/A if CLRS are utilized). 

a. Member Identifier (e.g., AHCCCS ID number; AHCCCS ID number, 
First Name, Last Name, and Date of Birth; First Name, Last Name, 
and Social Security Number; System Generated Client ID), 

b. HRSN Domain (i.e. the eight required), 
c. Date referred, and 
d. How the referral was made (Phone, CommunityCares, Email, Etc.). 

J. Upload an AHCCCS-provided CLRS Template to summarize the system(s) 
used to track HRSN screening and referral data for each health plan and 
age cohort.  

K. Attest to establishing closed-loop referral and communication protocols 
by organization (TIN) with at least one community-based organization for 
all eight required domains.  
**This applies to all participants. Organizations that leverage 
CommunityCares or an ACO/CIN must be able to demonstrate that there 
are protocols in place to support HRSN screenings, referrals and 
reporting. ** 

L. Attest that G and Z codes were utilized, as specified by AHCCCS guidance, 
on at least one AHCCCS claim or encounter to document HRSN screening 
and referral details through claims during the program year.  
**All participants will be required to consistently submit G codes to earn 
payment in Year 4 and Year 5** 

M. Upload an AHCCCS-provided HRSN Delegation Form for each ACO/ CIN 
signed by an ACO/ CIN representative specifying the MCO(s) and age 
cohort(s) in which they facilitate HRSN referrals for the practice.  
**Only applicable to participants that leverage an ACO/CIN to facilitate 
HRSN screening and/or referrals for AHCCCS members.** 
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M4 Connect to and demonstrate effective use of the statewide closed loop referral system (CommunityCares), or other closed loop referral system(s) 
that can report referral-level details, to connect members seen to community resources. Implementation shall include: 

1. Completing a CommunityCares Access Agreement. 
2. Ensuring practice team members can access and generate reports in CommunityCares. 
3. Documenting screening data in CommunityCares or another Managed Care Organization (MCO), Accountable Care Organization (ACO), or 

Clinically Integrated Network (CIN) sponsored closed loop referral system (as available for members enrolled in applicable health plans). 
4. Effectively documenting relevant data from CommunityCares and other MCO, ACO, or CIN sponsored closed loop referral system(s) (as 

applicable) into the practice EHR. 
5. Consistently collecting HRSN screening and referral data in a system(s) capable of reporting referral-level details.  
6. If utilizing an MCO, ACO, or CIN sponsored closed loop referral system, the MCO, ACO, or CIN can demonstrate participating providers’ 

compliance for their contracted MCOs by confirming these data are consistently collected by the ACO/CIN in a reportable format.  

Milestone Measurement Program Year 2 
(October 1, 2023 – September 30, 2024) 

15% of Annual Payment 

Milestone Measurement Program Year 3  
(October 1, 2024 – September 30, 2025) 

10% of Annual Payment 

By September 30, 2024: 
A. Upload the practice’s CommunityCares Access Agreement and 

onboarding plan.  
B. Upload a signed attestation from senior practice leadership (e.g., 

medical lead, financial lead, lead executive, or other practice 
leadership) that team members have accounts to log into 
CommunityCares.  

C. Upload documentation identifying the team member(s) 
responsible for utilizing the administrative functions of 
CommunityCares, including periodically updating information 
about practice operations and generating reports.  

D. Upload documentation identifying, for each health plan and age 
cohort, the system(s) used to report collected standardized HRSN 
screening and referral details such as any combination of the 
following:  

a. CommunityCares/ Unite Us, 

By September 30, 2025: 
E. Attest that the processes described in Year 2 Milestone 4D (M4D), along 

with processes that capture the current status of referrals, consistently 
include the following elements by September 30, 2025: 

a. Member Identifier (e.g., AHCCCS ID number; AHCCCS ID 
number, First Name, Last Name, and Date of Birth; First Name, 
Last Name, and Social Security Number; System Generated 
Client ID), 

b. HRSN Domain (i.e. the eight required), 
c. Date referred, 
d. How the referral was made (Phone, CommunityCares, Email, 

Etc.), and  
e. Current status of the referral (Sent vs. Received). 

F. Upload an HRSN tracking report that includes at least one HRSN referral 
record for a de-identified AHCCCS member including the data indicated 
in Milestone M4E.  
** This applies to all participants. **  



 

 
 

Adult Behavioral Health - AHCCCS Targeted Investments Program 

Targeted Investments Year 2 and Year 3 Milestones 
 

Updated 8-22-2025        Page 8 of 17 

b. MCO, ACO, or CIN sponsored referral program(s) with 
reporting capabilities, 

c. Other HRSN Referral systems with reporting capabilities, 
and/or 

d. Internal tracking mechanism (e.g., Excel sheet). 

Participants that use an internal tacking mechanism (e.g., Excel 
spreadsheet), CommunityCares, or a ACO/CIN to facilitate and 
document any HRSN screening and referrals for AHCCCS members 
must upload an HRSN tracking report.** 
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M5 Identify health inequities and health-related social needs (HRSNs) prevalent within the population attributed to the practice and implement plans 
to reduce identified inequities. Identification and implementation shall include: 

1. Collecting member-reported demographic data (i.e., race/ethnicity, primary language, disability status, geography of member’s residence, sex 
assigned at birth, gender identity, and sexual orientation) using statewide data standards where specified by AHCCCS, documenting the data 
in the practice EHR and developing policies for updating data and maintaining data. Practices cannot delegate these activities to a partner 
organization. 

2. At least annually stratifying AHCCCS TI 2.0 quality incentive measures using clinical data, member-reported demographic data and/or HRSN 
data in the practice EHR to identify health inequities using the practice EHR, CommunityCares and/or other tools. 

3. Developing and implementing a Population Health Action plan to reduce at least one identified gap in health outcomes. The practice 
supplements data from its EHR, as outlined above, with other sources, including but not limited to: Stratified HEDIS measure performance 
provided by ASU; CommunityCares data; Health Information Exchange data; and State, Regional and/or national data for benchmarking 
purposes. 

Milestone Measurement Program Year 2 
(October 1, 2023 – September 30, 2024) 

20% of Annual Payment 

Milestone Measurement Program Year 3  
(October 1, 2024 – September 30, 2025) 

20% of Annual Payment 

By August 31, 2024: 
A. Submit a completed AHCCCS Health Equity Collaboration Analysis 

using the template provided by AHCCCS via Google Form or 
submitting the completed xls to 
TargetedInvestments@azahcccs.gov. 

By September 30, 2024: 
B. NCQA ONLY- Submit a completed AHCCCS- Modified NCQA HEA 

2024 Gap Analysis using the tool provided by AHCCCS to 
TargetedInvestments@azahcccs.gov.  

C. Upload documentation that demonstrates the practice's process 
for collecting, documenting and maintaining member-reported 
demographic data for race/ethnicity, primary language, disability 
status, geography.  

D. NCQA Only- Upload documentation that the practice expects will 
satisfy the requirements for: 

a. NCQA HE 2.A 

By September 30, 2025: 
G. Attest that the organization has implemented the processes described 

in Milestone M5E to identify significant health-related social needs or 
subpopulations that experience poorer health outcomes than their 
peers. 

H. Upload the organization’s Population Health Action Plan that explains 
the specific health outcome or HRSN gap being addressed and outlines 
how the practice plans to improve outcomes for the group(s) affected 
(e.g., process to improve patient engagement). 
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b. NCQA HE 2.B (Factor 1) 
c. NCQA HE 2.C (Factor 1) 
d. NCQA HE 2.D 
e. NCQA HE 2.E 

E. Upload documentation that demonstrates the practice’s policies 
and procedures for identifying significant HRSN or subpopulations 
that experience poorer health outcomes than their peers stratified 
by:  

a. Member-reported demographic data (i.e., any of the 
variables specified in Milestone M5C) and/or, 

b.  HRSN data collected in Milestone 3 in the practice EHR.  
F. NCQA Only - Upload documentation that the practice expects will 

satisfy the requirements for: 
a. NCQA HE 6.A 
b. NCQA HE 6.B 
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M6.1 

 

Train behavioral health providers and/or prescribers in Perinatal Mental Health via Postpartum Support International certification in either the 
Mental Health/ Psychotherapy specialty or Pharmacotherapy specialty- Extended Deadline. 

1. Employ and/or directly coordinate with providers trained in perinatal mental health to connect birthing individuals to culturally sensitive 
resources.  

2. Establish referral and communication protocols with physical health and behavioral health providers for referring members, handling 
crises, sharing information, obtaining consent, and provider-to-provider consultation. 

3. Develop protocols for ongoing and collaborative team-based care, including for both physical health and behavioral health providers to 
provide input into an integrated care plan, to communicate relevant clinical data, and to identify whether the member has practice-level 
care management services provided by another provider. 

4. Identifying when an attributed member becomes pregnant or gives birth.  
5. Notifying the member’s health plan when the notification of pregnancy or birth was not generated by the health plan. 
6. Engaging members that have recently become pregnant or caregiver(s) and guardian(s) of newborns for a follow-up medical and 

behavioral health appointment within 84 days of pregnancy or childbirth. 
7. Educating the caregiver(s) and guardian(s) about postpartum depression and anxiety. 
8. Screening caregiver(s) and guardian(s) for postpartum depression and anxiety using appropriate evidence-based tools and documenting 

the results and discussion. 

Milestone Measurement Program Year 2 
(October 1, 2023 – September 30, 2024) 

10% of Annual Payment 

Milestone Measurement Program Year 3  
(October 1, 2024 – September 30, 2025) 

20% of Annual Payment 
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By September 30, 2024: 
A. Attest that the organization employs at least one licensed 

behavioral health provider or prescriber (e.g., LPC, Psychologist, 
LCSW, LMFT, LMSW, LAC, LAMFT, NP, FNP or physician) with a 
certification in Perinatal Mental Health per five participating 
clinics. Participants with less than five participating clinics must 
have one per 100 pregnant members. Participants with less than 
three participating clinics may utilize an external BHP with PMH-C 
(including virtual) instead of directly certifying their own staff. 
Participants are expected to pay for their own training. 

a. Upload proof of PSI PMH-C training registration that 
includes the provider’s name, NPI, and training 
registration date prior to 9/30/2024. 

b. Attest to passing the PMH-C test by March 31, 2025. 
AHCCCS reserves the right to verify provider names and 
NPIs with PSI. 

B. Upload documentation identifying the names of provider 
organizations with which the site has developed communication 
and care management protocols that facilitate ongoing and 
collaborative team-based care and an integrated care plan (i.e. 
medical and behavioral health providers).  

C. Upload documentation of the practice’s care management 
protocols that cover how to: 

a. Receive referrals and prioritize follow-up with postpartum 
members by a provider or prescriber certified in PMH, 

b. Conduct warm hand-offs, 
c. Handle crises, 
d. Share information, 
e. Obtain consent, and 
f. Engage in provider-to-provider consultation. 

D. Upload documentation of the practice’s policies and procedures 
related to identifying members that have become pregnant or 

*GROUP A & B – ONLY (M6.1G & M6.1H) 
By September 30, 2025: 
G. Attest that the organization employs at least the minimum number 

of licensed behavioral health provider(s) or prescriber(s) certified in 
Perinatal Mental Health, as defined in Milestone M6.1A, by 
September 30, 2025. 

H. Attest to implementing Year 2 processes in Milestones M6.1 A-F by 
September 30, 2025.  

 
*GROUP C – ONLY (M6.1I, M6.1J, & M6.1K) 
I. Attest that the organization employs at least one licensed behavioral 

health provider or prescriber (e.g., LPC, Psychologist, LCSW, LMFT, 
LMSW, LAC, LAMFT, NP, FNP or physician) with a certification in 
Perinatal Mental Health per five participating clinics. Participants 
with less than five participating clinics must have one per 100 
pregnant members. Participants with less than three participating 
clinics may utilize an external BHP with PMH-C (including virtual) 
instead of directly certifying their own staff. Participants are 
expected to pay for their own training. 

J. Upload proof of Postpartum Support International Perinatal Mental 
Health Certification  that includes the provider’s name, NPI, and 
training registration date prior to 9/30/2025. The number of certified 
providers must follow the guidelines below:  

a. Participants with five or more participating clinics must have 
one provider with a certification in Perinatal Mental Health 
per five participating clinics. 

b. Participants with three or four participating clinics must 
have one provider with a certification in Perinatal Mental 
Health per 100 pregnant members.  

c. Participants with less than three participating clinics may 
utilize an external (including virtual) behavioral health 
provider with a certification in Perinatal Mental Health 
instead of directly certifying their own staff. 
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 given birth and notifying health plans when the notification of 
pregnancy or birth was not generated by the MCO. 

E. Upload documentation of the practice’s policies and procedures 
related to engaging members that have recently become pregnant 
or given birth for a follow-up PCP (including but not limited to 
OB/GYN) appointment within 84 days of childbirth or pregnancy. 

F. Upload documentation of the practice’s policies and procedures 
related to anxiety and depression screening after childbirth, 
including: 

a. Engaging caregiver(s) and guardian(s) for a BH 
appointment within 84 days of childbirth or pregnancy. 

b. Educating the caregiver(s) and guardian(s) about the 
prevalence of anxiety and depression after childbirth and 
the importance of seeking appropriate services.  

c. Using norm or -criterion- referenced screening tools to 
assess anxiety and depression for all present and 
appropriate caregivers during pregnancy or within one 
year of becoming a caregiver (e.g., birth of child). Norm-
criterion-referenced screening tools specific to PPD, such 
as the Edinburgh, should only be administered to the 
birthing parent. Practices should use other depression 
screening tools (e.g., PHQ-9) , while a screening tool 
approved for adults in general could be used for a non-
birthing parent/caregiver.  

d. Documenting, in the member's electronic health record, 
the screening tool(s) used, discussion of the screening 
result(s) and referral details as appropriate. 

K. Upload documentation required for Year 2 processes in Milestones 
M6.1B through M6.1F by September 30, 2025.    
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M6.2 Train behavioral health providers and/or prescribers in Perinatal Mental Health via Postpartum Support International certification in either the 
Mental Health/ Psychotherapy specialty or Pharmacotherapy specialty- Original Deadline. 

1. Employ and/or directly coordinate with providers trained in perinatal mental health to connect birthing individuals to culturally sensitive 
resources.  

Milestone Measurement Program Year 2 
(October 1, 2023 – September 30, 2024) 

10% of Annual Payment 

Milestone Measurement Program Year 3  
(October 1, 2024 – September 30, 2025) 

N/A 
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By September 30, 2024: 
A. Attest that the organization employs at least one licensed 

behavioral health provider or prescriber (e.g., LPC, Psychologist, 
LCSW, LMFT, LMSW, LAC, LAMFT, NP, FNP or physician) with a 
certification in Perinatal Mental Health per five participating 
clinics. Participants with less than five participating clinics must 
have one per 100 pregnant members. Participants with less than 
three participating clinics may utilize an external BHP with PMH-C 
(including virtual) instead of directly certifying their own staff. 
Participants are expected to pay for their own training. 

a. Upload proof of PSI PMH-C training registration that 
includes the provider’s name, NPI, and training 
registration date prior to 9/30/2024. 

b. Attest to passing the PMH-C test by October 31, 2024 
through the attestation in the Fall Year 2 Application 
process. AHCCCS will verify provider names and NPIs with 
PSI. 

B. Upload documentation identifying the names of provider 
organizations with which the site has developed communication 
and care management protocols that facilitate ongoing and 
collaborative team-based care and an integrated care plan (i.e. 
medical and behavioral health providers).  

C. Upload documentation of the practice’s care management 
protocols that cover how to: 

g. Receive referrals and prioritize follow-up with postpartum 
members by a provider or prescriber certified in PMH, 

h. Conduct warm hand-offs, 
i. Handle crises, 
j. Share information, 
k. Obtain consent, and 
l. Engage in provider-to-provider consultation. 

N/A 
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D. Upload documentation of the practice’s policies and procedures 
related to identifying members that have become pregnant or 
given birth and notifying health plans when the notification of 
pregnancy or birth was not generated by the MCO. 

E. Upload documentation of the practice’s policies and procedures 
related to engaging members that have recently become pregnant 
or given birth for a follow-up PCP (including but not limited to 
OB/GYN) appointment within 84 days of childbirth or pregnancy. 

F. Upload documentation of the practice’s policies and procedures 
related to anxiety and depression screening after childbirth, 
including: 

e. Engaging caregiver(s) and guardian(s) for a BH 
appointment within 84 days of childbirth or pregnancy. 

f. Educating the caregiver(s) and guardian(s) about the 
prevalence of anxiety and depression after childbirth and 
the importance of seeking appropriate services.  

g. Using norm or -criterion- referenced screening tools to 
assess anxiety and depression for all present and 
appropriate caregivers during pregnancy or within one 
year of becoming a caregiver (e.g., birth of child). Norm-
criterion-referenced screening tools specific to PPD, such 
as the Edinburgh, should only be administered to the 
birthing parent. Practices should use other depression 
screening tools (e.g., PHQ-9) , while a screening tool 
approved for adults in general could be used for a non-
birthing parent/caregiver.  

G. Documenting, in the member's electronic health record, the 
screening tool(s) used, discussion of the screening result(s) and 
referral details as appropriate. 
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Core Component 6 Specifications 

*Adult BH Program Cohorts Defined 

Group A: Met original Year 2 milestone - Qualified for full 20% payment in Year 2  

 Developed processes by 9/30/2024 
 Staff trained for PMH-C exam by 9/30/2024 (3 or more clinics, only) 
 Staff with PMH-C by original deadline 10/31/2024 (3 or more clinics, only) 

Group B: Met Year 2 milestone with 3/31/2025 extension - Qualified for 10% partial payment in Year 2 

 Developed processes by 9/30/2024 
 Staff trained for PMH-C exam by 9/30/2024 (3 or more clinics, only) 
 Staff employed with PMH-C by extension deadline 3/31/2025 (3 or more clinics, only) 

Group C: Did not meet Year 2 milestone - No payment in Year 2 

Definitions 

Member that has recently become pregnant or given birth: AHCCCS Adult patients seen by the clinic that have 
become pregnant or given birth in the past 84 days. This should be one individual (e.g., the birthing parent) 
that has received services from the clinic prior to pregnancy and/or birth. 
Caregiver(s) and Guardian(s) of a newborn: AHCCCS Adult patients seen by the clinic that are legally 
responsible for the newborn. This includes up to 2 individuals and may include: birthing parent, non-birthing 
parent, grandma, uncle, foster parents, etc. that have received services from the clinic prior to pregnancy 
and/or birth. 
 Qualified behavioral health providers and prescribers are defined by Postpartum Support International. 
Generally, they must be licensed by the Arizona Board of Behavioral Health Examiners and have at least 14 
hours of training with perinatal mental health and/or experience with this population.  

 


