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Overview and Justification: 

1. As parity and national healthcare reform are 
implemented, more people than ever before will 
have access to treatment for mental health and 
addiction services through expanded public and 
private insurance coverage.  

2. Specialty behavioral healthcare organizations must 
expand capacity to meet increased demand and 
offer measurable, high-performing prevention, early 
intervention, recovery, and wellness services and 
supports.  

3. We must also be ready to work with the expanded 
Medicaid systems and be able to bill through the 
new health insurance exchanges, Accountable Care 
Organizations (ACOs), and other funding sources.  
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Overview: HealthCare Reform 
Opportunities and Challenges 

 Accountable Care Organizations 
(ACOs) Model of Service Delivery  
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Healthcare Reform:  Accountable 
Care Organizations (ACOs) Next 
Healthcare Model… 

1. Congress and CMS: an ACO would have at least one hospital, 
a minimum of 50 physicians (primary care and specialists); 
commit to be in business for at least 3-5 years, and serve at 
least 5,000 patients 

 a. If the ACO met pre-established quality goals, it would   receive an 
incentive payment 

 b. Penalties would be assessed if care did not meet the quality goals 
established 

 c. Incentive payments and penalties would be split between the 
members of the ACO 

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

 
Source:  Dale Jarvis, CPA, MCPP Healthcare Consulting 
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Healthcare Reform:  Accountable 
Care Organizations (ACOs) Next 
Healthcare Model… 

2. Medicare: Allow providers organized as ACOs that 
voluntarily meet quality thresholds to share in the cost 
savings they achieve (2012); foundation for bundled 
payments 

3. Medicaid Demonstration Projects: 

a. Pay bundled payments for episodes of care that include 
hospitalizations (2010-2016) 

b. Make global capitated payments to safety net hospital 
systems (FY2010-2012) 

c. Allow pediatric medical providers organized as ACOs to share 
in cost-savings (2012-2016) 

 
Source:  Dale Jarvis, CPA, MCPP Healthcare Consulting 
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 “While not explicitly in the law, cost 
effectiveness will be central. Health 
plans are revisiting provider risk-
sharing methods as a way to help 
control costs and to create quality 
incentives…  Accountable care 
organizations are one example of 
this risk sharing.”   

    
   Source:  “Milliman Identified Strategic Considerations for a 

Post Healthcare Reform Environment”, March 27, 2010  
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Examples of New Healthcare Models – 
ACO Type Pilot in Illinois 

1. Capitated based Full Integration of 
primary care, oral health, behavioral 
health and MR/DD needs  

• Two HMOs have been contracted to manage 
the Illinois Integrated Health Program for five 
years with five year renewal effective January 
2011 (Aetna and Centene) 

• Consumer Choice Focused 

• Cost containment (i.e., $200,000,000 per year 
in Illinois for 40,000 Medicaid Eligible Persons 
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Overview: HealthCare Reform 
Opportunities and Challenges 

 Primary Care Practice Medical 

Homes – Integration of primary 

care, and  behavioral health needs 

available through and coordinated 

by the PCP 
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Overview: HealthCare Reform 
Opportunities and Challenges 

 Primary Care Practice Medical Homes 
– Integration of primary care, and  
behavioral health needs available through 
and coordinated by the PCP 

 Pennsylvania has contracted with Aetna to 
create a PCP medical home for all persons 
with Medicaid in a multi year pilot.  

 All Healthcare, including BH must be 
accessed through the eligible person’s 
medical home care manager/coordinator  
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Overview: HealthCare Reform 
Opportunities and Challenges 

1. Healthcare Plans Medical Home – The 
state of Washington has filed a plan with 
CMS that will provide a medical home for 
all Medicaid eligible persons through their 
state health plans (HMOs) 

2. The 1915b Behavioral Health carve out 
waiver is being amended to shift  the 
capitated payments from the form carve 
out Regional Service Networks based on 
chronicity level of clients. 
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Overview: HealthCare Reform 
Opportunities and Challenges 

1. CBHO Medical Homes - Integration 
of primary care, and  behavioral 
health needs available through and 
coordinated by the CBHO  

2. IT capacity to fully integrate EHRs 
with all other providers 

3. Provide care management/care 
coordination for all integrated health 
care needs 
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CBHC Position on Healthcare 
Reform and Integration 
Approved CBHC Board of 
Directors May 2010  

CBHC’s Role:  

 Advocate for a reformed healthcare delivery system for Colorado that includes 
mental health and substance use treatment as essential to overall health and 
wellness.  

 Actively work together with other organizations that demonstrate commitment 
to service integration.  

 Engage at the State and National level in collaborations, innovations, policy 
development, and legislative efforts that are dedicated to improving care and 
integrating mental health and substance use into overall healthcare.  

 Expand collaborations with other community and healthcare stakeholders, 
including health plans.  

 Provide communication, educational information, and training to its members 
and other stakeholders regarding an integrated service delivery system that 
includes mental health and substance use treatment as a part of healthcare.  

 Support the message/value of integration at the local, state, and national levels.  

 Pursue a full substance abuse benefit for Medicaid to be managed by the BHOs  
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CBHC Position on Healthcare 
Reform and Integration 
Approved CBHC Board of 
Directors May 2010  

Core Principles (partial list):  

 Colorado’s community mental health system should be utilized as experts in 
behavior change to promote overall health outcomes  

 Development of integrated service delivery systems begins with providing 
mental and physical health services in both settings.  

 Community Mental Health Centers and Clinics (CMHC) may serve as the 
healthcare home of choice for adults with serious mental illness and children 
with serious emotional disturbance.  

 The cost of healthcare can be reduced if the mental health and substance use 
treatment needs of the population are addressed in conjunction with their 
physical healthcare needs.  

 Services should be integrated at the point of delivery, actively involve patients 
as partners in their care, and be coordinated with other community resources.  

 Technology and health information exchange should be used to enhance 
services and support the highest quality services and health outcomes… 
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Mental Health and Substance Use 
Disorders Have to Be Included to 
Bend the Cost Curve  
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“Mental Health Community Case Management 
and Its Effect on Healthcare Expenditures”     
 

 People with severe mental illness served by public mental health systems 
have rates of co-occurring chronic medical illnesses that of two to three 
times higher than the general population, with a corresponding life 
expectancy of 25 years less. 

 Treatment of these chronic medical conditions ……. comes from costly ER 
visits and inpatient stays, rather than routine screenings and preventive 
medicine. 

 In 2003, in Missouri, for example, more than 19,000 participants 
in Missouri Medicaid had a diagnosis of schizophrenia. The top 
2,000 of these had a combined cost of $100 million in Missouri 
Medicaid claims, with about 80% of these costs being related not 
to pharmacy, but to numerous urgent care, emergency room, and 
inpatient episodes.  

 The $100 million spent on these 2,000 patients represented 2.4% of all 
Missouri Medicaid expenditures for the state’s 1 million eligible recipients 
in 2003. 
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By: Joseph J. Parks, MD; Tim Swinfard, MS; and Paul Stuve, PhD             
Missouri Department of Mental Health  
Source:  PSYCHIATRIC ANNALS 40:8 | AUGUST 2010 



 Total healthcare utilization per user per month, pre- and post-community mental 
health case management.  The graph shows rising total costs for the sample during 
the 2 years before enrolling in CMHCM, with the average per user per month 
(PUPM), with total Medicaid costs increasing by over $750 during that time. This 
trend was reversed by the implementation of CMHCM.  Following a brief spike in 
costs during the CMHCM enrollment month, the graph shows a steady decline over 
the next year of $500 PUPM, even with the overall costs now including CMHCM 
services. 
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Source:  PSYCHIATRIC ANNALS 40:8 | AUGUST 2010 



Overview: HealthCare Reform 
Opportunities and Challenges 

 Federally Qualified Health 

Centers (FQHCs) - Integration of 

primary care, oral health, and  

behavioral health needs) 
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FQHCs – Community Health 
Centers 
 "With federal encouragement, the centers have made a major 

push this decade to expand dental and mental health services, 
open on-site pharmacies, extend hours to nights and weekends 
and accommodate recent immigrants — legal and otherwise — 
by employing bilingual staff.“ 

       Source: “Expansion of Clinics Shapes Bush Legacy” by Kevin Sack , NY Times , December 25, 
2008 

 The current 2009 Stimulus Package contains $1.5 Billion new 
dollars to fund FQHCs - $1 Billion to build new facilities and $500 
million to open new FQHCs.  The $500 million will be annualized 
and added to the $2 Billion annual funding in 2008 for FQHCs 

 SAMHSA did not receive any primary additional funding in the 
stimulus package 
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http://topics.nytimes.com/top/news/health/diseasesconditionsandhealthtopics/mentalhealthanddisorders/index.html?inline=nyt-classifier
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Source: Center for Studying Health System 
Change  
Issue Brief No. 116 • December 2007 
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     Federally Qualified Health Centers (FQHCs) 

Take the Lead to Form Accountable Care 

Organizations – October 6, 2010 

 “Interested in learning about Accountable Care 

Organizations? Find out more about them, and how 

your CHC or PCA can take a leadership role in their 

development at NACHC’s upcoming Developing 

Successful Community Collaborations Training 

seminar.”  

 Developing Successful Community  

Partnerships and Effective Accountable Care 

Organizations 

Planet Hollywood Las Vegas 

November 18-19, 2010 

 Refer to full notice 
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Levels of Local CBHO Provider 
Integration with FQHCs 

1. No Relationship with FQHCs 

2. Referral Agreements between CBHO Provider and 
FQHC 

3. Technical Assistance Provided to FQHC by CBHO 
Provider 

4. CBHO Provider’s Staff provide Services within the 
FQHC at enhanced Medicaid rates 

5. CBHO Provider is Partner in the FQHC with other 
Community Health Care Agencies 

6. CBHO Provider applies for Look Alike Grant and 
Owns/Operates the FQHC as subsidiary 
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Healthcare Reform Context:  
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  Under and Accountable Care Organization Model 

the Value of Behavioral Health Services will 
depend upon our ability to: 

1. Be Accessible (Fast Access to all Needed 
Services) 

2. Be Efficient (Provide high Quality Services at 
Lowest Possible Cost) 

3. Produce Outcomes! 
 Engaged Clients and Natural Support Network 

 Help Clients Self Manage Their Wellness and Recovery 

 Greatly Reduce Need for Disruptive/ High Cost Services 



Poll Results based on over 600 Registrants for 
the NC LIVE Webinar on Enhanced Revenue 
Presented by David Lloyd, MTM Services on 
December 15, 2009 and January 12, 2010 

1. From the clinicians’ perspective, are the caseloads in your organization “full” at 
this time?                  

 Yes = 74%   No = 26% 

2. Do you know the cost and days of wait for  your organization’s first call to 
treatment plan completion process?  

             Yes = 41%   No = 59%  

3. Indicate the no show/cancellation percentage last quarter in your organization 
for the intake/assessment appointments: 

  A.  0 to 19%   = 20% 

  B. 20 to 39%  = 42% 

  C. 40 to 59%  = 15% 
         D. Not aware of percentage = 23% 

4. Indicate the no show/cancellation percentage last quarter in your organization 
for Individual Therapy appointments: 

  A.  0 to 19%  = 24% 

  B.  20% to 39%  = 50% 

  C.  Not aware of percentage = 26% 
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Change Initiatives to Enhance 
CBHOs “Value” as a Partner in 
Healthcare Reform/Parity 

1. Reduce access to treatment processes, time required and costs  
2. Design and implement internal levels of care/benefit package 

designs 
3. Develop and implement key performance indicators for all staff 

including cost-based direct service standards 
4. Develop scheduling templates and standing appointment 

protocols linked to billable hour standards and no 
show/cancellation percentages  

5. Develop Centralized Schedule Management with “Back Fill” 
management using the “Will Call” procedure 

6. Design and implement No Show/Cancellation management 
using an Engagement Specialist 

7. Design and Implement re-engagement/transition procedures 
for current cases not actively in treatment. 

8. Collaborative Concurrent Documentation training and 
implementation 
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1. Accessibility to TREATMENT 
– A CORE Issue 

 Three Levels of Challenge: 

1. Primary: Time required from the initial Call/Walk 
In for Routine Help to the face to face Diagnostic 
Assessment/Intake 

2. Secondary: Time required from the initial Face to 
Face Diagnostic Assessment to the appointment 
with Therapist to complete treatment planning 

3. Tertiary: Time required from the treatment 
planning appointment to initial appointment with 
MD/APRN 
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National Access to Care Measures 
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Executive Walkthrough 
Outcomes from Access and 
Engagement Initiative 

Top Seven Findings: 

1. Paperwork too lengthy and confusing 

2. Redundant paperwork/ data collection 

3. Telephone response tree confusing/  lengthy 

4. Unacceptable wait time for therapy services 

5. Unacceptable wait time for psychiatry 
services 

6. Policies not being followed or misinterpreted 

7. Staff seemed very concerned in the process, 
however, just could not get treatment 
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Measurement 
Tools/ Processes 

First Contact to 
Treatment Plan 
Completion Process Flows 
Created To Identify 
Redundancy and Wait 
Times 

31 
Presented By:                                              

David Lloyd, President 



Measurement Tools/Processes 
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Access and Engagement Initiative Centers 
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Solution Areas That Need 
to Be Addressed: 

    Develop a new access to care 
process flow with procedures to 
support more timely and cost 
effective access to treatment. 
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MHC- Access Flow Chart 



Measurement Tools/Processes 
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Data Mapping Sample 
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Data Mapping to Reduce Access Time 

40 

 Case Study of Exhaustive Data Collection Model:  M.T.M. 
Services provides project management and consultation 
services for the Access and Retention Grant.  In their work with 
CBHOs they provide data mapping of the number of data 
elements each center collects from the first call for services 
through the completion of the diagnostic assessment/intake.  A 
recent data mapping effort for a community provider produced 
the following outcomes: 
1. Total number of data elements collected in the process = 

1,854 
2. Total number of redundant data elements collected in the 

process = 564 
3. Total number of data elements really required for access 

to treatment planning processes = 957 
4. Total staff time required to administer the original flow 

process =     Four hours ten minutes 
5. Total staff time required to administer the revised flow 

process =     One hours twenty minutes 
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Data Mapping Results –                                  
Victor Treatment Centers Operating in 17 

Counties in California 



Standardize Service Flow 
Processes 

 GAIT Consortium Case Study: 
1. Six Georgia Community Service Boards 
2. Reduced 29 separate process flows to one 

standardized service flow process 
3. Reduced over 2,700 data elements being 

recorded to 975 data elements through 
data mapping process to reduce staff costs 
and wait times by over 50% 

4. Standardized documentation data elements for 
all clinical forms processes 

5. Co-Location of one IT – electronic record solution 
6. Consortium based cost savings over $1,000,000 

over the next first four years 
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National Access Redesign Grant Outcomes 
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Total Annual Savings:  
• Produced an average annual savings of 
$199,989.43 per CBHO 
• 34% reduction in staff time 
• 18% reduction in the client time 
• Based on 28 grant CBHOs from Florida (7), Ohio 
(12), & Wyoming (9) - total annual savings equals 
$5,599,703.99.  



National Access and Engagement Grant Outcomes 
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Total Annual Savings:  
• Produced an average annual savings of $231,764 per CBHO – 39% 
Reduction in costs 
• 29% reduction in staff time 
• 17% reduction in the client time 
• 60% reduction in wait time 
• 26% increase in Intake Volume Provided 
• Based on eight first year A&E Centers from seven states - total annual 
savings equals $1,854,119.  
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Cascadia Behavioral Health Access to Treatment 
Plan Completion Outcomes – Old Process in June 
2009 (Baseline) and New Process in After 
Initiative 



 

Cascadia Assessments/Intakes 
Provided to Clients Per Month 
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2 Wks. 
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Intake/Diagnostic Assessment Model 
Can Contribute to No 
Shows/Cancellation Rates 

 Wait time from initial contact and 
Intake/Diagnostic Assessment date has impact 
which is usually exacerbated by long intake 
processes and high no show/ cancellation rates 
for intakes 

 Multiple face-to-face Intakes/ Diagnostic 
Assessment sessions exacerbate No 
Show/Cancellation Levels 

 When we ask questions, the clients indicated 
they are helping US, when we listen, they 
indicate we are helping THEM 



Access and Engagement and Access Redesign Initiatives First 
Call to Assessment Kept vs. No Show/Cancelled Trend by 
Days Wait from First Call to Appointment 
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Combined Access and Engagement and Access Redesign 
Initiatives Average Cancelled, No Show and Kept 
Percentage for Assessment and First Treatment Service 
Based on Days of Wait from First Call 
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Colorado West Access to Treatment and 
Enhanced Service Capacity Outcomes 



Carlsbad Mental Health Center:  
Days to Access Services 
Standard:  10 days from first call/contact  to Intake, 1st 
Therapy and 1st Medical 

51 
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Open Scheduling Same Day Access Model – 
Consumer Engagement Standards based on 
Carlsbad MHC 

1. Open Scheduling Same Day Access - Master’s Level 
assessment provided the same day of call or walk in 
for help (If the consumer calls after 3:00 p.m. they 
will be asked to come in the next morning unless in 
crisis or urgent need) 

2. Initial diagnosis determined 
3. Level of Care and Benefit Design Identified with 

consumer 
4. Initial treatment plan Developed based on Benefit 

Design Package 
 2nd clinical appointment for TREATMENT within 8 days 

of Initial Intake 
 1st medical appointment within 10 days of Initial Intake 
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Access to Care Timeliness Case Study –
Carlsbad Mental Health Center, 
Carlsbad, NM 

 Carlsbad MHC produced data that demonstrate the 
following about the relationship between initial contact for 
help, Open access, second appointments and no-
shows.  Sample size is 561 new customers who received 
an intake between January 1, 2009 and May 31, 
2009.  The summary of outcomes identified are outlined 
below:  
 a.  Approximately 95 percent of the customers who have 

their second appointment scheduled within 12.2 days of 
their Intake show for that appointment.  Therefore the 10 
day access standard that is recommended is valid for  the second 
counseling service and medical appointment.  

 b.  Approximately 70 percent of customers who have the 
second appointment scheduled 22 days or more after their 
intake did not show.  

 c.  100 percent of the customers whose second 
appointment was canceled by the Center – never came 
back. 

 



2. Internal Benefit Design to Create A 
Capacity for New Clients to Receive 
Treatment 

 Purpose is to establish Group Practice Clinical 
Guidelines to Facilitate Integration of all services into 
one service plan 

 Provide an awareness to consumers at entry to 
services the types of services and duration of 
services the practice has found most helpful to meet 
their treatment needs so that the consumer will know 
and the staff will know what services are needed to 
complete that level of care 

 Moves consumers to a more recovery/ resiliency 
based service planning and service delivery approach 

 Facilitates being able to use centralized scheduling 
using the actual service plan of each consumer 
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Same Day Access/Treatment Plan Model Using 
Benefit Design/Level of Care Criteria 
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3. Creating Service Capacity Through 
Implement No Show/Cancellation 
Management Principles and Practices  
 
Centralized Scheduling An Area That 
Needs to Be Addressed: 
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Discussions About… to Managing 
No Show/Cancellations 

 Level One: Little/no focus/discussions 
about No Shows/ Cancellations 

 Level Two: Have discussions but cannot 
agree on how to define No Shows/ 
Cancellations between units/programs 

 Level Three: Have standards and 
monitor No Shows/Cancellations with 
reports to managers 

 Level Four: MANAGE No Show/ 
Cancellations to the meet performance 
standards 
 



Key Qualitative Based No Show 
Management Question 

 Are we treating the illness we have 
professionally diagnosed that each 
client has?  

 OR 

 Are we carrying inactive active 
caseload members?… (i.e., Clinical 
Protocols that require Therapist to 
Carry Chart for Physicians) 
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Sample Definition of Treatment 

 Define a definition of “treatment” and therefore 

what is not treatment: 
 

 Sample Definition:  

 “Behavioral health therapeutic interventions 
provided by licensed or trained/certified  staff 
either face to face or by payer recognized 
telephonic/ Telepsychiatry processes that  
address assessed needs in the areas of 
symptoms, behaviors, functional deficits, and 
other deficits/ barriers directly related to or 
resulting from the diagnosed behavioral health 
disorder.” 
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National No Show/ Cancel 
Measures 

   National Standard for Appointment 
Types: 

Appointment Kept 

No Show (less than 24 - 48 hrs 
Notice) 

Appointment Canceled by Client 
(48 - 24 hrs or more notice) 

Appointment Canceled by Staff 
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Individual Scheduling Template and Productivity 
Calculator 
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Clinic Level Scheduling Template and Productivity 
Calculator 
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Service Capacity & Access 
Questions That Need to Be 
Managed Differently 

 Who supports/manages the schedule? Schedule needs to 
be managed by centralize system/Schedule Manager 

 What are our scheduling rates/scheduling templates? 

 What is blocked out on clinicians’ schedules? 

 Does each direct care staff have a scheduling template 
based on performance standard, number of days on site 
per year and increased by no show rate? 

 Are we managing Center Cancels?  Need to Implement 
90% Back fill Performance Standard 

 What is the impact of no shows/cancels on capacity? 

 Must manage rescheduling efforts & reminder calls 

 Really, how long does it take to see a masters level service 
provider? 

67 
Presented By:                                              

David Lloyd, President 



Centralized Scheduling Standing 
Appointment Standards 

 Have clinicians turn in their “standing 
appointments” at least three months in 
advance? 

 Supervision times 

 PTO 

 Lunch Breaks 

 Dinner Breaks 

 Required Training/Meetings/Committee work 
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Components of Centralized 
Schedule Management 

1. Awareness of all available clinical time/resources in 
the group practice 

2. Filling in available clinical time with “just in time” 
services 

3. Schedule all in clinic and in community 
appointments 

4. Call and confirm appointments 36 to 48 hours in 
advance – “You have an appointment with 
________ on ______ at ___ p.m..  Do you still plan 
to see _____ or would it be better if I reschedule 
you?” 

5. Back fill 90% of all cancelled appointments  
6. Maintain Will Call lists from all clinicians and 

community support staff 
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Qualitative Dilemma With 
Quantitative Based No Show 
Policies 

 Typical No Show Policies (i.e., Miss two 
appointments in three months and center 
will not reschedule client, etc.) are 
quantitative based which creates risk 
management concerns by clinical staff 

 SOLUTION:  Use Engagement Specialist 
Model 
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Qualitative Dilemma With 
Quantitative Based No Show 
Policies 

 Engagement Specialist Model: 
1. When client misses two appointments, the 

centralized scheduler turns the client over to 
the engagement specialists (LPN, Case 
Manager) 

2. Engagement Specialist contacts the client to 
confirm if they want services 
• Identifies barriers to client attending and addressing 

them (i.e., different day, time, etc.) 
• Drops clients into med clinics, group therapy, etc. to 

re-engage client 
• Begins Discharge/Transfer Planning if the client 

cannot be re-engaged in treatment 
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Engagement Strategies to 
Reduce No Show Rates 

 Developed ‘Engagement Strategy’ Recommendations 
Document: 

 Person Centered Processes 

 Use of Collaborative Concurrent Documentation 

 Implement No Show/ Cancel Policies and Protocols 
and Support Policies with an Engagement 
Specialist Model 

 Addressing Specific Attendance/ Engagement 
Barriers 

 Alternative Service Schedule Options (e.g. 
Medication Clinics) 

 Customer Service Awareness 
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National Access and Engagement 
Grant - Subset A and Subset B 
Teams 

Subset A  
(experimental): 

 Carlsbad 

 Colorado West  

 CSEA 

 The H Group 

 Ozark Guidance 
Center 

 

 

 

Subset B 
(Control): 

 AtlantiCare 

 Avita Partners 

 Cascadia 

 The 
Consortium 

 North Side  
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Person Centered Engagement 
Strategies Implemented At Subset A 
Teams: 

A. Collaborative Documentation  

B. Person Centered Linkage Between 
Personal-Life Goals, Identified BH Needs, 
Tx Plan Goals and Objectives, and 
Client/Clinician Interactions 

C. Addressing Specific Engagement Barriers 

D. Relapse Prevention/ WRAP Plans 
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Collaborative Documentation 
Client Survey Results 
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Medication Adherence: 
Client Report 
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Medication Adherence:  
Clinician Report 
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Kept Appointment Rates for 
Individual, Group, Medication Management 
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Questions and Feedback 

 Questions? 

 

 Feedback? 

 

 Next Steps? 


