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Bottom Line: Implications of ACA
 More people have health insurance
 Medicaid will play a bigger role in MH/SUD than ever

before
 Focus on primary care and coordination across
providers
 Major emphasis on home and community based
services
 Prevention and wellness promotion is a major theme –
USPSTF recommended screenings, for example

Care coordination
 A number of mechanisms are needed to foster better

care coordination and to improve outcomes

 25% of Medicare patients are re-admitted within 30 days

of hospital discharge
 More than 50% of these had not seen a physician
between discharge and readmission

 Impacts to BH providers
 MH/SUD in primary care settings
 Primary care in MH/SUD settings
 Much more bi-directionality

Knowledge and Information Integration

Clinical
Guidelines
Legacy
Demographics
Lab
Radiology
Meds
Allergies

PHCA

Individualized Clinical
Recommendation

Self-reported
Info

What are the expectations for post
health reform patient care?
 Patient-centered care–
 Patient engagement  Interdisciplinary teams –
 Evidence-based practice –
 Quality Improvement –

These all require data to inform practice

What are the expectations for post
health reform use of data?
 Ability to use real time decision support tools
 Ability to manage treatment adherence
 Ability to exchange clinical data sets with other

entities
 Ability to use structured data taxonomies which will
make data sharing meaningful and accurate
 Health promotion and patient education materials are
generated through the electronic health record
content and are individualized

Near Future

• Impact of Accountable Care Organizations (ACO)




Performance measurement: PQRS
Managing sub-populations well to improve health
Expanded Medicaid will allow access to more providers for
MHSA clients

 Meaningful Use Stage 3:
 "promoting improvements in quality, safety and
efficiency”
 emphasis on decision support, patient access to selfmanagement tools, access to comprehensive patient data
and improving population health.

Clinical Decision Support (CDS)
 Linking pertinent patient data and information to evidence-

based knowledge (clinical guidelines)

 Provide recommendations based on integrated clinical

information and guidelines through CDS algorithms

 Promote improved quality, cost-effective care, safety

CDS to Improve Quality
 Incorporate all kinds of information
 Traditional healthcare centered
 Person-centered


Health-related quality of life



Satisfaction with care



Lifestyle: knowledge, attitudes, behaviors, barriers



Adherence

 Community-centered

 Apply clinic business rules to create action reports
 Individual: Patient, providers
 Aggregate: identified (registries) and de-indentified

 Is the process or outcome good enough?

Health-related Information
 Traditional healthcare centered


Diagnostic (ICD, DRG) and service codes (CPT)



Laboratory



Pharmacy

 Person-centered or Self-report


Lifestyle: knowledge, attitudes, behaviors, barriers



Adherence to treatment plans



Family history, past medical history, allergy



Health-related quality of life, functional status



Satisfaction with care

 Community-centered


Geographic overlays of traditional healthcare or person-centered



Geographic overlays of social determinants: education, poverty



Parks, sidewalks, schools, grocery stores, farmer’s markets



Environment stressors: noise, air pollution
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CDS in Meaningful Use Criteria
 5 CDS rules relevant to specialty or high clinical priority patient conditions, along
with the ability to track compliance with those rules.
 5 rules that EP or eligible hospitals must be focused on the quality metrics as
described: “Proposed Clinical Quality Measures”
 1) Core measures that apply to patients




preventive care and screening regarding tobacco use;
blood pressure measurement;
drugs to be avoided in the elderly

 2) a subset of clinical measures (see Tables 5-19 in the regulation) that are most










appropriate given the physician’s specialty. There are a total number of 93 proposed
quality measures (90 clinical measures and 3 core measures) and several of the 90
clinical measures are used in multiple specialty groups. The specialty groups, and
number of measures that comprise each,
Cardiology (10); Pulmonology (8); Endocrinology (9); Oncology (6); Neurology (5);
Proceduralist/Surgery (6); Ophthalmology (3);
Primary Care Physicians (29);
Pediatrics (9);
Obstetrics and Gynecology (9);
Psychiatry (6);
Radiology (7);
Podiatry (3)

USPSTF
and
ACIP
services
covered
under
ACA
 Primary prevention/Behavioral









Tobacco Use screening for all adults and cessation interventions for tobacco users
Diet counseling for adults at higher risk for chronic disease
Obesity screening and counseling for all adults
Depression screening for adults
Alcohol Misuse screening and counseling
Breast Feeding interventions to support and promote breast feeding
Folic Acid supplements for women who may become pregnant
Sexually Transmitted Infection (STI) prevention counseling for adults at higher
risk

 Immunization vaccines for adults—
 Hepatitis A
 Hepatitis B
 Herpes Zoster
 Human Papillomavirus
 Influenza
 Measles, Mumps, Rubella
 Meningococcal
 Pneumococcal
 Tetanus, Diphtheria, Pertussis
 Varicella

USPSTF and ACIP services covered under ACA
 Cardiometabolic disease screening
 Blood Pressure screening for all adults
 Cholesterol screening for adults of certain ages or at higher risk
 Type 2 Diabetes screening for adults with high blood pressure
 Aspirin use for men and women of certain ages (Framingham Risk Score and
contraindications to aspirin)
 Abdominal Aortic Aneurysm one-time screening for men of specified ages who
have ever smoked
 Cancer
 Cervical Cancer screening for sexually active women
 Colorectal Cancer screening for adults over 50
 Breast Cancer screening over 40
 BRCA counseling about genetic testing for women at higher risk
 Breast Cancer Chemoprevention counseling for women at higher risk
 Sexually Transmitted Infection (STI) screening
 HIV screening for all adults at higher risk
 Gonorrhea screening for all women at higher risk
 Chlamydia Infection screening for younger women and other women at higher
risk
 Sexually Transmitted Infection (STI) prevention counseling for adults at higher
risk
 Syphilis screening for all adults at higher risk
 Osteoporosis screening for women over age 60 depending on risk factors

The rule of disruptive innovation

 As new technologies enter any field, the "experts" need to rethink their

value proposition – what portions of their services and expertise can be
replaced by new tools and rules-based decision making, and where
their expertise will still be a value to consumers.
 In the face of the new reality, fear of economic displacement and fear of
change, has led to a unique brand of protectionism in the health and
human service field– the prevention of reasonable (and often
necessary) efficiencies in the field by organizations with a vested
financial interest in preserving the status quo.
 While organizations are economically prudent to work with their trade
associations to protect funding streams and markets where possible,
this cannot be the underpinnings of organizational strategy.
Organizations need a deliberate plan and path to develop new services
based on new technologies to prepare for future market realities.
Preventing change in a market is a business tactic, but it is not a real
strategy.

Performance Improvement in clinical
workflow processes
 Patient Summary “at a glance”
 Clinical Decision Support at the point of care
 Ability to monitor performance “on-the-fly” and

identify corrective action
 Presenting information in the EHR the way the
clinician thinks:
 bulleted recommendations
 levels of alerts (critical, abnormal, normal)

 2 way communication with the patient the 99% of the

time they are not in your office

“Dynamic Feedback Loops” between patients and
providers
 Patient uses and provides information
 Health care teams use and provide information
 Is treatment progressing to goal?
 How is adherence to treatment plan? What are the

barriers?
 One patient will have several care team members at
different sites providing care  many feedback
loops
 How to efficiently handle granular consent?

Paul Keckley from Deloitte:
 Behavioral health still:
 Remains a mystery to virtually all in the medical establishment—notably
primary care practitioners—our presumed future partners.
 Resists quality measurement using many traditional measures of outcome—

the gold standard established for medicine and payment.

 Demands a more complex set of tools than traditional medicine, a

combination of medical and social interventions whose impact and value are
poorly understood outside of the field.

 Is rarely appreciated by individuals unless their lives, or the lives of others

close to them, are adversely affected by a behavioral health problem that leads
to loss of job, education, social relationships, or other aspects of what we
consider to be a meaningful life.

Current behavioral health
treatment environment
 There are different assessment tools – if any
 Documentation is done with extensive use of free text
 Data systems do not assist in managing adherence to






treatment plans in a timely or data based fashion
We write a lot but have little actionable information
Most of the data is input by clinicians not patients
We struggle with sharing data across systems, both in
terms of interoperability and ability and willingness to
partner
We minimally address health issues – if at all

How will we bring health into
behavioral health
 NASMHPD medical directors have been promoting the

importance of addressing health risks for years

 2005 Integrating behavioral health and primary care services
 2006 Morbidity and mortality in people with serious mental





illness
2006 Smoking policy and treatment in state operated
psychiatric facilities
2008 Measurement and health status for people with SMI
2008 Obesity reduction and prevention strategies for people
with SMI
And that is just adults – what about children’s health issues?

How will we approach holistic
health?
 Collaboration and co-location are old news
 To succeed as medical homes and/or members of

accountable care organizations (ACOs), practices must be
clinically integrated internally and with other providers.
 The current problem is that, even with electronic health
records, practices find it difficult and costly to add new
functionality and/or connect online with other providers.
 Within the next few years these linkages will be essential to
achieve the requisite level of clinical integration.

Patient –centered care
 Patient-centered information delivered to the care team is

key to self-management, care coordination and quality
improvement
 Patient-centered information can be
 adherence to treatment, side-effects, symptom response
 psycho-social stressors and other barriers
 lifestyle assessments: healthy eating, physical activity

 readiness to change and motivational interviewing feedback
 screening: e.g., depression, problem drinking, PTSD
 clinical preventive service history: cancer screening, vaccines

 medication reconciliation: over-the-counter, supplements

Medical homes or Health homes?
 Health homes
 Focus on those with, or at risk of, chronic conditions
 Will be covered in Medicaid state plans
 90% federal match as incentives for states
 Several new services
 Comprehensive care management
 Care coordination and health promotion
 Patient and family support
 Comprehensive transitional care

Targeting High Value Services
 Insurance coverage doesn’t mean that high value services will be

delivered
 Environmental, policy and system changes influence health
 Target high-value services to specific individuals
 Use comprehensive health assessment
 Behavior change support (tobacco, PA, healthy eating,
breastfeeding)
 Aspirin to prevent heart attack and cardiometabolic control
 Cancer screening
 Immunization need
 Tailor the message and program
 Evaluate outcomes
 Reports for ongoing and retrospective results

Federal Strategic Plan for HIT- 4 themes
 3 establish the foundation and infrastructure to

support a learning health system
 Meaningful Use of HIT,

 Policy and Technical Infrastructure,
 Privacy and Security,

 leveraging these resources to create a
 Learning Health System.

MU Policy and Technical Infrastructure

 Goal: Enable management and secure exchange of electronic health

information to meet goals in Theme 1 and 4 through the
development and support of appropriate policies and technical
specifications.
 Principles

 Policies and technical specifications required and/or promoted by the








Federal government should allow providers to achieve meaningful use
of HIT.
The Federal government should leverage market innovation in
information and communications technologies to foster appropriate
health information exchange.
Effective health information exchange should enable all
participants, including patients, in the exchange to contribute
toward achieving meaningful use.
Policies and technical specifications should be kept as simple as
possible and be designed for implementation by all participants.
Policies and technical specifications should make possible and
promote increased patient engagement and access.

Refocusing the decision points
about use of EHRs
 Many states and providers have focused on selection of electronic







health records based on how their current system collects data, rather
than what clinicians need to do a better job
Clinical decision support is poorly understood and yet this will be the
most important issue in the evolution of EHRS and for health reform
While existing applications may collect information across many
domains, virtually none of them can turn this information into a
treatment recommendation that utilizes the individuals strengths and
preferences
Very few of the existing applications can provide proactive clinical
decision support to the clinician at the point of treatment, beyond risk
related alerts
Virtually none are equally adaptable in either a physical or behavioral
health setting
Few have begun integrating structured data taxonomies

Status of integrating response to risk issues
into EHRS and clinical practice?
 Are there screening tools for health risk behaviors that

link to treatment recommendations?
 Are there clinical guidelines for health risk behaviors?
 Is adherence to health promotion activities , e.g.
smoking cessation or weight loss tracked?
 Are clinicians prompted there is a change in specific
symptom status?

What are the essentials for preparedness in
the post health reform world?
 Use of flexible clinical tools that can be easily adapted





and updated
Integrated analytics within the application
Integration of physical and behavioral health
indicators and reporting capabilities through HIEs
Using applications which are integrated with patient
engagement portals
Any application being considered today should be
focused on 2013 meaningful use criteria

The bottom line
 Staff competencies in integrated health and






responding to health risk behaviors
Organizational focus on patient engagement and
adherence to evidence-based treatments
Extensive use of CDS
Fluid electronic interface with behavioral health,
primary care and ACOs
Redesigned clinical documentation requirements
Flexible, adaptable and modular EHRs

