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INTRODUCTION 

 Community Care Behavioral Health Organization 
(Community Care) - 501(c)(3) nonprofit behavioral 
health managed care organization (MCO) that 
serves approximately 700,000 members in 
Medicaid 

 Overall population of 2 million 

 Part of the UPMC Insurance Services Division 
which is a subsidiary of the University of Pittsburgh 
Medical Center (UPMC),  

 UPMC is a $10 billion organization made up of 
hospitals, physician practices and insurance companies 



PENNSYLVANIA HEALTHCHOICES PROGRAM 

 Community Care was developed to work in the 
Pennsylvania HealthChoices program. 

 HealthChoices is a mandatory managed care 
program for people with Medicaid; it carves out 
behavioral health 
 Federal waiver allowed Pennsylvania to  offer one MCO 

per county or per region 

 County programs have the right of first opportunity to 
take risk under the program 
 Counties could choose to take risk themselves or find a risk 

(insurance) partner 

 Community Care is the partner for 13 counties and 
has one contract direct with the state for 23 rural 
counties 



HEALTHCHOICES SUCCESS 

 HealthChoices provides Pennsylvania counties with 
the opportunity to manage the Medicaid behavioral 
health services for members who live in those 
counties.  

 The mission is improve the health of the 
communities it serves and to better understand the 
impact of behavioral services 

 One of the most successful public programs 
ever…savings of $4 billion from BH alone in first 10 
years; close to $5 billion if add in the savings on the 
community side.   
 More people received care and more care occurred in 

community settings 



INTRODUCTION TO PERFORMANCE MEASURES 
AND PAY FOR PERFORMANCE (P4P 

 The concept of performance measures is 
simple…Definition is not! 

 Example: Treatment for cholesterol count of 239 
versus 241 

 What do we have in the BH world that is anything like 
this 

 IOM states that one reason that P4P has not been 
done well in BH is because we lack measures.   

 Also lack severity indices 

 Diagnosis reliability 

 



WHAT ARE PAYORS LOOKING FOR?   

Payors make money when unhelpful services are 

avoided (note that I didn’t say “unnecessary)  

Providers make money when services are 

provided, regardless of whether they are helpful or 
not 

People who need services get benefit when the 

services that they receive actually help them 

The Holy Grail: align these things! 



UNNECESSARY SERVICES? 

Source:  Harvard Business Review, Spotlight on Fixing Health Care, “Fixing Health Care on the Front Lines” , Richard J.J. Bohmer, April 2010. 

 U.S. spends 
more on 
health care 
per capita 

 

 Ranks in the 
bottom 25% 
on life 
expectancy 



QUALITY, OUTCOMES AND SAVINGS 

 The first step to moving to a performance based 
system for your own organization is answering the 
following questions: 

 How do you know that people receiving services from 
your organization are improving? 

 How do you know who is a “good” practitioner within 
your organizations (discussion) 

 Do you know how much of your revenue comes from 
providing services that are not helping people?  



WHAT ARE PERFORMANCE MEASURES? 

 Again in behavioral health, these are less easily 
quantified than in physical health.  For example:  

 No hospital acquired infections 

 Coding of Present on Admission diagnoses 

 Reduction of pharmacy errors 

 In behavioral we tend to use process measures as a 
stand-in for actual performance or quality measures 

 Appointments within 7 days 

 Treatment plan started with 24 hours of admission 

 Physician sees person at least every 4 months 



QUANTIFY YOUR VALUE 

 Can you promise anything that will lead to savings 
for the payer? 

 Can you promise anything that will lead to 
improved outcomes? 

 What is the effect of your providing the services that 
you provide? 

 And how do you know that you get that effect? 

 Can you state your value in a few simple sentences?   



ONE EXAMPLE-A WHOLE STATE APPROACH 

 Program compared hospitals to one another on a 
set of indicators including hospitals’ risk-adjusted 
relative performance on a broad array of hospital-
acquired conditions. 

 Methods include both reimbursement effects and 
clinical process reporting  

 Clinical process-of-care measures improved from 
2007 to 2010, and variations among hospitals 
decreased substantially. 

 In the second program, hospital-acquired 
conditions declined by 15.26 percent over two years, 
with estimated cost savings of $110.9 million over 
that period.  



NEW FEDERAL RULES  

 The opposite of Pay for Performance is not paying 
for Adverse Incidents.   

 As part of the ACA, events that fall into federally 
mandated categories identified as Never Events 
(NE), Health Care Acquired Conditions (HCAC) and 
Other Provider Preventable Conditions (OPPC) may 
be subject to claims nonpayment.   

 CMS calls these provider preventable conditions 
(PPCs), and they have set out regulations regarding 
Medicaid program payment prohibitions for PPCs.  



HCAC AND OPPC-CON’T  

 While many are physical health specific (e.g., 
operating on the wrong limb, etc.), many could 
also be BH in nature: 
 Patient death or serious disability associated with 

elopement (disappearance) 
 Patient death or serious disability associated with a 

medication error 
 Patient suicide, or attempted suicide resulting in 

serious disability, while in a healthcare facility 
 Patient death or serious disability associated with the 

use of restraints 
 Sexual assault of a patient 
 Death or significant injury of a patient or staff 

member resulting from a physical assault 
 



ONE INTERESTING TREND-PAY FOR SUCCESS 

 The Commonwealth of Massachusetts is launching two pay-
for-success (PFS) contracts in 2013. 

 This move to paying for outcomes, paying for good 
response to treatment, is one that is catching on. 

 Example is the Massachusetts focus on: 

 reducing chronic homelessness 

 reducing recidivism rates for youth (18-24) 

 Early results are positive, but many risks for health care 
providers in taking on guarantees of their clinical 
performance.   

 



GETTING PAID FOR YOUR PERFORMANCE 

 The first question to ask of your organization is: 

 Why should people pay me more? 

 In trying to answer this question, stay away from 
any answer that pertains to the effort that you put 
forth 

 For example, every provider that provides ICM services 
in one of the Community Care contract, reports that 
they are treating the most severely ill people…. that 
can’t be true! 

 Today’s healthcare organizations were built for high 
volume and serious illness, not for prevention and 
health 



DIFFERENT TYPES OF P4P 

CMS says: “the use of payment 
methods and other incentives to 
encourage quality improvement and 
patient-focused high value care” 

In general, there are two models:  

 1.  Financial Incentive Model 

 2.  Reputation/Quality Model 
 

 

 



P4P EXAMPLES 

 Financial Examples 

 Pay for participation 

 Pay for process 

 Bonus for meeting threshold 

 Bonus for competitive ranking 

 Bonus for improvement 

 Shared savings 

 Non-Financial Examples 

 Public recognition 

 Preferred referral (increased volume) 

 Reduction of administrative requirements 

 Avoiding sanctions 



PAY 4 PERFORMANCE PITFALLS TO AVOID 

 Many early P4P projects which were the subject of 
initial evaluations had some fundamental design 
flaws that became evident over time. For example: 

 Rewards were too small to justify provider investment 
in performance improvement 

 Rewards were targeted only towards the highest 
performers, giving no extrinsic incentive to improve for 
those most in need of it 

 Providers didn’t know what to do to improve (no case 
study examples of high performance, technical 
assistance or data support) 

 Incentives weren’t aligned with provider organization 
compensation 

 



SUCCESS IN P4P  

 Here are some things that you need: 

 Data collection system 

 Full mapping of the clinical workflow that you’ll need to 

achieve the performance 

 Plan for training to achieve the performance 

 Data reporting system 

 Data analysis system 

 Here are some thing that you MUST do in your 

P4P contracts: 

 Outline the measurement methodology 

 Outline the appeal methodology WHEN your results 

differ from the payor’s results 

 



PITFALLS  

Usually P4P rewards are not worth the 

effort 

Very narrow definitions of success 

Measurement of items that are not in your 

control (set up for failure) 

Assuming that you’ll get the P4P money  

 Budget and spending implications 

P4P programs that require you to spend 

money to implement (understand your 

ROI) 

 



HOW PAY-FOR-PERFORMANCE STANDARDS 
ARE EVOLVING IN BEHAVIORAL HEALTH 

 In general, systems are attempting to move toward 
outcomes focused, rather than process focused, 
measures.  But what does that mean for clinicians? 

 When I was a clinician, not all of the families that I 
treated got better as a result of my treatment.   

 PCPs don’t want to suffer financially because they can’t 
get their patients to lose weight or to stop smoking 

 Does that mean that I should get paid for doing the 
work even if the work doesn’t produce results? 



BEST PRACTICES FOR PROVIDER 
ORGANIZATIONS 

 Most importantly-understand what the payer is 
asking for. 

 Determine if you have the systems capability to 
measure what is needed 

 Can you report on it? 

 Get it in writing from the payer 

 Clearly communicate with your staff 

 Be wary of “teaching to the test”…have someway to 
assure that all the work is being done 

 Don’t count on all the funds in the first year. 



WILL P4P HELP “FIX” HEALTHCARE? 

 Study shows that there is inconsistent evidence 
on both the direction and magnitude of the 
association between costs and quality 

 Higher costs associated with better care in 34% of 
studies 

 Better care associated with lower cost in 30% of 
studies 

 36% of studies had no causal link 

 Conclusion: Little is actually know about the 
optimal allocation of resources to achieve the 
best health outcome 

 Source: American Medical News 



DISCUSSION AND QUESTIONS 
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