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If itõs Wednesday, this must be Portland? 

  

 
 
 
 
 
 
At least I can  
drive here!  

On to Healthcare Reform  
 

www.criterionhealth.net  



Agenda 

Å Organizing for Reform     Bob Dyer 

Å MHCA Peer Survey & Feedback    Mel Smith 

Å Mini Presentations: Positioning for Reform    

ï 1 Controlling Our Niche    Nelson Burns 

ï 2 Holistic Service Mission    Dale Klatzker 

ï 3 Preparing for Specialty Service Status   Grady Wilkinson 

ï 4 EHR & Group Therapy    David Johnson 

ï 5 Bi- Directional Integration & On site Counsel  Kelly Phillips- 
       Henry 

ï 6 Scenario Planning      Harriet Hall 

Å Emerging Clarities     Bob Dyer 

ï Affordable Insurance Exchanges 

ï Patient Centered Medical Homes 

Å Questions/ Directions/ Next Steps    Mel & Bob 
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Health Reform Game Changers 

  

www.criterionhealth.net  

ACA Game Changers  
  with Strategic Impact 
ÅPatient Centered Medical 

Homes 
ÅAffordable Insurance 

Exchanges 
ÅHealth Cooperatives 
ÅAccountable Care 

Organizations 
ÅFQHC Policy 
ÅEHR Policy demands 
Å Increased covered 

population 



9ƴǾƛǊƻƴƳŜƴǘŀƭ ά5ŜƳŀƴŘǎέ {ŜǘǘƛƴƎ 
Strategy for CBHOs 

Over Arching ACA 
Å Health Integration 
ïCarve in  dominating 

ÅMobile benefits- options for  
how plan members access BH 

Å Tax wars: Basic benefit 
questioned 

Å{ǘŀǘŜΩǎ wƛƎƘǘǎ όŀƴŘ ŘƛŦŦŜǊŜƴŎŜǎύ 
Å Unhinging of old state BH 

Authority- Medicaid dominant 
policy 

Å Employers response to ACA 
Å Environmental & pent up 

demand for BH 
 

www.criterionhealth.net  

  



άп tέ tƭŀƴ ŦƻǊ {ǘǊŀǘŜƎƛŎ !Ŏǘƛƻƴ 

Product 

Å Medical Home (and/ or disease management) 

Å High incidence services 

ï Group treatment for  improved access 

ï May expand service mix to acquire 
significance in market, i.e. physical 
therapy, etc.) 

Å New niches; i.e. autism 

Positioning 

Å Required at health planning table (may 
require alliance/ merger to achieve 
άǎƛƎƴƛŦƛŎŀƴŎŜέύ 

Å Great service reputation (provider of choice) 

Å Provider in insurance plans 

Promotion 

Å Proof of value case is solid 

Å Known positively to purchasers 

Å Go to organization for BH 
questions 

Price 

Å IT is asset 

Å Episode costs are competitive 
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BHO Strategy 

What is clear! 
Å Move toward tight alignment with 

primary healthcare: Must be required 
in the discussion in the local 
healthcare market; especially ACOs 
and PCMHs. 

Å Know and participate in insurance 
issues; especially AIE and Health 
Coops. 

Å Grow your market share to 
significance (Partner/ merge) in 
chosen niche(s): vertical or horizontal 
ƛƴ άƭƻŎŀƭέ ƳŀǊƪŜǘ 
ï 9ȄǇƭƻǊŜ άƴŜǿέ ƴƛŎƘŜǎΤ ƛΦŜΦ ŀǳǘƛǎƳ 

Å Be provider of choice for services 
offered 

Å Manage down costs 
Å Prepare for increased demand 

www.criterionhealth.net  



Health Integration 

Drivers 
Å ACOs 
Å PCMHs 
Å Policy movement to Medicaid 

agencies 
Å FQHCs adoption of BH 
 
 

Positioning Strategy 
Å Build your case 
ïVolume, Quality- by population 
ï{Ƙƻǿ ά¢ǊƛǇƭŜ !ƛƳέ ŎŀǇŀōƛƭƛǘƛŜǎ 

Å Assure infrastructure 
ï IT; speed, communicability, 

accuracy 
ïEBP 

Å Build alliances 
ïKey references 
ïAlliance for significance 

ÅMake Presence Known 
ïAssert evidence you must be a 

partner 
 

www.criterionhealth.net  



ά¢ƘŜ ¢ǊƛǇƭŜ !ƛƳΥ 
/ŀǊŜΣ IŜŀƭǘƘ ŀƴŘ /ƻǎǘέ 

ÅFrom: Berwick, D.M., Nolan, 
T. W. and Whittington, J.  
ά¢ƘŜ ¢ǊƛǇƭŜ !ƛƳΥ /ŀǊŜΣ 
IŜŀƭǘƘ ŀƴŘ /ƻǎǘΦέ 
 Health Affairs V27 (3), pp 
759-769, 2008. 

 

Demands Simultaneously: 

Å Improving the experience of 
care 

Å Improving the health of 
populations 

ÅReducing the per capita cost 
of health care 

www.criterionhealth.net  



Triple Aim: Care, Health & Cost 

Preconditions 

ÅEnrollment of identified 
population 

ÅUniform care 
experience 

ÅOrganization 
(integrator) who 
accepts responsibility 
for all three aims 

Role of Integrator 

ÅPartnership with plan 
members 

ÅRedesign of primary 
care (for health home) 

ÅPopulation health 
management 

ÅFinancial management 

ÅSystem integration 

www.criterionhealth.net  



MHCA Mini Presentations 

ÅToday we will begin a series 
of mini presentations 
designed to show how 
some of your peers are  
positioning for health 
integration. 

ÅLook hard at the tactics 
used for executing the 
strategy. 

ÅWhat fits your market? 
Health care (and 
accommodation to ACA) is 
local. 

www.criterionhealth.net  



Here Is What We Did:  
Learning From Each Other via Survey 

Å In Boston we asked you who 
had anything to share about 
tactics they were using for 
adjusting to the changing 
market. 

Å Here is what we did and some 
of what we found 

Å Created Survey 
ïKey elements 

ÅWhat strategy are you using? 
ÅWhat do you recommend to 

your peers? 
ÅWhat is happening in your state? 

Å Spoke with 27 peers in 16 
states 
 

www.criterionhealth.net  



Here Is What We Found (1) 
 

ÅStates are in Control of 
Federal Reform 

 
VCǳƭƭ ǊŀƴƎŜ ŦǊƻƳ ά²Ŝ ŀǊŜ 
ŀƭƭ ŦƻǊ ƛǘέ ǘƻ ά²Ŝƭƭ ƳŀȅōŜ 
ǘƘŜ IL9 ƛǎ hYέ ǘƻ άbƻǘ 
ƘŜǊŜ ƛƴ Ƴȅ ǎǘŀǘŜΗέ 

 

VStrategic opportunities 
within a state are 
defined by the state. 

 

ÅBigger is Better 

 

 
VExpand, acquire, 

merge. Size Matters. 

 

 

VIn a volatile time, 
opportunities 
emerge.  
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Here is What We Found (2) 

ÅWe Need to be Looking 
Real Good. 

 

VWe need to look like, 
smell like, and walk like 
healthcare. 

 

VWe need to talk like, 
dress like, and work like 
healthcare 

 

 

ÅPartner, Partner, and 
Then Partner Again. 

 

VIf you are partners then 
you have every right to 
be at the table. 

 

VNeed to be strategic in 
selecting, courting, and 
partnering. 
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Here is What We Found (3) 

ÅTHE Technology 
Challenge. 

 

VNeed a good system that 
supports your work 
wherever you work. 

 

VMust have inter-
operability with your 
health care partners. 

 

 

ÅLost and Found 
Department. 

 

VNo mention of seeking a 
partnership with a 
national company that is 
at work in numerous 
states. 

VNo mention of MHCA as 
a strategic option. 
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Response Trends from Peers 

www.criterionhealth.net  

ÅStrategic Choices being made based on their home state. 
 
ÅActive and intense growth activity: Full range of new services, expanded 
services, partner and co-located services, mergers,  and acquisitions. 
 
ÅNumerous efforts to look good: New facilities (often co-located), 
consolidated facilities on medical campus, same day access, pharmacy, 
remodeled facilities, use lessons from the hospitality industry. 
 
ÅPartnering: Examples are all over the map. Most are strategically selected 
to advance involvement in primary health care. Some are in pursuit of 
meeting community needs 
 
ÅTechnology Demands: Some have been working on the technology 
challenge for years. No matter the stage of development, it is an essential 
building block. 
 
 



Health Care Reform Tactics 

Controlling Our Niche 
MHCA:  August Conference, Portland, Oregon 

 

Nelson W. Burns 
President & Chief Executive Officer 

Peer Presentation 1: 



Coleman Professional Services is a nationally recognized not-for-
profit provider of behavioral health and rehabilitation programs 
that improve the lives of individuals, families and businesses in 
Ohio. 

The company relies on an Enterprise Business Model to diversity its funding. 

Colemanôs foundation and three enterprise companies produce more than 

25% of the companyôs funding for its award-winning programs. 



Coleman Professional Services 

ÅServing Children, Families, 
Adults, Older Adults, and 
Businesses.  

Å$25 Million Dollars Operating 
Budget. 

ÅApproximately 550 employees 
working in seven counties: 
Portage, Summit, Trumbull, 
Stark, Allen, Hardin and  
Auglaize Counties. 



 Environmental Conditions For 
Healthcare Reform in Ohio 

www.coleman-professional.com 

 
1. hƘƛƻ Ƙŀǎ ŀ ƳŀǘǳǊŜŘ ϧ ŘŜǾŜƭƻǇŜŘ CvI/ ƛƴ /ƻƭŜƳŀƴΩǎ aŀǊƪŜǘǎΦ 

2. There is a propensity of primary care physicians not willing to take our stable 
patients. 

3. There are strong county funding sources that are involved in healthcare integration 
and have skin in the game (i.e. County Board Money). 

4. Healthcare integration will get done with Coleman or without Coleman. 

 

http://www.coleman-professional.com/
http://www.coleman-professional.com/
http://www.coleman-professional.com/


 Strategic Issues 

www.coleman-professional.com 

What Strategic Movement is Coleman taking? 
 

1. Improve access of healthcare to our patients without losing them. 

2. !ǎǎǳǊŜ ƻǳǊ ƴƛŎƘŜ ƻŦ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ǘƘŀǘ άƪŜŜǇ ǘƘŜ ƭƛƎƘǘǎ ƻƴέ όŀƪŀΥ ŦƛǎŎŀƭƭȅ ǾƛŀōƭŜ 
payers).  

3. Avoid Behavioral Health as a commodity and position ourselves as a healthcare 
specialty. Being very good at our at our specialty. 

4. Prepare for healthcare reform without transforming ourselves into a primary care 
practice. 

http://www.coleman-professional.com/
http://www.coleman-professional.com/
http://www.coleman-professional.com/


Initiative Description 

www.coleman-professional.com 

/ƻƭŜƳŀƴΩǎ {ǘǊŀǘŜƎƛŎ IŜŀƭǘƘ LƴǘŜƎǊŀǘƛƻƴ Dƻŀƭ 
 

Where applicable: To imbed our BH specialist in healthcare offices and become a 
strategic partner.  

 
Å Be a partner through Case Managers 
Å Be a partner through Electronic Health Records 
Å Be a partner with a psychologist at premises. 
Å Be a partner with diverse funding streams. 
 

http://www.coleman-professional.com/
http://www.coleman-professional.com/
http://www.coleman-professional.com/


Initiative Description 

www.coleman-professional.com 

/ƻƭŜƳŀƴΩǎ .ŜƘŀǾƛƻǊŀƭ IŜŀƭǘƘŎŀǊŜ wƻƭŜ 
 

Å We are a specialty to the Healthcare Professional. 
Å We are an answer to their Behavioral Healthcare Problems. 
Å We are a financial asset to the healthcare challenge. 
Å Be a partner with diverse funding streams. 
 

http://www.coleman-professional.com/
http://www.coleman-professional.com/
http://www.coleman-professional.com/


Best Successful Example 

www.coleman-professional.com 

Healthcare Partnership with Summa Health System 
 

Å Product: Coleman is imbedded at the hospital in Akron. 
Å Positioning: Coleman provides its expertise in behavioral health services: 

serving the hospital, helping the physicians. 
Å PromotionΥ /ƻƭŜƳŀƴΩǎ ǊƻƭŜ ƛǎ ǘƻ ǊŜǎǇƻƴŘ ǘƻ {ǳƳƳŀ ǇŜǊǎƻƴƴŜƭ ŀƴŘ ōŜ ƻŦ ǾŀƭǳŜΥ 

άƎŜǘ ƛǘ ƻǊ ƎŜǘ ƻǳǘέΦ  
Å PriceΥ /ƻƭŜƳŀƴ ǊŜǇƭŀŎŜǎ ƘƛƎƘŜǊ ǊŜƛƳōǳǊǎŜƳŜƴǘ ŦƻǊ {ǳƳƳŀΩǎ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ 

staff. 
 

http://www.coleman-professional.com/
http://www.coleman-professional.com/
http://www.coleman-professional.com/


Issues 
1. Will Summa Health System have us for lunch? 
2. Can we compete in the specialty niche market place? 
3. Can we support employees embracing Excellent Service? 
4. ²Ƙŀǘ Řƻ ǿŜ Řƻ ǿƘŜƴ CvI/ ƻǊ IƻǎǇƛǘŀƭǎ ŘƻƴΩǘ ǿŀƴǘ ǳǎΚ 
5. Will we have to choose between the Hospitals and the Ohio Department of 

Mental Health? 
 

5ƻƴΩǘ ǇƭŀŎŜ 
 yourself between 

 the dog and the tree 
 



Peer Presentation 2: 
 

The Providence Center 
 

Health Care Reform Tactics  

Holistic Service Mission  

Dale Klatzker 

President & Chief Executive Officer 
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Peer Presentation 3: 
Health Care Reform Tactics 

Preparing for Specialty Service Status  

Grady L. Wilkinson, MSW - President, CEO 

Sacred Heart Rehabilitation Center, Inc. 

400 Stoddard Road, Memphis, MI 48041 

810.392.2167, ext. 1304 

gwilkinson@sacredheartcenter.com 



Corporate Background 

ÂPrivate not-for-profit 

Â$10 million operating budget 

ÂProvider of specialty services 

ÂSubstance use disorder treatment 

ÂSubstance use disorder prevention 

ÂAIDS/HIV testing, counseling and care 
management 

ÂCharitable service mission 



Clientele 

ÂCharitable service focused 

Â40% Medicaid, 54% other governmental sources 

Â85% between 18-49 years of age 

ÂPrimary drug of choice:  
Â 38% or other opiates 

Â 19% alcohol 

Â 18% cocaine/crack 

Â 12% marijuana 

 

 



Service Array 

ÂATOD Prevention 

ÂOutpatient Treatment 

ÂOutpatient Medication-Assisted Treatment 

ÂResidential Treatment 

ÂDetoxification 

Â²ƻƳŜƴΩǎ {ǇŜŎƛŀƭǘȅ {ŜǊǾƛŎŜǎ 

ÂSupportive Housing   

ÂAIDS/HIV Education, Testing, Case Management 
and Supportive Services 







Relationships 

ÂHealth Systems 

ÂIƻǎǇƛǘŀƭ 95ΩŘ 

ÂCvI/ΩǎκtǳōƭƛŎ IŜŀƭǘƘ /ŜƴǘŜǊǎ 

ÂPrimary Care Practices 



Source: HHS Agency for Healthcare Research 

and Quality 

Impacts of MH/SUD on Healthcare 

Â 25% of admissions to community hospitals directly related to 
untreated MH/SUD  

Â 33% of uninsured, 29% of Medicaid-paid and 26% of Medicare-paid 
hospital stays are MH/SUD related compared to 16% of private 
insurance stays; 

Â Hospital patients with MI/SUD 36% more likely to be uninsured; with  
with co-occurring MI/SUD 260% more likely (NIDA); 

Â 60% of MI/SUD related admissions occur through ED 

Â Medicaid pays for 38% of all maternal hospitalizations but 57% of 
MH/SUD-complicated maternal hospitalizations; 

Â Medicare and Medicaid are responsible for 57% of $1.1B in hospital 
costs associated with treating medication and drug-related conditions 



Specialty Service Preparation 
“Planning” 

ÂInformation Technology: certified EHR 

ÂEvidence-based practices 

ÂMedication Assisted Treatment 
Â Methadone 

Â Burprenorphine 

Â Vivitrol 

ÂSpecialized housing options 
Â Supported independent living 

Â Recovery housing 

Â Dual diagnosis (SPMI/SUD) homes 

ÂAlternative and Complimentary Practices 



MHCA Summer Conference 

August 17, 2001 

Peer Presentation 4: 
EHR & Group Therapy 



Fast Facts 

VFounded 1950 in Lawrence, Kansas  
VHome to University of Kansas 
VDouglas County population has low Medicaid 

eligibility but a high poverty rate 
V2014 · Medicaid becomes health insurance 

with income eligibility of 133% of poverty 
(currently 34% in Kansas) 



Header 

Subhead 
- Body 



ÁWe have a fledgling partnership with Heartland, a safety net clinic moving to 
FQHC or Look Alike Status. 
ÁWe have a therapist embedded in the clinic and they have an ARNP in our Access 

Center. 
ÁInitially, the therapist had no office. She just visited patients when the medical 

provider was not in the exam room. 
ÁEnhanced rates will help with one of my most intractable problems · in 2010, med 

services financial loss equaled 6% of our total budget. 
 
 



My Vision · Community Wellness Campus 
Bert Nash medical staff, Heartland, Douglas County Dental Clinic, 
Outside for a Better Inside 



Group Initiative  

Á In my experience (32 years as a CEO last week), when payment models change, 
practice models change 

ÁTwo kinds of providers under healthcare reform 
 The quick and the dead 
ÁBeginning June 1, our lowest subsidized rate for routine individual therapy is $60.  

For group therapy it is $7. 
ÁRevenue will probably drop but unit costs will be reduced much more 
ÁSome excess staff capacity will be redirected to help achieve the ability to offer 

same day appointments 
ÁWe are also seeing which staff members will lead through change and which will 

just be confused 
 



Á In 2007, we switched our electronic health record from a national vendor to a 
product with just a few customers about which another Kansas community mental 
health center reported high staff acceptance and even enthusiasm 

ÁThe software brilliance of the software developer was only matched by his lack of 
business acumen. As he was going under, three Kansas centers formed an LLC 
and bought exclusive rights to the code 

ÁFor assistance with a business plan, we approached the Lawrence Regional 
Technology Center · the bioscience and technology incubator for the University of 
Kansas and surrounding area 

ÁBert Nash, LRTC and one of the other centers spun off BrightEHR. LRTC 
provides all the infrastructure.  Sales, implementation, product development and 
certification are moving forward nicely. 

ÁCarpe Diem! 
 

 

 



Peer Presentation 5: 
Health Care Reform Tactics 
Bi-Directional Integration 

& Legal Counsel role 

AspenPointe 
Kelly Phillips-Henry, PsyD 

COO 



Our Partnership 

ü Established in 1971, became 
a FQHC in 1976. 

 

ü Provide medical and dental 
services to people facing 
health care access barriers in  
the Pikes Peak Region. 

 

ü In 2010, served 58,922 
patients with 68 providers in 
over twelve sites.  

 

ü Established in 1875 as Colorado 
Springs Relief. Merged with two 
organizations to form the MHC. 
 

ü Provide behavioral health and 
substance abuse  services, 
housing and employment 
training / work opportunities 
that  that empower the people 
we serve. 
 

ü In 2011, served 33,335 clients 
with 120  providers in over 18 
sites. 
 

 



 
AspenPointe/Peak Vista Story 

 
The Integration Project 10+ years 
ïDrivers that brought us together: 
Å/9hΩǎ ƘŀŘ Ƴŀƴȅ ŎƻƴŎŜǊƴǎ ǊŜƎŀǊŘƛƴƎ ŦǳǘǳǊŜ ƻŦ aI ŀƴŘ tI 

ïHow to best serve our Medicaid and Indigent populations holistically 

ïTurf & Funding issues 

ïVision:   Close Collaboration  and Partially Integrated System 
ÅFull care offered at same location for clients 

ÅCommon scheduling 

ÅCross Specialty Treatment Team meetings 

ÅSeparate funding but shared on site expenses 

Å2 governing boards 

Å{ƘŀǊƛƴƎ ƻŦ 9.tΩǎ ŀŎǊƻǎǎ ǎȅǎǘŜƳǎ 

ÅSeparate data sets but reviewed together  

ÅCollaboration around individual cases & outcomes 

 



AspenPointe/Peak Vista Story 
¢ƘŜ CƛǊǎǘ άtέ ς Product ς establish the need 

AspenPointe offered Integrated Care: 
ÅFQ had high need for expertise with depression and anxiety ς 

AspenPointe had a solution 

ÅQuick screening and assessment by BH staff; Brief 
interventions same day ς pass from physician to BH specialist 

ÅOccasional return appointments for brief focused tx and 
psychiatric consult if needed 

ÅAbility to refer to higher levels of care when needed; services 
coordinated for Depression Care Mgt and Disease Mgt 

ÅFY11- Volume of clients served in FQ with MH/SA need: 

ï9,430 BH visits for 5,587 unduplicated clients 

ïDoes not include referrals into the MHC for higher levels of care 

 



Expanding the Dialogue 

ÅStarted with Doherty ς 
Baird Levels of Integration 
assessment 

ÅSet goals 

ÅUtilized NCCBH Four 
Quadrant Model to discuss 
our shared services to 
clients; identified gaps 

ÅExpanded from 4 to 9 
Quadrant model  

ÅDrove discussion of need for 
Bi-directional care 
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Product Expansion & Positioning 
Bi-Directional Opportunity  

 

άWǳǎǘ ŀǎ ǎŎǊŜŜƴƛƴƎ ŀƴŘ ŜǾŀƭǳŀǘƛƻƴ ŦƻǊ 
behavioral health disorders is appropriate in 

primary care settings, screening and evaluation 
for general health problems should be 

available to individuals in behavioral health 
ǎŜǘǘƛƴƎǎΦέ 

Linda Rosenberg, CEO NCCBH 

Sept 2006 

 



Product Expansion, Positioning  
& Promoting 

A Bi-Directional Opportunity  
ÅManderscheid report in NCCBB- ά¢ƘŜ vǳƛŜǘ 5ŜŀǘƘέ ƻƴ 

consumers with SPMI death 25 yrs earlier 

ÅExamined need for physical healthcare expansion into 
MHC after MHCA Collaboration Project 

ÅFQ has a 1 year wait list to see new clients- partnership 
with MHC helped expand their capacity and access 

ÅOpened a FQ clinic at MHC Adult out-pt network-  Jan 
2011; after 6 month pilot, FQ  expanding services 

Å200 unduplicated patients seen to date ς all MHC 
referred.  There is a huge need! 

 

 



Bi-Directional Care 
Operational Issues to Plan for: 

ÅSpace Considerations 

ÅROI Process 

ÅRecord Documentation ς Communication 
issues with dual chart documentation 

ÅEstablish Operating Procedures between 
systems 

ÅReferral Processes 

 

 



Bi-Directional Care 
Clinical Issues to Plan for: 

ÅScope of PCP services ς what to treat, not treat  

ÅAreas identified for specialized care coordination 

ÅTraining considerations for FQ staff in MHC 

ÅPCP role includes roaming the MHC/outreach 

ÅCreation of new health groups co-facilitated by 
MHC and FQ staff 

ÅCreating a back door for stable MHC clients 



  Additional Positioning & Promotion 
Helping set the Community Table 

ÅColorado has rolled out seven regional ACOs 
ÅLeadership between FQ and MHC to begin 

community dialogue about ACO opportunity 
ÅCommunity application with the belief that 

healthcare must stay local 
ÅExpansion of partnership/roles of FQ and MHC  
ÅNew funding streams with an eye on the future 
ÅExpansion of traditional definition of what MHC 

can bring to the table to address community 
needs (Care Coordination, Disease Management) 
 



Health Care Reform & Legal Counsel 

ÅPositioning for HCR requires constant 
navigation of the news, laws, etc. 

ÅLegal counsel assists with review of daily HCR 
literature, unfolding decisions and laws 

ÅDaily update sent to Corporate Leadership 
Team (CLT) and monthly updates to Board 

ÅBi-weekly discussion at CLT of positioning 
strategies for federal, state and local initiatives 



Peer Presentation 6: 
Health Care Reform Tactics 

Scenario Planning 
at 

Jefferson Center for Mental 
Health 

Harriet Hall 
President & CEO 

www.jcmh.org 



www.jcmh.org 

Scenario Planning Process 

¸ Executive Team Developed a List of òDecision Factorsó, with input from 

Senior Management Staff and Board of Directors (January/February 2011). 

¸ òDecision Factorsó were grouped into categories which became òMajor 

Forcesó (March 2011). 

¸ òMajor Forcesó were placed on a grid also known as the òPlaying Field 

based on the level of uncertainty and impact (March 2011). 

¸ òHigh Uncertainty and High Impactó forces were analyzed to determine 

whether they would produce viable scenarios (March/April 2011). 

¸ Axes were determined and named (April 2011). 

¸ Teams were developed from staff across the Center (April 2011). 

¸ Scenario Teams met over a one month period (May 2011). 

¸ Work in progress was shared at Board of Directors retreat (May 2011). 

¸ Scenario stories were developed (June 2011).  
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Redesign  
of health care 

service delivery 
system 

Reimbursement 
& structure of 
mental health 

services 
Major Partners 

 
Shape of HCR 
in Colorado  

 
Level of state 

funding 
available 

Competition  

Investment 
strategy and use 

of financial 
resources 

Integration  

Technology 

Future of  
Federal HCR 

Innovation  

Who will be 
covered? 

Mental health 
benefit package 

and parity  

"ÖÓÖÙÈËÖɀÚɯ
economy, 

infrastructure  
and policy  

Workforce  

 Public  
opinion & 

public/  
funder valuing 
of behavioral  

health 
Regulation, 

compliance and 
accountability  

Health status 
drivers of health 

care costs 

Changes in 
mission and 

values 

Health 
Information 
Exchange 

"ÌÕÛÌÙɀÚɯ
administrative 

& organizational 
infrastructure  
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Incremental 
Change and 
Continued 

Silos  

Competition presents 

threats and 

opportunities for 

individual products 

and funding streams 

Competition Presents threats and opportunities for individual 

products and funding streams with Incremental Change  

and Continued Silos 

  

ÅHealthcare environment changes, but at 

current pace of change 

ÅRisk of overreaction to healthcare reform 

ÅRisk of complacency and under-reaction 

ÅAbility to plan and be proactive in dealing 

with the external healthcare environment 
  

Forrest Gump  
ñMama Always Said Life was Like a Box of 

Chocolates.  You Never Know What Youôre Gonna  
Get.ò 

Competition 
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Incremental 
Change and 
Continued 

Silos  

Fierce competition 

presents threats and 

opportunities to the 

Center on all fronts 

Fierce competition presents threats and opportunities to the Center in 

the midst of  Incremental change and continued silos: 

 

ÅModerate pace of change 

ÅIntense competition, including competition for our 

clients and funding streams 

ÅCompetition for staff 

ÅNo guaranteed safety net status 

ÅMust expand beyond our comfort zone 

ÅOrganizations unable to compete are at risk 

The Godfather Part II  
ñKeep Your Friends Close but Your Enemies 
Closerò 

Competition 
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Radical Shift Involving 
Full Integration and 
Major Consolidation  

Competition presents 

threats and 

opportunities for 

individual products 

and funding streams 

 

A radical shift involving full integration and major consolidation of healthcare  

is accompanied by competition which presents threats and opportunities for 

individual products and funding streams 

  

 

ÅSmall number of  large consolidated healthcare 

entities  

ÅThese entities will not be interested in our business 

ÅCompetition will come from smaller providers and 

other organizations 

ÅChange will be swift, and organizations must be 

responsive 

ÅProviders must prove value and quality 
  

The Wizard of Oz  

ñToto, Iôve a feeling weôre not in Kansas any moreò 

Competition 



Radical Shift Involving 
Full Integration and 
Major Consolidation  

Fierce competition 

presents threats and 

opportunities to the 

Center on all fronts 

Radical Shift with Full Integration and Major Consolidation, and Fierce 

Competition on all fronts. 

 

ÅPhysical healthcare positioned to be the dominant 

partner 

ÅTotal integration of mental health with substance 

abuse 

ÅNew technology plays major role in disruption 

ÅFierce competition for management of funds, with a 

few major ACOôs becoming the main players 

ÅClient desires and preferences are major drivers of 

change  

Star Wars  
ñMay the Force be With Youò 

Competition 
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www.jcmh.org 

Next Steps 

¸Present Scenario Stories to Centerwide 

meeting. 

¸Present Scenario Stories to Board of 

Directors 

¸Incorporate learning from Scenario 

process into Strategic Plan. 



Our most useful resource: 
 

ñSCENARIO PLANNING IN 

ORGANIZATIONSò 
How to Create, Use, And Assess Scenarios 

 

By 
 

Thomas J. Chermack 

Harriet L. Hall, Ph.D. 

President & CEO 

Jefferson Center for Mental Health 

hlhall@jcmh.org  

303-432-5001 

mailto:hlhall@jcmh.org


Emerging Clarities in Healthcare 
Reform 

Since Boston a few elements 
are clarifying: 

ÅAccountable Care 
Organization payment 
methods are not yet set. 

ÅHealth Insurance 
Exchanges have clear 
edges 

ÅPatient Centered Medical 
Homes have a clearly 
accepted model 

www.criterionhealth.net  



Accountable Care Organizations 

Å Shared Savings Program model 
in proposed rules: too 
complex. 
ïRequires 50% to be meaningful 

use EHR users 
ïGovernance model impedes 

hospital ownership: 75% must 
be participating providers 

ï 65 performance measures 
monitored in 5 areas for 
payment 
ÅRequires meaningful use EHR 

Å Pilots trying Shared Savings 
(CMMS Pioneer ACO Model) 

Å Final Rules likely to adjust for 
feedback 

ACO Proposed Rules released March 
31, 2011 

ACO Shared Savings Program 
Effective January 1, 2012 

 
Resources 

Accountable Care News:  
http://www.accountablecarenews.com/  

Kaiser Health news  
http://www.kaiserhealthnews.org  

 
 

www.criterionhealth.net  

http://www.accountablecarenews.com/
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Affordable Insurance Exchanges 

ÅJuly 11 Affordable 
Insurance Exchange 
proposed Rules released. 
(75 day feedback period) 

ÅWhile 49 states accepted 
grants for planning- 
politics is playing out: 
ïDozen states have said 
ǘƘŜȅ ǿƻƴΩǘ ŘƻΤ ƛΦŜΦ !½Σ C[Σ 
LA 

ïHalf states have already 
begun development; i.e. 
CA, CO, OR, MD 

 

Ongoing Federal funding 
available for created 
exchanges until January 1, 
2015 (AIEs due in effect 
by 1/1/2014) 

 
(Congress required to buy 

through exchange.) 
Resources 

 
http://www.healthcare.gov/exchanges  

www.criterionhealth.net  

http://www.healthcare.gov/exchanges


Affordable Insurance Exchanges 

Significant Elements: 
ÅAmerican Health Benefits 

(AHB) program- run by state 
ï Individual coverage 
ïPre-existing conditions 
ï$6000 maximum allowable 

drawdown 

ÅSmall Business Health 
Options Program (SHOP) 
ïEmployers with under 100 

Employees 
ï (States allowed to sett as low 

as 50 Ees until 2016) 
ï$2000 maximum allowable 

drawdown 
 
 

ÅKaiser estimates 16 million 
in Exchanges by 2019 (CBO 
estimates 24 million) 

ÅBH is an essential benefit 
ÅPlans named by co-pays 
ïBronze- 60% actuarial value 
ïSilver- 70% value 
ïGold- 80% value 
ïPlatinum- 90% value 

www.criterionhealth.net  



Strategic Tactics for AIEs 

Product 

ÅOpportunity for statewide 
group 

ÅPartner with Third Party 
Administrator 

ÅhŦŦŜǊ ƻǿƴ άŎƘŀǇǘŜǊέ ŦƻǊ 
άbŜǊǾƻǳǎ ŀƴŘ ƳŜƴǘŀƭ 
5ƛǎƻǊŘŜǊǎέ 

Positioning 

ÅAdvertise on state HIE (if 
allowed) 

www.criterionhealth.net  



Patient Centered Medical Homes 
States Underway 

ÅThe National Academy for State Health Policy 
identifies 39 states as moving ahead on 
PCMHs inside Medicaid (or CHIP) 

ï(All states BUT: ND, SD, NV, AK, IN, KY, TN, AR, MS, 
KS & UT) 

ÅFor details in your state: 

 http://nashp.org/med-home-states   

 

www.criterionhealth.net  

http://nashp.org/med-home-states
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PCMH: Rich History 

Å Introduced American Academy 
of Pediatrics- 1967 

Å Carolina Access (now 
Community Care of NC) doing 
Medicaid since early 1990s 

Å Patient Centered Primary Care 
Collaborative started in 2006: 
Has over 500 corporate clients, 
including IBM 

 

PCMH Elements 
Å Personal physician:  
Å Physician directed medical 

practice 
ÅWhole person orientation 
Å Care is coordinated and/or 

integrated 
ÅQuality and safety are assured 
Å Enhanced access to care is 

available  
Å Payment should reflect the 

value of "work that falls 
outside of the face-to-face 
visit” 
 

www.criterionhealth.net  



Patient Centered Medical Homes: 
Accreditation & Recognition 

Common standards are emerging: 
Å  The Accreditation Association for 

Ambulatory Health Care (AAAHC) 
began accrediting medical homes 
in 2009 and is the only 
accrediting body to conduct on-
site survey for organizations 
seeking Medical Home 
accreditation. 

Å The National Committee for 
Quality Assurance released 
Physician Practice Connectionsς
Patient-Centered Medical Home 
(PPC-PCMH), a set of voluntary 
standards for the recognition of 
physician practices as medical 
homes. 

 

 
Resources 

Å Accreditation Association for 
AHC: 
http://www.aaahc.org/eweb/dynamicpag
e.aspx?site=aaahc_site&webcode=accred
_program  

Å National Committee for Quality 
Assurance PCMH Recognition 
Program: 
http://www.ncqa.org/tabid/631/
Default.aspx  
 

www.criterionhealth.net  

http://en.wikipedia.org/wiki/Accreditation_Association_for_Ambulatory_Health_Care
http://en.wikipedia.org/wiki/Accreditation_Association_for_Ambulatory_Health_Care
http://en.wikipedia.org/wiki/Accreditation
http://en.wikipedia.org/wiki/National_Committee_for_Quality_Assurance
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http://www.aaahc.org/eweb/dynamicpage.aspx?site=aaahc_site&webcode=accred_program
http://www.aaahc.org/eweb/dynamicpage.aspx?site=aaahc_site&webcode=accred_program
http://www.aaahc.org/eweb/dynamicpage.aspx?site=aaahc_site&webcode=accred_program
http://www.ncqa.org/tabid/631/Default.aspx
http://www.ncqa.org/tabid/631/Default.aspx


           and PCMH 

Å In 2009 New York required 
NCQA Recognition to be a 
Medicaid PCMH 
 

ÅMore than 7,600 clinicians and 
2,300 sites have been 
recognized by NCQA as 
patient-centered medical 
homes, with the vast majority 
achieving the status in 2010. 

Å Each site or clinician is ranked 
from level 1 to 3 based on the 
number of standards met, 
with level 3 being the highest 
level. 
 

www.criterionhealth.net  



Medicaid & NCQA Recognition Status with 
Medical Homes 

ÅColorado: Level 1 
ÅFlorida: Rec. Level 1 
Å Idaho: Rec. Level 1 
Å Iowa: Level 1 
ÅLouisiana: Level 1 
ÅMaine: level 1 
ÅMaryland: Level 1 
ÅMontana: Rec. Level 1 
ÅNew Hampshire: Level 1 
ÅNew York: Level 1 
ÅOregon: Rec. Level 1 
ÅPennsylvania: Level 1 

 

ÅRhode Island: Level 1 
ÅVermont: Payment based on 

score 
ÅWashington: Rec. NCQA 

Recognition 
 
16: A pattern is emerging 

 

www.criterionhealth.net  



NCQA: Patient Centered Medical 
Home Recognition Program 

Standards Areas 

1. Access and Continuity 

2. Manage Patient 
Populations 

3. Plan and Manage Care 

4. Provide Self Care & 
Comm Support 

5. Track & Coordinate Care 

6. Measure & Improve 
Performance 

 

Must Pass Elements 

ÅAccess during office hours 

ÅData based population 
management 

ÅManage care 

ÅSelf Care Process 

ÅReferral tracking & follow 
up 

ÅContinuous quality 
improvement 

www.criterionhealth.net  



NCQA How Must Passes Verified 

 
Å  Access During Office 

Hours: Written process, 
report, examples   

 
Å  Use Data for Population 

Management: List/report, 
materials/screen shots 
showing patient notification  
 

Å  Care Management: Report 
or NCQA Workbook (RRWB) 
  

 
 

ÅSupport Self-Care Process: 
Report or NCQA Workbook 
(RRWB)   

ÅReferral Tracking and 
Follow-Up: Report, log, 
written process, screenshot 
  

Å Implement Continuous 
Quality Improvement: 
Report or NCQA QI 
Worksheet, written process, 
examples  

www.criterionhealth.net  



Strategic Tactics for PCMHs 

Products 

ÅBuild own medical 
management system: 
create own primary care 
clinic, i.e. Summit Pointe 

ÅCreate bi-directional 
model, i.e. Aspenpointe 

 

Positioning 

ÅBe the BH in an NCQA 
Recognized PCMH 

www.criterionhealth.net  



Questions & Directions 

www.criterionhealth.net  



Next Steps for MHCA 

ÅWhat would be of use to you as you face HCR? 

 

ÅHow do you see MHCA being able to help? 

 

ÅWhat would be good outcomes one year from 
now? 

www.criterionhealth.net  


