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What Is an Accountable Care Organization...
And Why Should | Care?
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The Situation

“The American healthcare system is a dysfunctional mess.” (Ezekiel
Emanuel, MD, Chair of the Department of Bioethics at the Clinical Center of the National Institutes of Health)

Preventable Deaths* per 100,000 Population
in 2002-2003 (19 Industrialized Nations,
Commonwealth Fund)

(* by conditions such as diabetes, epilepsy, stroke, influenza,

ulcers, pneumonia, infant mortality and appendicitis)
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As much as 30% of health care costs (over $700 billion per year) could be eliminated
without reducing quality
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Components of the “Big FIx”

Fixing the problem can be described as:

= Moving further upstream with prevention &
& early intervention services to prevent =
health conditions from becoming chronic
health conditions

= Dramatically improving the management of chronic
health conditions for the 45% of Americans W|th one
or more such conditions whose A
treatment draws down 75%
of total medical costs




= NATIONAL COUNCIL

== FOR COMMUNITY BEHAVIORAL HEALTHCARE

www.TheNationalCouncil.org

Delivery System Redesign Elephant in the Room

Current Resource Allocation

* Need to invert the Resource

Allocation Triangle Acute Care
* Prevention Activities must be
funded and widely deployed Sl /
* Primary Care must become a Srevenion
desirable occupation and Primary %Catf:
» Decrease Demand in the e
Specialty and Acute Care Spegkly Ll
Systems

Prevention &

« These are dramatic shifts that Primary Care

will not magically take place

Needed Resource Allocation
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How do we “Flip the Triangle™?

Institute for Healthcare Improvement Triple Aim
- Improve the Health of the Population Where the US
- Enhance Patient Experience (quality, access, Hea|thcare System
reliability) .
- Reduce (or at least) Control Costs IS headed
(at a glance)
.
/.\\l C N [~ ™ |
Increase Preventive Care _Expand iz WS ol -
Evidence-Informed Care |
a D 4 N I
E Promote Early Intervention Decrease Overuse_ =l
Underuse of Services ]
Person > < > < Inpatient:
Centered Improve the Reducing
Medical Coordination of Care ReeLEE By Reiee Errors &

Homes b 2N ) \Waste
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Integrated Health Systems — The Holy Grall

Global Capitation to an Integrated Health System

4 Integrated Health Care System )
Supportlve Health Plan
D]] D]] D]] D]] D]] D]] ngh Performlng High_
Specialty Clinics performing
CI|n|c High Hospitals
Person performing
Person Centered Person DDDD Hospitals
Centered Centered
Homes High Performrng
Homes Homes Specialty Clinics
\ /

But... Integrated Health Systems represent only 10% of the Delivery System
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What about the other 90 percent?

Community Direct
. Incentive Payments to N P t
Low Risk Pool Patients eW a m e n
i Can/Should M d |
Low Risk BZ;?J\Q:?& Differential Grants & Mix and O e S
) Rates Seed Money Match the
Incentives Components
based on the
Design
Medium Risk Eeled Case Rates
Payments = —
Primary & —° l 1
Higher Risk Sl Specialty Health | Plan
Subcapitation Subcapitation
4 N

———
———1
—_—  —
———

Il

Accountable Care Organization

M i T
Organizational =2 H= =5 ae

Medical Homes Medical D DD Hospitals Hospitals
StI'U CtU Fes Homes Homes 1]
Specialty Clinics

L J

»
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Value-Based Purchasing — Medical Homes

» Fee for Service Is headed towards extinction

 Health Care Home models will begin with a 3-layer funding design with the
goal of the FFS layer shrinking over time

 Being replaced with case rate or capitation with a pay for performance layer

e Prevention, Early Intervention, Care
/\\l Case Rate Management for Chronic Medical Conditions

" J

e Per Service Payment

|
Fee for Service/
D :D] e Prospective Payment System (PPS)

i PPS ) Settlement (FQHC model) to cover shortfalls
Person : -
Centered e Share in Savings from Reduced Total
Medical Bonus Healthcare Expenditures (bending the
curve)

Homes \ /
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Value-Based Purchasing — Inpatient Care

« Payment for inpatient care will
bundle hospital and physician Potentially Avoidable Complications (PACs)

services

 Bundled payments that only pay - cat
for part of Potentially Avoidable % ey -.m
Complications (PACs) will e Sirgery

penalize providers that have G

higher error rates and reward : i

those with lower PAC rates —— I
o Bundled payments may v

include all costs in the 30 “TilR

days post an inpatient stay,

Including any return to the

hospital
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Value-Based Purchasing — Other Strategies

Provider

Pay for Performance funding layer Bonuses &
Incentives

« Differential Rates for providers that use published

Practice Guidelines (EBPS) Dif;e;teer:ial

: : : , _ Capacity-
 Capacity-Based Funding to kick start innovations Based
Funding

 Funding to community organizations that improve Community
health status and bend the cost curve Incentive

Pool

10
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So How does the MH/SU Delivery System
Fit into the new Healthcare Ecosystem?
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without addressing MH/SU Disorders

_Cn-uccurrlng Chronic Physical
Diagnoses and e PRIMARY CONDITIONS
the GA-U Chronic Chronic Physical  69%
. Physical Mental Il 369
Pﬂplllﬂtlﬂl'l DnTy' o ental Iliness )

ALL THREE Substance Abuse  32%
3075

52 percent had

substance abuse or th‘gl"f Alcohol|Drug
mental illness ACD Problem

idenlLilied 11%

31 percent had a
chronic physical
condition only

Physical
+ MI
14%

Mental
Illness

SOURCES: MMIS claims, TARGET
service encounters, and W5P arrest
recards, FY 2003-04. Chronic
physical and mental iliness diagnosis

AOT + MT MIEE::Z'I'Y groups derived from CDRS grouper

3%

A0D Only
L%

Washington DSHS | GA-U Clients: Challenges and Opportunities August 2006
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without addressing MH/SU Disorders

California Fee for Service Medi-Cal Analysis - 2007
Medi-Cal FFS Medi-Cal FFS
Total SMI Metric
Medi-Cal FFS Enrollees 1,580,440 166,786 11% SMI % of Total
Medi-Cal FFS Costs $6,186,331,620 $2,395,938,298 39% SMI % of Total
Medi-Cal FFS Cost/Enrollee $3,914 $14,365 3.7 SMI/Non-Ratio
Diabetes 4% 11% 2.8 SMI/Non-Ratio
Ischemic Heart Disease 2% 6% 3.0 SMI/Non-Ratio
Cerebrovascular Disease 1% 3% 3.0 SMI/Non-Ratio
Chronic Respiratory Disease 5% 13% 2.6 SMI/Non-Ratio
Arthritis 2% 7% 3.5 SMI/Non-Ratio
Health Failure 1% 3% 3.0 SMI/Non-Ratio
Inpatient Episodes 100 293 2.9 SMI/Non-Ratio
ER Visits 337 1,167 3.5 SMI/Non-Ratio
Inpatient Acute Days 609 2,094 3.4 SMI/Non-Ratio
Primary CareVisits 128 492 3.8 SMI/Non-Ratio
Specialist Visits 1,211 6,058 5.0 SMI/Non-Ratio
Prepared by JEN Associates, Cambridge, MA

13
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System Fit into this New Ecosystem?

The MH/SU delivery system has two roles to play:
* Integration of CBHOs into Person Centered Healthcare Homes
 High Performing, Recovery and Wellness-Oriented MH/SU Providers

And, in both cases,
Providers will need
to learn to operate
within the payment
reform rules

www.TheNationalCouncil.org

-

~

-

Accountable Care Organizations

~

a Payment Model to cover

and Chronic Disease

Management; Bonus
Structure for managing
Total Health Expenditures

Person

Person Centered

Health Care

Care Homes
omes
k

Prevention, Primary Care

Person
Centered Health  centered

e Linkages to High h
Performing Specialists that
can support the
management of Total Health
Expenditures and minimize
Defect Rates

a Bundled Case Rates that h

pay a Percentage of PACs

and Non-Payment for Never
Events

[ ]
1l

Specialty Cliﬁics

Clinic

[ ]

Specialty Cliﬁics

Provider

== FOR COMMUNITY BEHAVIORAL HEALTHCARE

Bonuses &
Incentives

Direct B
H Payments to
Patients

Case Rates

Bundled
Payments Primary &

Specialty
Subcapitation
Global
Subcapitation

Hospitals within Hospitals

\

Integrated Delivery Systems

Community
Incentive Pool

14
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“Customization” of Medical Homes

 Analogy: Generic Hospital Beds and ICU

Customization of Medical Homes — different models for different needs

— Seniors in nursing homes

— Adults with a SMI

— Inuits in rural Alaska
Person-centered
healthcare homes In
CBHOs will be one of
many designs used to
bend the cost curve

15
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Person-Centered Healthcare Homes

aY i /Clinical Design for Adults with Low\ 4 Clinical Design for Adults with )
Bi-Directional
to Moderate and Youth with Low to Moderate to High BH Risk and
Care: High BH Risk and Complexity Complexity
Behavioral - CBHO
- 1) (] o
IF-)Ie_aIth |nC I — —
rimary Care T
d /Primary Care\ 4 N
£l Clinic with Partnership/ /Community Behavioral Healthcare\
Prlmary Care Beﬁ:;;%ral Sptclercl:li(aal?ye(\;vétrlo Organization with an embedded
in BehaVi()ra| Clinicians for persons who Zrtl)glri]ta? szje Me(;irl]cafl ﬁ“n'c W't]t'
embedded need their care y o agdress the Iull range o
Health providing stepped up 1o primary healthcare needs of
assessment address persons with moderate to high
PCP ’ increased risk behavioral health risk and
consultation, and complexity complexity
care with ability to
management step back to
and direct Primary Care
K service / K / K /

- AN A
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Wellness and Recovery Centers

 Distinctive Competence and Competitive Advantage for CBHOs
— Ability to provide a true “holding environment” for persons with
serious MH/SU disorders
— That help consumers towards wellness and inclusion in society
— Which are the two components necessary to bend the cost curve

Excluded from Society Included in Society
Loss of
. Severe

Major

Social Distress

Role

W, hul
1 raunma
| PTSD Cvycle of /loss
Cvele of ' ) Healine "“][ of
Mentally 12 P's of &“‘ullheing

Empowerment

A

12 P's of
- | Empowerment

© 2008 NEC, Inc.
17
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Key to Supporting New Service Delivery
and Payment Models:
Accountable Care Organization

1
1

/
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The Status Quo

« Fee-For-Service, Non-Integrated Model: All the wrong incentives and
disincentives

1

Health Plan l
TWT Y i
/| N - -
a - -
1] — —
D:D @ l u:D D:D D];I Specialty Clinics - -
Clinic — —
l [D] Primary l Dj] | Clinic_| l!| |!|

Primary €2 Primary B Hospitals Hospitals
Care Clinic Care T]

Clinic Clinic Specialty Clinics
19
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Accountable Care Organizations (ACOs)

« ACOs dual purpose:

— Organization structure for managing bundled payments for inpatient care

— Vehicle for small to mid-sized primary care practices that want to become
Person-Centered Medical Homes

Improved

Inpatient Care

Efficiency Useof

Lower-CoSt Reductionin

Hog Adverse
aaﬂ!

OPPORTUNITIES FOR HEALTHCARE COST REDUCTION

Events Reduction in

Preventable Improved Use of ——
Sﬂﬂofw& Readmissions Management |ower-Cost | Lower
s of Complex  Seftings & Total
____Providers _ Health
.S All Providers Care
care practi€ Eeduch‘tgg Iin Cost
primafy Reductionin ER Vialie & ~—
improved YUNNECESSary Agmissions
improved Fractice Testing &

- Referrals
Prevention EMICIENCY

& Early

Diagnosis

FIGUEE 1

20
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ACQOs are Coming: Federal Initiatives

« Congress and CMS: an ACO would have at least one hospital, a minimum of 50

physicians (primary care and specialists), commit to be in business for at least 3-5 years,
and serve at least 5,000 patients

— |If the ACO met pre-established quality goals, it would receive an incentive payment
— Penalties would be assessed if care did not meet the quality goals established
— Incentive payments and penalties would be split between the members of the ACO

— The providers in the ACO would follow best practices, be patient-centered and contribute to
the development of best clinical practices to build standards of evidenced-based medicine

» Medicare: Allow providers organized as ACOs that voluntarily meet quality thresholds to
share in the cost savings they achieve (2012); foundation for bundled payments
« Medicaid Demonstration Projects:
— Pay bundled payments for episodes of care that include hospitalizations (2010-2016)
— Make global capitated payments to safety net hospital systems (FY2010-2012)
— Allow pediatric medical providers organized as ACOs to share in cost-savings (2012-2016)
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ACOs are Coming: State Initiatives

« Minnesota: H.F. No. 3709, as introduced - 86th Legislative Session (2009-2010)
Posted on Mar 18, 2010

6.13 Sec. 10. Minnesota Statutes 2008, section 25680754, is amended by adding a

6.14 subdrvision to read:

6.15 Subd. 3. Accountable care organizations. By Julv 1. 2011, the commissioner of
6.16 human services shall deliver services to enrollees m state health care prosrams through
6.17 accountable care orcamzations. and shall provide incentive pavments to accountable care
6.18 organizations that meet or exceed annual qualty and performance targets. Accountable
6.19 care organizations and mcenttve pavments must meet the standards specified m Public
6.20 Law Number 111-3005.

« Massachusetts: 1115 WAIVER AMENDMENT Submitted; March 1, 2010

On July 1l&, 2009, the Commiszszion releaszed a unanimously-approved final
report, which recommended a shift by all payers to a system of global
payments, through a framework of accountable care organizations (ACO=2) and an
empha=siz on the medical home model.. The Commonwealth iz currently developing
legislation to enact these recommendations, and looks forward to integrating
them into the Commonwealth’s upcoming Demonstration renewal.
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Accountable Care Organizations (ACOs)

 Accountable Care Organization (ACO) Model

4 N
Accountable Care Organization
INifing /\ ﬁ
I L l Il Specialty Clinics
|| "Medical || | .
Medical Homes Medical J Hospitals Hospitals
Homes Homes .
Specialty Clinics

- /

23
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Who may be ready to become an ACO now?

Exhibit 1. Accountable Care System Models and Core Capabilities

Core Capabilities
Accountable  Redesign Teamwork Care Performance Information Knowledge Change
Care System Care Coordination Accountability Technology Management Management
Models Processes

(1) Multi- High High High High High High Medium

Specialty

Group

Practice

(MSGP)*
(2) Hospital Medium | Medium High High High Low to Low to
Medical Staff Medmm Medimm
Orgamzation
(HMSO)"
(3) Physician Medium | Medmum Medmum High High Medmum Medum
Hospital
Organization
(PHO)®
(4) Low Low Low to Medium Low Low Low
Interdependent Medmm
Provider
Organmzation
(IPO)’
(5) Health Plan | Medmm Low to Low to Medium to Low to Low to Low to
Provider Medmm Medium High Medium Medmm Medium
Organization /
Network
(HPPO/HPPN)®
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Level 1 ACOs: The Foundation

ACCOUNTABLE CARE ORGANIZATION

Committed
Leadership &
System l:_uf_
- Accountability -
Information "" Capability for
About Patients el g Management
& Services i Primary | | Pomary | of Financial Risk
< i_Care” 1 Care” y
Pmchce. iPractice.

" Capabilities for Fﬁ,{ﬁ'ﬁ;}', Ir_r:-_ﬁ_r'ﬁf;;;?; Ability to
Population Mgt | Care” || Care | Measure and
& Coordination |Practice} |Practice; Report on

% of Care e Rl Quality of Care |

{Pnmary | {Pomary |
i Care : Care .
" Resources for iPractice; iF‘ractlcEI Coordinated
Patient Educ. | R — Relationships
& Self-Mgmt ‘_ with Specialﬂzu
. Support and Hospitals |
Culture of

Teamwork
Among 5taff

25
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Four Levels of ACOs — All Healthcare Is Local

 Four Levels of ACO are being proposed:

HEALTH CARE EXAMPLES OF
PROVIDERS COST REDUCTION
INCLUDED OPPORTUNITIES
Level 4 ['"'Iii]'til'i_é'lilé'él't_ﬁm_} : Cocardmatied Health |
ACO _Sa_fet}r_ Nt_at(;hnl-::s : an Sgs:;-lpgftmces :
— — W
Level 3 ; Huspltals | : Improved I
ACO i e e : Management of
Qt_“f—‘_r _S_Eef[alf_ts__i Complex Patients
Level 2 ME]DT Speclallsts | I Improved Outcomes |
Cardmlogé I andEfficiency for |
ACO 'Q_Ft__f{p_e_f“_?_ ___!"-3]' I MajorSpecialties 1
Level 1 {Primary; {Primary: I Reductionin |
ACO | Care | | Care | I preventableER |
'Ff[?__ﬂt_'_ﬂe' [Practice! ! Visits & Admissions |
|P |P
; E’Qﬁf, i El:;nraeryi : ApprnpnateUseof
Practice | 'Iiratitlc?_ 1 Testing/Referral |
.ng‘%wi ,ng‘few; Prevention &
\Practice| :Practlce| 1 EarlyDiagnosis

26
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So Tell Me Again... How does the
MH/SU Delivery System Fit into
the new Healthcare Ecosystem?

g p \\
Accountable Care Organizations
e Payment Model to cover N Linkages to High N (O Bundled Case Rates that R
Prevention, Primary Care Performing Specialists that pay a Percentage of PACs
and Chronic Disease can support the and Non-Payment for Never
Management; Bonus management of Total Health Events
Structure for managing Expenditures and minimize

Total Health Expenditures Defect Rates

oo

oy l . 4d : Specialty Specialty
l (] S l iml Specialty Clinics Hospitals Hospitals

Person Centered pergon —
|
Centered Health  centered Clinic

Health Care Health
Care Homes Care

Homes Homes Specialty Clinics

- PR L Hospitals within Hospitals Y,
Integrated Delivery Systems
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System Fit into this New Ecosystem?

« We've learned from 50
years of effort that if you
work in the BH Safety Net...

 Focusing inward to create a
high-performing MH/SU
Provider Organization does
not always prevent you from
ending up at the bottom...
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Many Wheels are Turning

Uninsured

Insured

Dis-Integration

Integration

Fee for Service

Payment Reform

Uncoordinated Providers

Accountable Care Orgs

BH Disconnect with HC

BH is Part of Health

29
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Are State MH Authorities Ready?

 Begin by assessing how things will unfold in your state

* Low Change System: Some states will acknowledge the existence of clinical
dis-integration but not recognize the financial impact and not be adequately
swaved bv the social justice issue related to earlv mortality. These states will take
little or no action to promote clinical integration and will not activelv remove the
barriers to integrated clinical designs. These states will move forward on
healthcare pavment reform, per the options described above, but take a laissez
faire approach to promoting primarv care/behavioral health integration. In this
environment, it will be up to the health plans, accountable care organizations,
primarv care providers and MH/SU providers to integrate — or not.

Moderate Change Svstem: A third sroup of states will fall somewhere in the
middle, promoting clinical integration where it can be tacked onto other efforts,
with varving degrees of robustness.




NATIONAL COUNCIL

== FOR COMMUNITY BEHAVIORAL HEALTHCARE

www.TheNationalCouncil.org

How Do Carve-Outs Fit with ACO Development?

Things
get really
exciting
when we
think
about
MH/SU
Carve-In
and
Carve-
Out
models

Low Change Moderate Change High Change
Carve-In Carve-in will continue | Carve-in will continue | Carve-in will continue
to be used to organize | to be used to organize | to be used to organize
service delivery service delivery service delivery
integration; very few integration; very few integration; very few
examples of this model | examplesofthismodel | examples of this model
Carve-OQut | Carve-out will remam in | Carve-out will likely
place; it will be up to remain in place but
the plans and providers | large emphasis will be
to integrate placed on building
contractual relationships
at the health plan and
service delivervlevels
to promote and support
integration
Fee for States will likely move
Service their Medicaid health

care into managed care
and mav carve-in or
carve-out MH/SU
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Are County and Regional BH Authorities Ready?

» The answer depends on the state environment (low > hi change)

o Ifthere are ACOs with enrolled Medicaid patients, they will quickly learn that
they need to provide integrated care for those with MH/SU disorders

 |If County/Regional BH Authorities are not responsive to supporting these
efforts, there will be increasing pressure to push for carve-in

 |f County/Regional BH Authorities
cannot demonstrate that they are
supportive of these efforts and are
helping bend the Total HC Cost
Curve, they will be at Risk

* Authorities can get out in front of this
wave by sponsoring and participating
In ACO Medical Home development

32
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How do MH/SU Providers Prepare?

Integrated Healthcare System

If you are operating in a state and community where integration efforts
are under way and the IHS model is being pushed, your choices are:

DO nOthlng and hope 4 Integrated Health Care System N
they ignore the SMI/ e ——
SED population =_— _— =

Health Plan

Become a Preferred c..n.c
Provider of an IHS D]JD]] DDDDD
Create a consortium u]] iy H]J W specany =il
of BH Providers and Med.ca| cnmc
contract with the IHS “S‘S?AZZ' . “ﬂiﬂl‘éi' DDDD Fospiels - Hosplal

Specialty C|InICS

as a Provider Network - J
Become an Acquisition Target and become part of the IHS’ BH Division

33
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How do MH/SU Providers Prepare?

Accountable Care Organization

« |f you are operating in a state and community where integration efforts
are under way and the ACO model is being pushed, your choices are:

* I'm going to skip “do nothing” ———
 Become a Preferred Provider to =_=_<= =
the ACO Health¢ Plan
é )

 Become a Member
Of the ACO Accountable Care Organization

« Getinon the ground

CI|n|c
floor and become a ﬁ DDDDD
. H:D H:D H:D H:D Specialty C|InICS
Founding Member/ C,,n,c

Medical

Ownel‘ Of the ACO Medlcal Homes \jedical DDDD Hospitals Hospitals

Homes Homes

nnnnnn
nnnnnn

Specialty C|InICS

\_ )

34
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Get ready... It's going to Happen

linic
|||||
aw N T ﬁ
Avealy f ﬁ i
[ 0= Medical [
Medical HOMeS  “Medical Hospitals Hospitals Fospita nics
Homes = =

DDD

. Medicaid, Medicare and Private Health Plans read the same studies | do
and realize that they cannot bend the cost curve without addressing the
needs of persons with MH/SU disorders

« Fee for Service Is going away, to be replaced by Value-Based Purchasing
models that offer risks and rewards to health and behavioral health
providers and necessitate infrastructure development

 High Performing, Recovery-Oriented MH/SU Providers can play an
enormously effective role in helping their healthcare partners |

Improve health status & bend the curve

 Participating at the System Management Level (IHS, ACO) is

an important survival strategy
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Questions?

36
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- File| View Help
[=] Audio
Audio Mode: Telephone
Dial:
Access Code:l

[ ]

@ Audio PIN:

@ = Call 888.259.8414 for
technical support

...... = _

Questions Log

¥ [=]

Type yvour guestions here

i
8 ol N

Webinar Now
Webinar ID: T82-180-151

GoTlo\Vebinar
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National Council Membership

 Are you making the most of your National
Council membership?

www.TheNationalCouncil.org/cs/member_benefit
S

« Not yet a member? Join today!

Email Membership@thenationalcouncil.org or
call 202.684.3742

39
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Washington, DC June 28-July 2
Houston, TX July 12-16

Chicago, IL August 2-6

San Francisco, CA  September 13-17

Atlanta, GA September 27 - October 1

Apply today or ask about a custom training program
at your location www.MentalHealthFirstAid.org
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National Council JOBank

* Recruit top-notch mental health
and addictions executive,
administrative, policy, clinical,
and direct care staff

 Post resumes and openings,
browse jobs
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National Council E-Learning
o 400+ courses for CE credits

 Special price for organizations with
60 or fewer employees

 Helping you meet compliance, licensing,
and insurance requirements

Partnership with Essential Learning
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JUNE 29 - 30, 2010

i
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FOR COMMUNITY BEHAVIORAL HEALTHCARE

Register at www.TheNationalCouncil.org/HillDay
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I @  May 5, 12, 19, 26:

National Mental
Health and Addictions

Understanding Mental Health

Conference & Expo e May 24: Malcolm Gladwell at
MARCH 2010 the National Council Conference,
FOR MEMBERS ONLY

* May 26: Geoffrey Canada at the
National Council Conference,
FOR MEMBERS ONLY

Register at
www. TheNationalCouncil.org

See you in San Diego, May 2-4, 2011




