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A Value-Based Future Requires Transformation
By Monica E. Oss, Chief Executive Officer

Even though many health plans are struggling 
to operationalize value-based reimbursement 
arrangements and the adoption is uneven across 
geographies and payer types, the snapshot of 
where the field is right now paints a compelling case 
for preparing for “next generation” reimbursement 
models. Some of the statistics:

 ▪ 33% of all Medicaid payments were linked 
to value—10% were predominantly pay-for-
performance; 17% were alternative payment 
models (APMs) built on fee-for-service (FFS) 
architecture; and 6% were population-based 

For decades, the movement toward value-
based reimbursement (VBR) models in the 
United States has been “glacial”—slow but 
sure, changing everything in its path. But the 
pandemic has accelerated the movement to value. 
And, the movement has been fueled by recent 
developments—tightened government budgets in 
a recovering economy, a focus on “whole person” 
approaches to care management, the entry of digital 
and investor-backed competitors into the specialty 
health care space, and health plans trending toward 
backward integration in a bid to own provider 
organization capacity.
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in leadership, in administrative infrastructure, and 
in clinical service models. My colleague and OPEN 
MINDS Senior Associate Ken Carr summed it up 
well, “In moving from fee-for-service models to VBR, 
provider organizations have to make the leap from 
a commodity approach (getting paid for delivering 
a service) to an outcomes approach (getting paid 
for making an impact). That requires a shift in 
both business model and a shift in technology and 
data management. Organizations need the right 
technology and information to drive outcomes and 
demonstrate those outcomes.”

I think that changing the administrative infrastructure 
is the least complicated part of the shift to a value-
based environment. Most organizations have very 
specific functional needs in terms of support for 
a new care management process and population 
health management. To make this a reality, two 
types of technology are needed to optimize 
performance under new value-based contracts—
the technology needed to manage the process 
(utilization review, eligibility, care coordination, etc.) 
and the data needed to optimize the process.

Changing clinical service delivery models is 
more challenging than getting the administrative 
infrastructure up and in place. For decades, the 
incentives of specialty provider organization 
clinical teams have been to deliver large volumes 
of discrete specialized services. With this shift in 
reimbursement, executives are asking their clinical 
professionals to develop and deliver data-informed 
clinical services that are integrated in a “whole 
person” continuum of care—and are focused on 
specific system performance and clinical outcomes. 
Not a small shift.

Finally, the shift from value to volume requires a 
transformation of the executive team. Successful 
executive teams understand the larger health 
and human service ecosystem, need a metrics-
driven approach to managing organizational and 
contract performance, and are able to balance 

payments (see Medicaid Health Plans & VBR 
Pick Up Steam).

 ▪ Medicare Advantage had 54% of health care 
dollars in APMs while traditional Medicare had 
41% of health care dollars in APMs. Medicare 
has introduced “direct contracting” (see More 
Downside Risk, New Upside Potential)—
with three models of reimbursing provider 
organizations with partial or total downside risk. 
Medicare’s Primary Care First model 5-year 
demonstration program which launched in 
January 2021, providers are reimbursed with 
a risk-adjusted professional population-based 
payment with a flat primary care visit fee and a 
quarterly performance-based payment with an 
upside of up to 50% of revenue and a downside 
of 10% of revenue (see CMS Announces Primary 
Care First Model Participants; Program To Begin 
January 1).

 ▪ The number of health plans using bundled 
payments or case rates rose from 39% to 59% 
from 2017 to 2019 (see What Are The Health 
Plans Doing About VBR?).

 ▪ As of 2021, 53% of specialty provider 
organizations (compared to 74% of primary 
care organizations) are participating in VBR 
arrangements, with the biggest increase—50% 
over 2020—among I/DD service provider 
organizations (see Where Are We On The Road 
To Value? The 2021 OPEN MINDS Performance 
Management Survey).

In this issue of the OPEN MINDS Management 
Newsletter, we’re focused on value-based 
reimbursement—specifically on a process that 
provider organization executive teams can use 
to develop health plan proposals that incorporate 
value-based payment models. There are some 
best practices that the OPEN MINDS team has 
developed based on our years of experience 
with reimbursement issues. But success with 
reimbursement other than fee-for-service requires 
more than the right rate. It requires a transformation 
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Payer-Provider Journey To VBR: Insights From 
Hazelden Betty Ford Foundation & Anthem. And we 
have a handy reference, The OPEN MINDS Value-
Based Reimbursement Readiness Assessment 
Checklist.

And for even more, assess your organization’s 
readiness for VBR success by taking our online 
assessment, Value-Based Reimbursement 
Readiness Assessment. The assessment is available 
at no charge courtesy of Qualifacts+Credible—
only free registration on the Value Based Care for 
Behavioral Health website is required.

the components of “value”—cost of care, clinical 
outcomes, and customer performance.

In this issue of the OPEN MINDS Management 
Newsletter, How To Develop A Value-Based 
Reimbursement Proposal For Health Plans: 
The OPEN MINDS Guide, is a deeper dive into 
reimbursement models and rates and proposals for 
payers. To illustrate the core concepts, there are 
three case studies of provider organizations  that 
have succeeded with value-based reimbursement 
– Value-Based Reimbursement Models Help 
SPARC Get A Leg Up In Medicaid Managed Care 
Contracting, and Eleanor Health Takes a Value-
Based Approach To Provide A Medical Home For 
Underserved, Complex Consumers, and The Shared 
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How To Develop A Value-Based Reimbursement 
Proposal For Health Plans: The OPEN MINDS Guide 
By Ken Carr, Senior Associate

Today, 61% of all health care payments in the United 
States are tied to performance. Of this, 25% of 
payments are fee-for-service with a link to quality 
and value. And 36% of payments are alternative 
payment models (APMs)—with shared savings, 
shared risk, bundled payment, population-based 
payments, integrated finance and delivery system 
payments. By comparison, APMs constituted only 
23% of payments in 2015. APM payments are 
present for all payers—Medicaid (23%), commercial 
insurance (30%), traditional Medicare (41%), and 
Medicare Advantage (54%) (see APM Measurement 
Progress Of Alternative Payment Models).

As all payers continue the move to performance-
based reimbursement, the burden is on the 
executive team of every specialty provider 
organization to be prepared when opportunities arise 
in their market. Moving from fee-for-service (FFS) 
reimbursement to some non-FFS APM requires 
a deliberate strategy. There is organizational 
preparedness (and to test your preparedness 
take our Value-Based Reimbursement Readiness 
Assessment and Managed Care Competencies 
Assessment) and the ability to respond to market 
opportunities with a proposal and rates.
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My colleague and OPEN MINDS Vice President 
Richard Louis, III previously outlined the nine-
step approach to develop health plan partnerships 
(see Moving From Vendor To Partner: Nine Bases 
To Cover To Hit A Home Run With Health Plans). 
He said, “Health plans are facing growing price 
pressure—and repositioning to meet that challenge 
through mergers and acquisitions, adoption of new 
tech solutions, and better alignment of network 
provider incentives. This shifting market landscape 
is creating new opportunities for VBR payer-provider 
partnerships. It is incumbent on providers who are 
interested in exploring VBR contracts to be proactive 
and reach out to heath plans to share organizational 
readiness for VBR, as well as ideas and new models 
for coordinated care that will result in improved 
consumer outcomes and cost savings for the payer.”

So if you’ve determined your readiness to move to 
a performance based reimbursement model and 
have an idea about what you would like to pitch to 
a health plan (or have a request from them to meet 
a particular network pain point) what’s the next 

step? How do you build a model and develop the 
rates to include in the proposal to health plans? Our 
team at OPEN MINDS has developed a six-step 
process – define the program, estimate costs, select 
a reimbursement model, develop a reimbursement 
rate to pitch, market test the rate, and develop the 
preliminary proposal for payers.

1. Develop Specifications For The 
Target Programs
A first step in the process is selecting what programs 
meet both the needs of health plans in your market 
and fit with your future strategy. Once those 
selections are made, each program needs some 
detailed specifications.

There is the definition of the characteristics of 
your target consumer group for the program. What 
conditions will your program treat? What is the level 
of acuity? Assess the consumer demographics—
age, economic and social conditions, ethnicity, etc. 
Look at state and local data on these populations 
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and process and workflow improvements to reduce 
costs. There are also costs of licensure, legal review, 
developing new policies, consulting and financial 
professional fees, etc. With a model for program 
costs, it is important to understand how both per-
consumer costs and breakeven points change with 
volume.

My colleague and OPEN MINDS Senior Associate 
Cathy Gilbert (formerly Vice President II, Network 
Development at Magellan Healthcare and Assistant 
Vice President of Network Operations with Beacon 
Health Options) said that VBR places many 
demands on an organization so be sure to assess 
if you have the capacity, and the infrastructure, to 
deliver. She emphasized the importance of including 
the costs and technology for process automation, 
data collection, data dashboards, and regular 
reporting in the cost estimates.

3. Select Reimbursement Models To 
Test
While many variations, permutations, and 
combinations are possible, there are three core 
options for reimbursement—fee-for-service with 
some type of gain sharing or performance bonus, 
case rates, and capitation rates. (For a primer 
on these types of arrangements, see Financial 
Forecasting Models For Fee For Service, Case 
Rates & New Service Lines.)

Adding an incentive bonus to the traditional 
fee-for-service model is a common practice. 
Reimbursement is based on volume (the units of 
services provided)—and the authorization and 
utilization management rules typical in a fee-for-
service model may or may not still apply. The 
premise of this reimbursement arrangement is 
that if the program achieves certain outcomes for 
consumers (lower emergency rooms visits, reduced 
hospital readmissions, faster post-discharge 
followup, etc.), the provider organization would earn 
a bonus. In constructing these arrangements, it is 

and pair that with any population health insights 
you can get from your health information exchange 
as well as payers. Consider if these consumers 
are currently receiving services and supports from 
other sources—and what will bring them to your 
program? If this is a target group you already serve, 
assimilate what you know about them from previous 
assessments and diagnoses.

The next step is to enumerate and define all the 
services you plan to include in each program—
inpatient, outpatient, care coordination, family 
services, referrals with warm handoffs and followup, 
etc. Define the service delivery modalities and sites 
of service—in your facilities, in the community, in 
consumers’ homes, in-person/virtual/hybrid, etc. For 
each service, specify the number and type of staff 
you need—clinical professionals, supervisors or 
managers, and administrative staff. Factor in where 
you plan to adopt evidence-based practices and 
what the sources for these practices are.

Estimate the typical consumer demand for the 
services—the number of service units needed, and 
the level and distribution of consumer need (low, 
average, or high level of need). Determine how long 
each consumer is expected to receive services; what 
the expected outcomes of those services are; what 
measures payers are looking for, and how you will 
measure and report on those outcomes.

2. Estimate Complete Program Costs
With defined specifications, the next step is 
determining the cost to deliver each program. There 
are three types of costs to factor in—service costs, 
ongoing administrative costs, and one-time costs like 
infrastructure.

Ongoing costs should include program management 
costs, reporting requirements, manager salary 
allocations, insurance and risk management costs, 
marketing costs and customer service costs. One-
time costs could include technology upgrades, data 
management and metrics reporting system setup, 
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– A Guide To Moving Your Organization From FFS 
To Capitation and Competency Four: Developing 
Pay-For-Performance (Incentive Compensation, 
Case Rates, Capitation) Contracts With Payers & 
Health Systems & Successfully Managing Those 
Contracts).

Which type of reimbursement model is best for your 
organization depends on your risk tolerance level 
and administrative capacity. The fee-for-service 
with performance incentives model is simpler, but 
there are challenges. Many don’t provide flexibility 
in service delivery because the  incentive payments 
are not large enough to cover infrastructure costs or 
“out of scope” services. Case rates often allow more 
flexibility in consumer care management and a more 
direct financial upside. Capitation rates have the 
most flexibility—but also the most financial risk and 
require the most technology infrastructure and talent.

Ms. Gilbert suggested developing different 
programmatic and reimbursement models for 
discussions with payers. “Don’t hang your hat on 
one model. And remember each payer is different.” 
Ms. Gilbert also advised having a three- to five-year 
plan to move along the VBR continuum—“it’s not an 
all or nothing approach,” she said.

4. Develop The Reimbursement Rates
The next step in the process is to develop a range 
of reimbursement rates, with assumptions, for each 
program and reimbursement model. Throughout this 
process it is critical for operational, financial, and 
clinical managers to participate. Reimbursement 
rates for VBR programs are a mix of statistical 
assumptions about demand, about administrative 
costs of operation,  about clinical best practices, 
and about margin requirements. Designing a model 
that spells out key assumptions—in the consumer 
population, in covered benefits, and administrative 
requirements—is important.

important to propose how the bonus will be defined, 
measured, and paid.

A case rate is an umbrella term for a wide variety 
of per-consumer reimbursement arrangements —
episodic payments, bundled rates, etc. Essentially, 
the provider organization is paid a fee per consumer 
for a package of services that is either defined 
by an incident (intake for services, admission to 
a treatment center, etc.) or by a time period. In 
addition, the provider organization may receive a 
bonus for specific outcomes. The key to case rate 
pricing is to know your unit costs for each type of 
service, know the consumer group, and estimate the 
mix of services that the consumer will receive.

Case rates are statistically the most difficult to 
develop because it is difficult to control for adverse 
selection. For example, if an organization is paid 
a fixed rate for emergency room diversion and six 
months of follow-up community stabilization with 
a bonus if no hospitalizations occur in that time 
period, which consumers should be included? Are 
all consumers in the payer health plan included in 
the program—or only those referred by the health 
plan?  Consumers with co-occurring disorders?  
Consumers who are housing insecure? Both 
children and adults?

Capitation is a payment per health plan member 
whether they use the program or not, and commonly 
referred to as a “per member per month” (PMPM) 
rate. The provider organization gets an upfront 
payment from the health plan for each covered 
consumer to whom the organization will offer a 
predefined set of health services. The provider 
organization gets the PMPM regardless of whether 
the consumer uses the services or not. In addition 
to program costs and the cost of specific “cases,” 
there is a statistical process to estimate the demand 
for services among the population. (For more 
on developing capitation rates, see Building A 
Sustainable Organization In A Value-Based Market 
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6. Develop A Concept Proposal To 
Pitch To Health Plans
With your research and planning completed, the next 
step is to test your model and rate ranges with health 
plans. Any concept proposal should highlight the 
particular program and pain points it addresses for 
the health plan—along with how it will impact their 
bottom line. Summarize the program specifications; 
the reimbursement model; and the administrative, 
clinical, and financial assumptions for each. It is not 
necessary to include rates at this point, but your 
team should have rate ranges to discuss.

There is always a win-win proposition, you can get to 
it by offering options, making the effort to negotiate, 
and focusing on what you will deliver.

5. Market Test The Reimbursement 
Models & Rates
This is the stage to try to gather competitive market 
intelligence on rates and models. Any public records 
of utilization and reimbursement rates in government 
contracts, articles and presentations on similar 
programs and reimbursement arrangements in other 
markets, and one-on-one interviews are a great 
way to see where your initial reimbursement rates 
are relative to the market. Knowing the “market 
landscape” will prepare you for any pushback on 
rates from payers—and help you explain your 
program costs and estimated return-on-investment 
to the health plan.
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Value-Based Reimbursement Models Help 
SPARC Get A Leg Up In Medicaid Managed Care 
Contracting
By Meena Dayak, Executive Vice President

into the commercial insurance space. SPARC’s 
service array includes outpatient services, home and 
community-based therapy services, rehabilitation 
services to help consumers transition from 
residential treatment to community living, support 
for daily living activities to help consumers live 
independently in the community, case management, 
and enhanced crisis response.

Since its inception, SPARC has operated 
predominantly through value-based reimbursement 
(VBR) arrangements with managed care 
organizations. SPARC’s Co-Founder and Chief 

SPARC Services & Programs (SPARC) is a 
behavioral health provider organization in North 
Carolina that has been providing home and 
community-based services since 2015. They serve 
425 consumers monthly and employ 70 full-time 
staff. They focus on complex consumers—children 
and adults with severe and persistent mental 
illnesses (SPMI) who have not been successful with 
residential and other traditional treatment services—
and work to keep them out of institutional care. 
Currently, most of their consumers are covered by 
Medicaid, although they have just started to expand 
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remains committed to value-based contracting 
because of the longer term potential for revenue 
growth and the flexibility offered by the model to 
improve the quality of care.

In a second value-based contract with Partners 
Behavioral Health, SPARC has an incentive-based 
payment with upside risk only for children in FCT. 
If the children—who receive home and community 
based services from SPARC—are able to remain at 
home three months and six months after discharge 
from a residential facility, then SPARC receives 
incentives.

For one year, SPARC also had a value-based 
contract with Cardinal Innovations (operating 
under a North Carolina Department of Justice 
mandate) to help adults with SPMI—who had been 
“inappropriately placed” in adult care homes—
transition to independent living in the community. 
This was a value-based contract with upside risk 
only, where SPARC was rewarded if they could help 
consumers transition successfully from the adult 
care homes and keep them in community housing 
through continuous interventions.

Success Factors For Value-Based 
Reimbursement
Ms. Herrmann attributes the success of value-based 
reimbursement to four factors—a strong referral 
network, the use of evidence-based practices in 
treatment, robust data integration and reporting 
capabilities, and a mindset of innovation and risk 
tolerance.

Value-based reimbursement—and the “willingness 
to take on consumers that no one else wants”—
has strengthened SPARC’s status as a “preferred 
provider” with health plans and other state entities. 
They receive referrals from their MCOs, local 
hospital systems, state social services and juvenile 
justice departments, residential treatment facilities, 
and community-based provider organizations.  

Executive Officer, Teri Herrmann, MA, talked to 
OPEN MINDS about their VBR models and how they 
have helped to advance the mission of SPARC.

Reimbursement Models
SPARC currently has two VBR contracts with two 
managed care organizations (MCOs), Cardinal 
Innovations and Partners Behavioral Health 
Management. 26% of their consumers receive 
services under these VBR models, which constitute 
48% of SPARC’s total revenue.

Both of SPARC’s VBR contracts are based on per 
member per month case rates. When a consumer is 
referred to them, they do an assessment and seek 
initial authorization for treatment from the health 
plan. Typically they get a 6-month authorization and 
bill one unit per month. The case rates range from 
$2,800 to $3,000 per month.

SPARC’s very first health plan contract with Cardinal 
Innovations in 2015—for children’s services—was 
a value-based contract with downside risk. If a 
child receiving Family Centered Treatment® (FCT) 
services from SPARC entered into residential care 
either during the course of treatment or up to a year 
post-treatment, then SPARC had to give money 
back to the payer. “It was pretty unheard of in 
that landscape,” said Ms. Herrmann. After a year, 
SPARC re-evaluated the contract with the payer 
and decided that the goal was “too aggressive.” 
They re-negotiated the contract to make payback 
contingent on no readmissions within six months of 
treatment. The health plan was flexible with value-
based contracting as it was new territory for them, 
too, said Ms. Herrmann. So now, if during treatment, 
or up to six months post-treatment, the consumer 
enters into residential care or stays in an inpatient 
setting longer than 10 days, then SPARC is charged 
back up to 30% of the amount that they have billed. 
Ms. Herrmann noted that they’ve had to pay monies 
back to their health plan, especially because the 
consumers they serve are so complex but SPARC 
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Ms. Herrmann describes herself as a “data nerd” 
focused on assimilating and continuously monitoring 
outcomes data to examine the potential to improve 
services. She said, “We don’t just want to measure 
if the person showed up. We want to objectively 
look at each person and if they are getting better.” 
They have built their electronic health record system 
to produce the key data and desired reports and 
are continuously working with their developers 
to manipulate and learn from the data. SPARC 
applies this data-informed approach across their 
value-based as well as fee-for-service programs 
so they can improve performance all around. Ms. 
Herrmann noted that the health plans are primarily 
looking for data on avoidance of emergency 
department utilization and avoidance of inpatient 
services or residential care for the consumers that 
SPARC serves. She said, “We’ve had a pretty 
long placement culture here in North Carolina that 
we’re slowly changing the tide on. If someone really 
needs those more acute levels of care, there is a 
place in the continuum for them. But we don’t want 
those services to be overutilized for the wrong 

Ms. Herrmann said, “We’ve got a pretty 
sophisticated referral process that tracks all our 
referral sources, and then aligns them with the 
payers. We can see what’s working and see where 
the holes are so we can put a referral marketing 
plan in place to address the gaps.” In addition, 85% 
of referral sources reported that SPARC kept them 
informed of the status of their referral. This “closed 
loop” referral approach strengthens SPARC’s appeal 
in helping to maintain continuity of care.

SPARC was built on the foundation of the family-
centered treatment® (FCT) model, an evidence-
based practice (EBP) with a trauma treatment model 
of home-based family therapy that Ms. Hermann 
was involved in developing in the late 1980s. She 
underscored that using FCT helped to achieve 
the improved outcomes that value-based models 
demand. The use of EBPs is accompanied by 
training and certification for staff using the model, 
which replaces some of the prior mandated state 
training that was not always relevant to services.
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and social service systems as well as 24/7/365 
crisis intervention services. FCT seeks to confirm 
and capitalize on internal changes within the family 
so that the family is not dependent on the therapist 
once services terminate. Families also have the 
opportunity to give back to their communities and 
share what they have learned with other families.

While starting FCT at SPARC, 57% of referrals were 
in some form of an out-of-home placement and 43% 
were at home with their family. After treatment, 81% 
of consumers receiving FCT were able to remain 
with or be reunified in the community with their 
family or another caregiver. 100% of families were 
engaged in treatment, participating in five or more 
sessions in 30 days. And 96% of families reported 
that treatment improved their family life.

In-Home Therapy Services: In-home therapy 
services (IHTS) is a combination of motivational 
interviewing and care coordination provided 
in the home and community to children and 
their families where there are complex clinical 
needs that traditional outpatient therapy cannot 
adequately address. IHTS is a time limited service, 
approximately 6 months, in which a therapist and the 
case manager work with the child and their family 
to meet the therapeutic needs as well as provide 
linkage to professional and natural supports. The 
case manager works with the various systems 
involved with the child and family, such as the 
school, primary care, social services, and justice 
systems. Upon discharge from IHTS, children and 
their families can continue to receive outpatient 
therapy to ensure continuity of care.

85% of families successfully completed treatment 
and 97% of consumers were either at home with 
family, or in other family placements, at the time of 
discharge from treatment.

Transition management services: Transition 
management services (TMS) is a rehabilitative 
service intended to increase and restore a 

reasons. And so that’s where we’re really focused for 
outcomes measurement right now.”

SPARC was proactive from the outset and proposed 
value-based contracting to their health plans. Ms. 
Herrmann elaborated, “As we were brainstorming 
and envisioning the concept for this company, we 
wanted to serve those niche individuals whose 
needs weren’t being met. And we were hearing 
from stakeholders and payers that they were really 
struggling to figure out what services to get to them. 
So we saw that we had to be innovative. We knew 
that starting a company and immediately jumping 
into value-based contracts was a little risky. But 
we also knew it would say a lot about us. As a new 
provider organization, we said to the health plans, 
‘Let’s take this walk in value-based work together 
and learn.’ And this pitch for risk-based contracting 
opened doors that may not otherwise have been 
opened.”

Services & Outcomes
For 2019, SPARC reported the following outcomes 
from its range of services covered by value-based 
contracts (see SPARC Services & Programs: 2019 
NC Outcome Data).

Family-Centered Treatment: Family-centered 
treatment (FCT) is an evidence-based practice with 
four phases of treatment—joining and assessment, 
restructuring, valuing changes, and generalization. 
FCT is targeted toward consumers at risk for higher 
levels of residential service—those with extensive 
histories of using acute services without successful 
outcomes; those who’ve been hospitalized with 
little prior treatment and are being recommended 
for residential services; and those currently in 
residential treatment where discharge is delayed 
because of lack of family systems.

Services are intensive with a minimum of 10 hours 
per month provided to the family. FCT incorporates 
trauma treatment and coordination with other 
systems, such as the school, justice, primary care, 
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Benefits Of Value-Based 
Reimbursement
Ms. Hermann explained that value-based treatment 
has incentivized service quality and built more staff 
buy-in for outcomes-driven treatment, afforded 
flexibility, and proved to be good for business 
development. She said, “We knew that the 
landscape of health care is shifting to value-based 
care, we want to jump in with both feet and have 
skin in the game. It forced us to say doing ‘A-level’ 
work isn’t good enough, we need to do ‘A-plus’ work. 
We committed to a pretty aggressive value-based 
contract because without that, we knew this would 
not be a sustainable model.”

The value-based model drives performance-based 
compensation incentives for staff, which increases 
their buy-in for achieving better outcomes. Ms. 
Hermann elaborated, “If a client is in crisis, the 
therapist response at eight o’clock at night is not just 
‘Well go to the emergency room.’ Sometimes that’s a 
needed intervention but often it’s not. They know that 
once somebody goes to the emergency room, the 
whole treatment plan can get derailed. And so our 
clinicians want to go the extra mile, not only because 
it’s the right thing to do but also because we have 
some skin in the game. It creates just a little shift for 
them at the frontline level, so that they’re committed 
to providing unique services and really engage in 
creative problem solving.”

The services SPARC delivers under value-based 
contracts are labeled “in lieu of services” and have 
been designated by MCOs to meet an unmet need 
in their communities. Therefore service definitions 
afford more freedom and flexibility and avoid the 
need to fit the treatment model into a state plan 
amendment service definition which sometimes 
can be like “fitting a square peg in a round hole.” 
The value-reimbursement model is also designed 
to reduce administrative burden on provider 
organizations and payers. For example, given that 
FCT as an EBP is known to typically discharge 
families with successful outcomes after six months 

consumer’s ability to live successfully in the 
community by maintaining tenancy in community 
housing. TMS increases the consumer’s ability to 
live as independently as possible, managing their 
illness, and reestablishing their community roles 
related to emotional, social safety, housing, medical 
and health, educational, vocational, and legal 
services. TMS provides structured rehabilitative 
interventions and works in partnership with the 
individual’s behavioral health service provider.

90% of members participating in services were able 
to both obtain and maintain their housing in 2019. 
Only 5% were discharged from the program because 
they needed a higher level of care. And the program 
is working with 98% of consumers are on four or 
more social determinants of health in addition to 
their housing needs.

Enhanced crisis response: The enhanced 
crisis response (ECR) service is intended to put 
supports in place as quickly as possible for youth 
with behavioral health needs that are at risk for 
abandonment, crisis episodes, or being placed in 
restrictive levels of care. With timely assessments 
and supports, ECR is intended to keep youth in 
their environment—such as non-therapeutic foster 
homes, kinship placements—or minimize needs 
for long stays in residential treatment. Services last 
60 to 90 days on average. SPARC staff work with 
consumers and families to diffuse the imminent crisis 
and get the family linked to appropriate community-
based services that allow the consumer to thrive and 
meet their goals.

71% of youth who were discharged from the 
program in 2019 were able to be discharged into the 
community with community-based services.

Overall, SPARC’s services received an average 
customer satisfaction rating of 4.6 stars on a 5-point 
scale. The net promoter score (based on consumers 
and families sharing the likelihood that they would 
refer others to SPARC services) was 4.3 stars.
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value-based contracting will continue to define 
their business development efforts. They plan to 
work with their MCOs to move from an individual 
consumer focus to applying a population health lens 
in their VBR models. They are also looking to focus 
more on whole-person value-based care and to and 
certify and train staff to become a “care management 
agency” as part of North Carolina’s Medicaid 
transformation (see North Carolina Extends 
Deadline For Tailored Plan Care Management 
Applications To June 1, 2021). In addition to Cardinal 
Innovations Healthcare and Partners Behavioral 
Health Management, SPARC has entered into 
contracts with five more managed care organizations 
appointed by North Carolina Medicaid—WellCare of 
NC, AmeriHealth Caritas of NC, Blue Cross and Blue 
Shield of NC, United Healthcare of NC, and Carolina 
Complete Health, Inc. As these new MCOs get 
ready for value-based care—once they understand 
their new consumers and the needs—SPARC is 
well-poised to leverage their experience and hit 
the ground running. “We’re really committed to 
continuing to learn more and doing more in the value 
based space,” summarized Ms. Herrmann.

of treatment, six months of services are authorized 
at the outset. So instead of wrangling submissions 
for authorization, clinical professionals can focus 
on delivering needed services. And the intensity of 
treatment can be increased or decreased depending 
on current needs. “If a crisis happens and we need 
to increase the intensity and frequency of services, 
we don’t have to go back to that payer and request 
more time and risk potential denial. That is a huge 
difference between some of our fee-for-service vs. 
value based contracts,” said Ms. Herrmann.

Value-based contracting has created opportunity for 
SPARC to expand its mission to keep consumers out 
of institutional care And it has allowed stakeholders 
to see their innovation and that creativity and to 
come to them when there are new needs. “It has 
allowed us to have opportunities that I’m not sure we 
would’ve had if we’d come in as a provider saying 
we want to do regular fee-for-service contracting,” 
Ms. Hermann said.

What’s next? As SPARC moves into providing more 
services for mild and moderate mental illnesses 
and pursues contracts with commercial insurance, 
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Eleanor Health Takes a Value-Based Approach 
To Provide A Medical Home For Underserved, 
Complex Consumers
By Meena Dayak, Executive Vice President

The Eleanor Medical Home Model
Within their model, Eleanor provides outpatient care 
for consumers’ substance use disorders and co-
occurring mental health conditions (including serious 
mental illnesses). They have nurse care managers 
who help consumers with physical co-morbidities 
manage their conditions—helping those with 
diabetes monitor their insulin, for example. Eleanor 
directly addresses consumers’ social determinants 
of health, through peer support specialists who 
build trusting relationships and address non-clinical 

Eleanor Health is a startup specialty provider 
organization offering medication assisted treatment, 
psychiatry, therapy and counseling, recovery 
coaching, and care management and coordination 
for physical health issues and to address social 
determinants of health. Services are provided 
onsite and in-person, virtually, or at home and in 
the community in Louisiana, Massachusetts, North 
Carolina, New Jersey, Ohio, and Washington. 
Eleanor’s Co-Founder and Chief Executive Officer, 
Corbin Petro talked to us about their “100% 
commitment to value-based care.”
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population. That fee is adjusted over time based 
on their ability to achieve agreed-upon outcome 
measures. Eleanor uses analytics to identify 
members who would most benefit from its model, 
works with that population to engage them, and is 
then evaluated based on total cost of care.

Ms. Petro said the population-based model is their 
preferred model—“We are really looking to take care 
of a population, engage that population in care, be 
accountable for that population, and be the home for 
that population within the health care ecosystem.” In 
a market in which nine out of 10 people who have a 
substance use disorder don’t seek treatment, payers 
are looking to increase access and engagement, 
reduce total cost of care, and advance the use of 
evidence-based practices—and Eleanor has been 
able to deliver that end-to-end solution under the 
population model.

Eleanor also has numerous health plan contracts 
with tiered “episodic bundles.” They are paid a per 
member per month (PMPM) rate for consumers who 
engage in treatment. The rate covers high intensity 
services for those who are starting treatment and the 
rate decreases as consumers progress in treatment 
and need less intensive services. Some of these 
episodic bundles have an upside or downside risk 
component based on the total cost of care.

Ms. Petro mentioned that they are leaning away 
from FFS given the demand from payers for 
population-based models, but they do have a couple 
of contracts which blend FFS payment with a PMPM 
to cover some of the wraparound services that are 
typically not reimbursed in a FFS environment. 
“Given that this is often outside of a payer’s normal 
reimbursement structure, we try to point to outcomes 
for everything we do and certainly try to highlight the 
impact that we’re having on the population from a 
cost as well as volume perspective,” she said.

With the value-based focus, Eleanor has developed 
strong payer relations. Ms. Petro said, “Every 

barriers to help retain and engage consumers in 
care. Eleanor creates relationships with residential 
substance use disorder (SUD) treatment facilities 
so they can refer consumers if necessary. Ms. Petro 
said, “We know that for 100% of patients, we will be 
the right level of care at some point in their recovery 
journey and so we try to build that relationship by 
helping them identify the best level of care for their 
acuity at any time.”

Eleanor also emphasizes care coordination, 
connecting consumers to primary care provider 
organizations in the community with whom they 
have robust collaborations. Typically, only 11% of 
consumers who come to Eleanor have a primary 
care provider (PCP) they actively see and the 
majority of consumers “haven’t found their home 
in the healthcare system.” With care coordination 
offered by Eleanor, 60% of consumers see a PCP 
within 30 days.

Ms. Petro explained, “We know that those 
individuals with substance use disorders are often 
incredibly complex. In the population that we serve, 
80% of these individuals have another mental 
health condition and 70% are affected by a physical 
condition. Most providers are really focused on 
providing care for one thing and are not addressing 
the unique needs of these individuals at the 
population level or at the individual level. So from 
a business model perspective, we try to work with 
payers where we’re incentivized for the work that we 
do and are accountable for the total cost of care.”

Eleanor Health Reimbursement 
Models
Eleanor works with payers across all market 
segments—Medicaid, Medicare, marketplace and 
commercial insurance. They offer payer two value-
based models—population-based and episodic 
bundles.

In the population-based model, Eleanor is paid a 
flat fee on a monthly or annual basis to manage the 
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health. Their net promoter score (NPS) is 72 and 
employee NPS is 71.

Why Go The Value Route?
Eleanor Health has been focused on value since 
its inception. Ms. Petro founded the organization in 
2019 along with Dr. Nzinga Harrison, Eleanor’s Chief 
Medical Officer and Srishti Mirchandani, General 
Manager, New Jersey. Eleanor’s investors include 
Mosaic Health Solutions, a subsidiary of Blue Cross 
NC; Town Hall Ventures; and Oxeon Ventures. In her 
prior experience across the health care ecosystem—
including as former Chief Operating Officer for 
Massachusetts Medicaid and as founding Chief 
Executive Officer of a payer-provider joint venture—
Ms. Petro observed a few trends.

Most people with addictions and mental illnesses 
do not seek help. Failure to address behavioral 
health needs that are co-occurring with other 
chronic physical conditions results in high utilization 

payment model that we’re in, we’ve designed side 
by side with payers. Some are specifically designed 
around our care model. Others are a little bit more 
flexible so that the payer can use them with other 
providers. But payers love it when we get in the boat 
with them. And we put our money where our mouth 
is with our outcomes. Who doesn’t love that!”

Eleanor Health Performance Measures
Eleanor uses a variety of measures—PHQ-9 for 
depression, GAD-7 for anxiety, the Recovery 
Capital Index for addictions, net promoter score 
for customer satisfaction. They also track HEDIS 
measures such as emergency room diversion and 
prevention of hospitalization.

To date, Eleanor reports that they have achieved 
84% reduction in emergency department and 
inpatient stays; 84% improvement in substance use 
disorders, 70% improvement in depression and 
anxiety, and 76% improvement in social drivers of 
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person and ensures better outcomes by addressing 
mental health, physical health, and social drivers—
because any of those conditions could trigger a 
relapse in SUDs. Eleanor also employs proactive 
outreach and engagement strategies to remove 
barriers to initiating care and retain consumers in 
care—through health care navigation services, 
community-based interventions to address social 
drivers of health; and peer recovery support services 
to mitigate risk of illness relapse. Providing on-
demand access to treatment and giving consumers 
a superior experience of care are other factors in 
Eleanor’s success.

Value-based care requires managing the total 
cost of care while improving outcomes by using 
evidence-based practices (EBPs) and Eleanor has 
successfully used harm reduction and other EBPs, 
Ms. Petro explained.

What’s next for Eleanor? A continued focus on value 
as they expand into new states and new markets, 
scale up their technology infrastructure, improve 
data analytics capabilities to understand the best 
pathways to care for their populations, and offer 
more consumer-facing technology to transition 
consumers into stable, maintenance levels of care.

And what does Ms. Petro see for the future of 
addictions care? She said behavioral health relies 
too much on self-pay and more insurance coverage 
is needed (only 55% of psychiatrists accept 
insurance compared to 90% of other health care 
professionals). There is also a growing need for 
integrated care and for specialty providers “to own 
the patient relationship.” That is their future focus.

and high costs across the system. There are few 
evidence-based models and little value-based 
care within addictions and mental health broadly. 
It is difficult to allocate finite resources effectively 
in a fee-for-service (FFS) model. And especially 
for complex consumers, as Ms. Petro said, “You 
can’t do everything that people need, based on the 
evidence, to drive positive outcomes in a fee-for-
service reimbursement environment, and you can 
be reimbursed for providing interventions that show 
no evidence of quality.” Based on these insights, 
Eleanor’s founding team knew that population and 
value-based care was the most effective way to 
engage hard-to-reach consumers, fully engage them 
in care, and achieve better outcomes. And that’s 
what they pitched to payers.

While Eleanor treats people wherever they 
are in their recovery journey, they specialize in 
underserved consumers, those “who often get kicked 
out of treatment” because they aren’t abstinent or 
because they relapse. Ms. Petro said, “You never 
get kicked out of your medical practice for having 
your A1C levels higher than they should be! So we 
wanted to create a model that didn’t incentivize us 
to kick people out of treatment, and that would allow 
us to treat them with an evidence base. So we were 
built 100% on value-based care. Everything we do 
is focused on addressing the complex needs of 
individuals affected by substance use disorders in a 
whole-person way that is financially sustainable.”

Best Practices For Value-Based Care
What are some of the distinguishing features of 
Eleanor’s service that make value-based care 
effective? Ms. Petro lists a few on her blog (see 
How Value-Based Care Can Improve Mental 
Health & Addiction Treatment). First, value-based 
reimbursement allows care to be personalized and 
tailored to the needs of each consumer who is 
unique. There is no one-size-fits-all treatment and 
no one is “fired” from treatment because of non-
compliance. Second, Eleanor looks at the whole 
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The Shared Payer-Provider Journey To VBR: 
Insights From Hazelden Betty Ford Foundation  
& Anthem
By Monica E. Oss, Chief Executive Officer

reach into several other states as well and a 
network of collaborators throughout health care. 
The organization offers assessments, residential 
and outpatient treatment programs, aftercare 
services, and sober living options for women and 
men; specialized programs for attorneys, nurses, 
physicians, executives, and other professionals; as 
well as specialty care and services for teenagers 
and youth. It also has a publishing arm focused on 
prevention, education and consulting, an accredited 
graduate school of addiction studies, and robust 
research and advocacy functions.

Founded in 1949, Hazelden Betty Ford Foundation 
today provides inpatient and outpatient addiction 
treatment, co-occurring mental health care, recovery 
resources and related prevention and education 
services to individual adults and youth, families 
and communities affected by addiction to alcohol 
and other drugs. It employs 1,500 staff and serves 
more than 25,000 people annually. Headquartered 
in Center City, Minnesota, Hazelden Betty Ford 
has 17 sites in Minnesota, California, Colorado, 
Florida, Illinois, Massachusetts, New York, Oregon 
and Washington—with telehealth options that 
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How best to gather the data also took a lot of 
collaboration with payers as there were inherent 
gaps in the metrics that Hazelden Betty Ford had 
access to. Ms. Gibson said, “We really only have 
line of sight into our own programming; we can’t 
see if somebody is going to another in-network 
provider or seeing a therapist, we can only see 
what’s happening within our four walls.” However, 
health plans have access—through claims data—to 
information from all of their in network providers 
and can assess overall cost of care, readmission 
rates into higher levels of programming, follow up 
appointments, and whether consumers are getting to 
the next level of service.

Ms. Gibson said, “We became dependent on each 
other to be able to gather and get that information. 
To be perfectly honest, that was a little scary for 
us at first as we learned to operate in this new 
value based reimbursement system. But we had to 
recognize we were coming from a place of mutual 
accountability to each other and also to the patient.” 
While many of the performance measures like 
HEDIS measures (readmission rates, follow up after 
hospitalization, and emergency room visits) are 
common across payers, Hazelden Betty Ford also 
works to meet unique metrics requests from each 
payer. Some payers want to look at the consumer 
perception of care (which is measured through Press 
Ganey patient discharge surveys), average length of 
stay in residential treatment, and recommendations 
for the right level of care.

Ms. Gibson elaborated, “Often, we have multiple 
measures, those measures are usually weighted 
differently. At the end of the year, we get a 
scorecard. And that scorecard is going to take 
into account all of the claims data and then our 
overall incentive is based off of how we do on those 
performance measures. So for example, if we had 
a potential bonus payout of $10,000, and we hit 
80% of our metrics for the year, we would then be 
awarded a payout of $8,000. All or part of our annual 
increase is dependent on the outcome of those 

Hazelden Betty Ford has, in recent years, 
transitioned from being paid for volume of services 
to being paid for performance and value. Ashley 
Gibson, Hazelden Betty Ford’s Director of Payer 
Relations, Contracts, and Utilization and Lauren 
Sims, Anthem’s Behavioral Health Program Director, 
presented their shared journey to value-based care.

The Reimbursement Model
Most of the health plans that Hazelden Betty Ford 
works with offer upside risk only arrangements with 
either a bonus payout or a percentage increase 
for the following year. In its current value-based 
payment agreement with Anthem, Hazelden 
Betty Ford gets a percentage of its total potential 
rate increase for the following year based on 
achievement of outcomes from their performance 
agreement, as depicted in their annual scorecard. 
Ms. Sims added that bundled payments are the 
best way to cover a variety of services provided 
at varying frequencies and intensities—“the right 
services at the right time for each member.”

The New Measures Of Value
Part of the “growing pains” of value-based care 
is learning how to measure outcomes and how 
to demonstrate value with data. While individual 
stories of recovery are gratifying to hear, they are 
not enough to truly evaluate how the organization 
is doing, emphasized Ms. Gibson. She said, 
“Stories don’t paint a full picture around outcomes. 
We had to look deeper to evaluate the work that’s 
happening through the programming and figure out 
more measurable outcomes that can help us to find 
success. And we have to be open to looking at the 
good, the bad, and the ugly in numbers. It wasn’t 
always pretty as we started to do evaluations, but 
we learned a lot along the way. We had to define 
not just what’s valuable to Hazelden Betty Ford, but 
understand what was valuable for payers and for the 
patients, and gather insights and data around those 
pieces.”
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of time a patient is in residential, but really more 
reliant on how long that patient remains engaged 
through various levels of service in the continuum. 
We had to take our focus away from programmatic 
milestones to helping patients reach their specific 
goals. We had to move away from the acute care 
model for treatment and toward the long-term 
recovery experience and transitioning from one level 
of care to the next.” Ms. Sims said, “In the traditional 
relationships, when providers come to us, we have 
criteria—here are your number of days, here are 
your number of services. And it’s very linear, very 
black and white. Often, there’s discussion about ‘If 
you gave us more days, we’d have different results,’ 
which, in fact, we have found from our research is 
not necessarily always true. But at Anthem, we are 
making the transition to look at what the patient 
needs. So when you’re looking at substance use 
disorders, do they have other issues going on? 
Let’s look at the needs of each patient, and build 
the system around them to make sure their health 
improves.”

performance measures. But it’s important to have 
regular touch points with our payers to talk about 
how things are going—it gives us the opportunity to 
maybe course correct if we need to along the way or 
make changes.”

To make this transition work, what does it take? Ms. 
Gibson and Ms. Sims identified three key elements 
in their relationship—care continuity, collaboration, 
and integrated care.

The Case For Engagement & Care 
Continuity 
Provider organizations and payers both have to 
learn to transition from program-centered to person-
centered care in a value-based paradigm. Hazelden 
Betty Ford had to learn to shift their focus away from 
the length of stay in residential care to consumer 
engagement throughout the care continuum. Ms. 
Gibson said, “We started to understand that patient 
outcomes are far less dependent on the amount 
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right time with the right provider? Or are we paying 
for emergency rooms?” Ms. Sims added, “We’re 
looking at increasing cost efficiency, increasing 
quality, and increasing the overall health of our 
members.” The integrated approach also applies to 
discharge from residential treatment. It goes beyond 
authorization of health services to evaluating the 
living situation, family and other support systems, 
environmental triggers, housing, economic issues, 
and legal issues sometimes. There’s also peer 
support resources, recovery coaching, sober 
living environments, case management services, 
relapse prevention, aftercare, and step downs from 
residential to partial hospitalization and intensive 
outpatient. So discharge planning has to provide 
that safety net—when people are in early recovery 
and right out of treatment—to make sure they 
get to where they need to be. Anthem has seen 
that telehealth really helps with follow up after 
hospitalization and with transition from one facility to 
another.

Like the rest of health and human services, 
addictions treatment reimbursement is shifting 
away from level-specific, volume-based payment to 
consumer-specific, value-based payment. Provider 
organizations that can be proactive and pitch 
their health plans on readiness to join the value 
conversation will have competitive advantage. That 
pitch will be strengthened by demonstrating the 
capacity for strong metrics-based management, the 
ability to apply evidence-based practices, and the 
ability to integrate care.

The Case For Collaboration
The key to success in value-based relationships 
is that provider organizations and payers need 
to work closely together, fully align on goals, be 
open to how treatment models evolve, and course 
correct based on outcomes. Ms. Gibson said, “Our 
focus on fixed length of stay led to an increasing 
amount of disagreements between our payer groups 
and our clinical teams. We saw a lot of resources 
and time being spent on utilization review, payer 
reviews, appeals. And we quickly developed a 
negative reputation with the payers.” But when 
Hazelden Betty Ford realized that things were not 
working, they started to have conversations with 
Anthem. They built trust in each other, and came to 
understand that they were both acting in the best 
interests of consumers. Payers are also prepared 
to work with provider organizations to improve 
outcomes, said Ms. Sims.

The Case For Integrated Care
Payers are seeing the importance of integrating 
substance use disorder treatment with primary 
care and social determinants of health in the 
move to value. Ms. Sims pointed out that 80% of 
substance use disorder diagnoses happen in the 
emergency room or in primary care. So Anthem is 
asking questions such as “Are those settings able 
to connect consumers with a specialist in a timely 
manner for further assessment to determine their 
ongoing treatment needs? For members that have 
both a chronic physical condition and substance 
abuse disorder, are they getting the right care at the 

Get all the information you need for strategic deicisonmaking in health and 
human services for complex consumers with chronic conditions
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Capital Area Human Services Success Story 

Executive Summary
To meet the requirements of Louisiana’s value-
based incentives program, and manage and track 
its clinical and financial performance, Capital Area 
Human Services (CAHS) chose the CareLogic EHR 
platform for its integration of data entry, reporting 
capabilities, and metrics management tools.

Challenge & Opportunity 
Based in Baton Rouge, CAHS is a non-profit 
providing mental health, developmental disorder, 
and addiction counseling services to individuals 
and families throughout Louisiana. CAHS turned 
to Louisiana peers for EHR recommendations 
to comply with changes in value based state 
requirements for managing metrics and reporting 
outcomes. CareLogic was highly recommended.

Solution
CAHS chose the CareLogic integrated EHR platform 
to prepare for the future and to enable the agency to 
submit clean claims now for billable services that are 
accurate and timely.

For tracking clinical outcomes and progress, 
CareLogic offers the assessment and reporting 
capabilities needed to support value-based incentive 
requirements from the Health Louisiana Plan/
Program, the Medicaid program through the state’s 
five Managed Care Organizations (MCOs).

CareLogic’s state reporting capabilities for 
compliance with data collection and batching gave 
CAHS a time saving tool that frees staff to focus on 
other efforts.

The CareLogic implementation methodology holds 
a success rate of 90% of claims out within seven 
days of creation, and an average success rate of 
99% for GoLive within the expected time frame. The 
CareLogic implementation team successfully and 
accurately completed the CAHS transition, backed 
by project managers, subject matter experts, and 
strong customer support and training.

Results & Satisfaction
The business intelligence capabilities CareLogic 
brought to CAHS are now supporting the 
organization’s efforts to align programs and services 
with payer-driven metrics and requirements.

Revenue cycle management improvements that 
CAHS gained with CareLogic include maximizing 
reimbursement for billable services. Automated error 
checking and flagging for incomplete information and 
omissions before submission offers high success 
rates and quality rates.

Staff report a high level of satisfaction with 
CareLogic, from easy to use clinical documentation 
and workflows customized to programs and 
services. The integration of clinical, financial, and 
reporting data and metrics to support the “Golden 
Thread,” ties claims to billing behind the scenes. 
Cross-team visibility by credentials and permissions 
supports whole person care.

CAHS gained with the CareLogic EHR a platform 
that brings value across the organization, and 
supports its response to local needs through the 
seven parishes it serves.
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About Capital Area Human Services
CAHS was established by the Louisiana Legislature 
in 1997 to be responsive to the local needs of the 
citizens in its seven parishes. The statute says 
CAHS shall direct the operation and management 
of public, community-based programs and services 
relative to mental health, developmental disabilities, 
and addictive disorders services for the parishes 

of Ascension, East Baton Rouge, East Feliciana, 
Iberville, Pointe Coupee, West Baton Rouge, and 
West Feliciana. CAHS strives to identify and address 
local needs through board members, clients, 
advocates, staff, other providers, partnerships with 
local governments, and their agents. At the heart of 
this multi-parish agency is greater accountability to 
clients, the community, and the taxpayers.
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The OPEN MINDS Value-Based Reimbursement 
Readiness Assessment focuses on six 
organizational and technical domains that are critical 
to making a successful transition:

You can complete and submit the assessment 
online (at https://vbcforbh.com/vbr-assessment-
form/) for analysis and recommendations. But in the 
meantime, here’s an overview of the assessment 
factors in each of the six domains.

1. Provider Network Management

 ▪ Qualified accreditation in care coordination, 
health home or serving medically complex 
consumers (i.e. CARF, COA, Joint Commission)

 ▪ System to research, document and implement 
credentialing requirements of all payers

 ▪ Efficient workflow to obtain, review, and manage 
credentialing information for all clinicians, care 
managers and care coordinators

 ▪  Automated process to monitor expiration dates 
of staff credentials and ensure renewal prior to 
expiration

 ▪ Contracting process in place to ensure provider 
network is contracted and considered in-network 
for all payer lines-of-business with separate rate 
schedules for each

 ▪  Process to recruit and assign clinicians 
and clinical teams based on capacity for 
effectiveness at individual client needs

Care Coordination & Care Management

 ▪ Process in place to for network providers to 
receive care management referrals from payers 
and other providers, and identify and track 
referral sources

 ▪ Communication tools in place to facilitate 
the integration of care teams within the 
organizations’ affiliated care delivery sites, 
including clear hand-offs of responsibility

 ▪ Arranges for periodic collaborative opportunities 
with providers, payers, and consumers to identify 
performance improvement initiatives

 ▪ Care management process to ensure that each 
consumer has at least one primary care wellness 
appointment annually

2. Clinical Management & Clinical 
Performance Optimization

Decision Support & Care Standardization

 ▪ System to determine early intervention and risk-
adjusted care planning of consumers to ensure 
the most appropriate level of care

 ▪ Inclusion of the consumer and family in service 
and care planning activities and care plan 
documentation

 ▪ Standardized protocols that guide care 
management (i.e. clinical guidelines, medical 
necessity criteria, evidence-based practices, 
etc.) and include established timeframes for 
services, re-evaluation and continuity of care 
between care settings

The OPEN MINDS Value-Based Reimbursement 
Readiness Assessment Checklist
By Casey Miller, Chief Operating Officer
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 ▪ Access to patient outcomes data to inform care 
management planning, access to the appropriate 
level of service, and referrals

 ▪ Performance metrics to assess provider specific 
results (i.e. provider profiling that may include 
average length of treatment, average cost per 
episode, number of re-hospitalizations, ER visits, 
adherence to medication, etc.)

Clinical Performance Tracking, Assessment, 
& Optimization

 ▪ Established process to assess outcomes and 
update practices to achieve greater fidelity to 
service quality indicators

 ▪ Established process to track and measure 
against key indicators related to cancellations 
and no-shows (by service, site, clinician, day of 
week, and time)

 ▪ Clinician and support staff access to dashboards 
and population health management analytics to 
assess outcomes and improve performance

 ▪ Reporting process to assess case-level data 
regarding readiness for change, intervention 
processes, extent of symptom resolution, and 
level of goal attainment, and to refine and revise 
care plans on an ongoing basis

Integration Of Physical Health, Behavioral 
Health, & Social Services

 ▪ Established referral and data sharing 
relationships with primary care and other 
physical health specialty providers in the 
community

3. Consumer Access, Service & 
Engagement

Consumer-Informed Access To Services

 ▪ Removal of technical, staffing, and procedural 
barriers of the consumer’s experience in 

accessing health information

 ▪ Clearly identified and convenient days and hours 
and locations of outpatient service availability 
(i.e., outpatient, telehealth, walk-in, etc.)

 ▪ Individualized care planning based on 
measurable goals to determine care outcomes 
and the need for ongoing treatment

Automated Consumer Service Functionality

 ▪ Access to services when needed (flexible, open, 
same day, consumer-focused scheduling)

Mobile Health Applications

 ▪ Use of technology with standardized clinical 
assessments (i.e. PHQ, SBRT, CAGE) to assist 
with diagnostics, clinical decision support, 
treatment, and cognitive function restoration

Consumer Wellness Support

 ▪ System to engage consumers in ongoing 
wellness support, including offering or facilitating 
access to disease management programs and 
classes

 ▪ Use of biometric screening to monitor basic 
health indicators (height, weight, BMI, blood 
pressure, waist circumference, fasting glucose/
blood sugar, total cholesterol, HDL, LDL), and 
engage consumers in wellness strategies

Consumer Satisfaction Feedback Availability

 ▪ Survey tool used to gain consumer feedback 
about services? For example, obtaining an 
appointment, hours of operation, helpfulness of 
administrative staff, effectiveness of clinician, 
addressed to consumers satisfaction, etc.

Consumer Performance Metrics

 ▪ Claims-based outcome measures in place that 
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 ▪ Cost accounting system to calculate unit costs, 
target costs and identify the total cost of care

Financial Performance Monitoring

 ▪ Comprehensive set of key performance 
indicators that project short-term (3 – 6 months) 
and long-term (6 – 18 months) financial health

5. Technology & Reporting 
Infrastructure Functionality

Capacity To Collect Data

 ▪ EHR includes additional functionality areas 
of population health data analysis, business 
intelligence, and care management in addition 
to service documentation and revenue cycle 
management

Capacity To Analyze Data For Population 
Health Management

 ▪ Data summarized in health registries for 
stratification consumer populations by diagnosis 
for risk-adjusted care planning (using diagnoses 
to identify high utilizer interventions)

Ability To Manage Value-Based Contracts

 ▪ Service utilization prediction model to assess 
resource needs and impact on financial 
resources

Ability To Exchange Healthcare Information

 ▪ Health information exchange agreements 
in place for key providers in the community 
(hospitals, ERs, physicians, specialty providers)?

 ▪  Automated technology to notify staff of inpatient 
or crisis services provided to consumers (ER 
visit, hospital admission, hospital discharge)

 ▪ Secure infrastructure in place and protocols in 

track reductions in costly behavioral health 
care (re-hospitalizations within 30 days of 
discharge from inpatient psychiatric care, re-
hospitalizations for medical conditions, follow-up 
after hospitalization for substance use disorder)

4. Financial Management

Encounter Reporting

 ▪ Ability to electronically capture and report 
encounter data in the format and within the 
timeframe required by payers

 ▪ Quality assurance system in place to verify 
encounter data and ensure accuracy prior to 
submission

Value-Based Payment Capabilities

 ▪ Bill for services not included in value-
based reimbursement agreements such as 
services that fall outside of bundled payment 
arrangements

 ▪ Established reporting system to reconcile 
capitation payments against enrollment data files

 ▪ Capability to process claims and pay providers 
FFS who are not covered under the VBP 
agreement

 ▪ System can effectively identify consumers 
and providers who were part of a value-based 
reimbursement arrangement

 ▪ Established system to track capitated contract 
consumers receiving care from other providers 
outside of contract (leakage)

 ▪ Systems in place to understand and manage 
the cost of care provided under FFS, bundled 
payment, shared savings, shared risk and 
capitation, and role of the total cost of care 
(including medical, mental health, substance 
abuse, eating disorder, intellectual and 
developmental disabilities) to consumers in the 
service system
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 ▪ Board engaged in governance activities and 
knowledgeable about healthcare trends and 
strategic objectives

Culture Of Innovation

 ▪ Track record of successful implementation of 
new innovative programs, collaborative service 
arrangements, and value-based purchasing 
contracts

Workforce Adequacy

 ▪ Workforce culture, experience and capacity to 
innovate and adapt to the changing value-based 
payment business model, market and regulatory 
demands

 ▪ Compensation aligned with performance 
outcomes and strategic priorities

 ▪ Staff development function that identifies top 
talent, provides development opportunities and 
growth into highest level of functioning

 ▪ Process to assess staff competency on at least 
an annual basis and provide identified training 
focused on achieving actual improvements in 
performance

place that meets federal and state requirements, 
including HIPAA and HITECH

 ▪ IT staff have experience with systems 
integration, data conversion and managing 
expert resources to fill gaps in internal skills

Care Management Functionality

 ▪ Risk assessment tools to identify those 
consumers needing care management 
intervention plans

 ▪ Healthcare provider and social services referral 
database to facilitate care management referrals 
efficiently

Consumer Portal Functionality

 ▪ You have implemented a comprehensive 
consumer portal that includes helpful 
functionality—secure communication protocols, 
prescription refill requests, scheduling of 
appointments, access to forms, account balance 
and payment options

6. Leadership & Governance

Strategic Alignment Around Value

 ▪ Planning process that prioritizes resources 
based on mental health services that bring value 
to the community

 ▪ Adequate cash reserves to implement new 
payment methods and withstand changes in 
cash flow related to risk-based contracts

 ▪ Sufficient access to capital for infrastructure 
investment, or plan for accessing capital

 ▪ Established strong payer relationships and 
marketing plan to facilitate negotiation of new 
care models, payment innovations and data 
sharing agreements


