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Faculty Disclosure

• The presenters of this session currently have or have had the following relevant financial 
relationships (in any amount) during the past 12 months.

• Drs Raney and Lasky receive royalties from American Psychiatric 
Press for textbooks in Integrated Care

• Dr. Ring has nothing to disclose



Conference Resources

Slides and handouts shared by our conference 
presenters are available on the CFHA website 
at https://www.cfha.net/page/Resources_2019
and on the conference mobile app.

https://www.cfha.net/page/Resources_2019


Learning Objectives

At the conclusion of this session, the participant will be able to:

• Identify effective and ineffective approaches to measuring 
outcomes

• List at least 3 measurement tools and associated outcome metrics
• Design and use a registry



1. Fortney, Unutzer et al: The Tipping Point for MBC in Behavioral Health; 
Psych Services 2016.

2. Raney, Lasky, Scott: Integrated Care: A Guide for Effective 
Implementation. 2017.

3. www.kennedyformum.org/measurementbasedcare

Bibliography / Reference

http://www.kennedyformum.org/measurementbasedcare


Learning Assessment

• A learning assessment is required for CE credit.

• A question and answer period will be conducted at 
the end of this presentation.
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AGENDA

 Review of validated screening 
tools: adults and pediatrics

 Using a registry to track results

 Process of measurement-based 
care

 Tracking individual patient 
response 

 Tracking practice performance 
on process and outcomes 
measures
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Measurement-based Care Defined

“Measurement-based care involves the systematic administration of 
symptom rating scales and use of the results to drive clinical decision 
making at the level of the individual patient.  Aggregated symptom 
rating scale data can be used for professional development at the 
provider level and for quality improvement at the clinic level and to 
inform payers about the value of mental health services delivered at the 
health care system level.”

Fortney et al Psych Serv Sept 2016



IS MEASURMENT 
SUITABLE IN 
COMMUNITY MENTAL 
HEALTH?

+ Measurement tools can’t 
replace clinical judgement

+ These tools don’t work for 
individuals with serious 
mental illness

+ We don’t need tools 
because we provide 
thorough clinical 
interviews

Common Provider Questions and Concerns



Provider Perspective

Know there is value and but how to demonstrate nuanced human 
impact  
Feel undervalued in healthcare (sometimes David and Goliath)
Concern about missing out on important alternative payment 

structures because of ability to demonstrate outcomes/value
Therapists can experience burnout and hopelessness when they 

don’t see progress
Rely on productivity standards in absence of quality metrics
Concern about loss of unique individual level in data driven system 



Missing Important Clinical Outcomes

• Research shows that BH providers 
only detect 19% of patients who are 
worsening with judgement and 
standard practice

• Detection is even lower for those 
whose symptoms are not improving 
as expected. We don’t know that 
people aren’t improving. 



Payer Perspective

“Behavioral health is a black hole: we pour money 
into it and we don’t get anything in return”

Payers are expecting outcomes especially as we 
lobby them to open more codes – the rest of the 
medical field provides them (A1c, BP, etc)
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APMs/VALUE-
BASED PAYMENT
– The unknown
– Opportunities 
for rewards, but 
more uncertainty

Value-based Payment (VBP) is Coming to a 
Clinic Near You
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✚ Uses limited 
resources to their 
greatest effect on a 
population basis

✚ Different people 
require different 
levels of care

✚ Finding the right 
level of care often 
depends on 
monitoring 
outcomes

✚ Increases 
effectiveness and 
lowers costs overall

Van Korff et al 2000

Use to Determine Treatment Using Stepped Care
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Care That Is Measured Gets Better

• HAM-D 50% or <8
• Paroxetine and 

mirtazapine
• Greater response
• Shorter time to 

response
• More treatment 

adjustments (44 vs 23)
• Higher doses 

antidepressants
• Similar drop out, side 

effects

Quo T, Correll, et al.  American Journal of Psychiatry, 172 (10), Oct, 2015  
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https://www.thekennedyforum.org/a-national-call-for-measurement-based-care
https://www.thekennedyforum.org/a-supplement-to-our-measurement-based-care-issue-brief

https://www.thekennedyforum.org/a-national-call-for-measurement-based-care
https://www.thekennedyforum.org/a-supplement-to-our-measurement-based-care-issue-brief


✚ One-time screening

✚ Assessing symptoms infrequently

✚ Feeding back outcomes outside the 
context of the clinical encounter

Fortney, et al. The Tipping Point for Measurement-based Care Psychiatric Services 2016; 
00:1–10; doi: 10.1176/appi.ps.201500439

Ineffective Approaches to MBC
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What is Needed for Effective Measurement?

✚ Systematic administration of symptom rating scales – specific  intervals to 
maximize opportunities to adjust treatment if needed

✚ Measurement Based Care is NOT a substitute for clinical judgement

✚ Use of the results to drive clinical decision making at the patient level – overcome 
clinical inertia

✚ Patient rated scales are equivalent to clinician rated scales

✚ Best  choice may be brief, easy to score, good uptake by clinicians, limited 
additional administration or clinician time needed to score/administer and non-
proprietary

✚ Good to find screening tool that can serve as measurement tool also

✚ Cheaper if non-proprietary
18

Fortney, et al. The Tipping Point for Measurement-based Care Psychiatric Services 2016; 
00:1–10; doi: 10.1176/appi.ps.201500439



Screen Diagnose Initiate 
treatment

Measure 
response

Track 
data

Adjust 
treatment 
as needed

Feedback 
results to 
patient/
family 

and team

MBC Process
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SCREENING: USE VALIDATED TOOLS

Mood 
Disorders

PHQ-9 Depression

MDQ: Bipolar 
Disorder

CIDI: Bipolar 
Disorder

EPDS: Postnatal 
Depression

Anxiety 
Disorders

GAD-7: Anxiety

PCL-5: PTSD

SCARED

Mini Social Phobia: 
Social Phobia

Psychotic 
Disorders

Brief Psychiatric 
Rating Scale

Positive and 
Negative Syndrome 

Scale

Substance 
Use 

Disorders
BAM

AUDIT-C

DAST

CRAFFT

Alcohol Screening 
and BI for Youth



21

VALIDATED SCREENING AND MEASUREMENT TOOLS 

PHQ  9 > 9
 < 5 –

none/remission
 5 - mild
 10 - moderate
 15- moderate 

severe
 20 - severe
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GAD-7

✚ Bulleted List #1

✚ Bulleted List #2

✚ Bulleted List #3

✚ Bulleted List #4

✚ Bulleted List #5

Score ≥ 10 indicates possible diagnosis
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CHILD AND ADOLESCENT

✚ PHQ-A – Depression

✚ Vanderbilt – ADHD

✚ SCARED



SUD – Remission v Harm Reduction

AUDIT C

NIAA Safe Drinking Limits
Weekly – 7/14
Binging – 3/4

Time in treatment (OUD)
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SCREENING, DIAGNOSTIC, OR MEASUREMENT TOOL?

✚ Some tools are for screening – examples:

✚ PHQ2/9/A

✚ GAD2/7

✚ Vanderbilt

✚ CIDI  3 Bipolar

✚ PTSD – PC

✚ AUDIT

✚ EPDS

✚ None of these are diagnostic – need to add a dose of clinical 
judgement and make a diagnosis

✚ Some of these tools are validated measurement tools –
examples:

✚ PHQ9

✚ GAD7

✚ Vanderbilt

✚ SCARED (children)

✚ PSC - 6
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WHAT IS A REGISTRY?

✚ Systematic collection of a clearly defined set of health and demographic 
data for patients with specific health characteristics

✚ Held in a central database for a predefined purpose

✚ Medical registries can serve different purposes—for instance, as a tool to 
monitor and improve quality of care including risk stratification, or as a 
resource for epidemiological research.

J Am Med Inform Assoc. 2002 Nov-Dec; 9(6): 600–611
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HOW CAN A REGISTRY HELP?

✚ Keep track of all clients so no one “falls through the cracks”

✚ Up-to-date client contact information

✚ Referral for services

✚ Tells us who needs additional attention

✚ High risk individuals in need of immediate attention

✚ Clients who are not following up

✚ Clients who are not improving

✚ Reminders for clinicians & managers

✚ Customized caseload reports

✚ Facilitates communication, specialty consultation, 
and care coordination

✚ Helps to stratify risk

✚ Concentrate resources where needed most

✚ Choose the initiative most likely to have significant 
impact and use to focus educational efforts
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MEASURING CHANGE

Two crucial data points:
50% reduction PHQ-9
Remission (PHQ 9 < 5)

https://aims.uw.edu/

https://aims.uw.edu/


Psychiatric Providers Supporting Teams
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Care Manager/BHP 1

Care Manager/BHP 2
Care Manager/BHP 3

Care Manager/BHP 4

FORCE MULTIPLIER EFFECT
50-80 patients/caseload

2-4 hrs psych/week/ care coordinator
= a lot of patients getting care
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SHARE RESULTS WITH PATIENTS AND STAFF

https://aims.uw.edu/

https://aims.uw.edu/
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WHO NEEDS REFERRAL TO A HIGHER LEVEL OF CARE?

https://aims.uw.edu/

https://aims.uw.edu/
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AGGREGATE DATA

✚ Professional 
development at the 
provider level –
MACRA, MIPS

✚ Quality 
improvement at the 
clinic level

✚ Inform 
reimbursement at 
the payer level

SOURCE: Fortney et al Psych Serv Sept 2016
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PERFORMANCE MEASURES

✚ Process Metrics

✚ Percent of patients screened for depression

✚ Percent with follow-up within 2 weeks

✚ Percent not improving that received case review 
and psychiatric recommendations

✚ Percent not improving referred to specialty care

✚ Outcome Metrics

✚ Percent with 50% reduction PHQ-9 – NQF 1884 
and 1885

✚ Percent reaching remission (PHQ-9 < 5 ) – NQF 
710 and 711 

✚ Satisfaction – patient and provider

✚ Functional –work, school, homelessness

✚ Utilization/Cost

✚ ED visits, 30 day readmits, med/surg/ICU, 
overall cost

✚ Anxiety

✚ 50% reduction in GAD-7

✚ Remission in anxiety GAD-7 < 5

✚ Depression and chronic medical conditions

✚ % with depression and 2 or more 
chronic conditions who had 
improvements in HbA1c/DBP/Lipids, 
etc

✚ Alcohol use

✚ % of patients with AUD who reduced 
intake to NIAAA safe drinking limits

✚ % of patients with AUD who are 
abstinent

✚ ADHD

✚ % of patients with reduction in score 
of items 1-18



Workflow for MBC

• Which tools to use?
• How often will they be repeated and how will 

this be monitored?
• Who on the staff will administer the tool and by 

what means?
• Who will enter into EMR and where will it be 

located?
• How  will data be used with individual patient 

and family?
• Who will be responsible for aggregating data for 

specific needs?

34



35

WORKFLOW ILLUSTRATION



A $30,00,00 Investment





Inland Empire Challenges
• 55% Minorities
• Limited Education
• Unemployment more than doubled since 2007 > 14.7% 

(12% US, 10% CA) 
• Poverty 12.7%



IE Health Inequities - Mortality
1 Heart Disease

2 Cancer
3 Lung Disease
4 Stroke
5 Unintentional Injuries
7 Diabetes (5 for LatinX)



Core PH Measures
• Blood Pressure
• Hemoglobin A1c
Core BH Measures
• Patient Health Questionnaire 9-Item 

(PHQ-9)
• Brief Addiction Monitor
• Generalized Anxiety Disorder 7-Item 

(GAD-7)
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Registries to Track Progress

AIMS Center:  http://aims.uw.edu

http://aims.uw.edu/


Registry Exercise
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Answer These Questions
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Are you using MBC in 
your practice?

What next steps might 
you take as a result of 
this session?



CONTACT US

LORI RANEY, MD
Principal

lraney@healthmanagement.com

GINA LASKY, PhD
Principal

glasky@healthmanagement.com

JEFF RING, PhD
Principal

jring@healthmanagement.com

mailto:lraney@healthmanagement.com
mailto:glasky@healthmanagement.com
mailto:jring@healthmanagement.com


Session Survey

Use the CFHA mobile app to complete the 
survey/evaluation for this session.



Join us next year in Philadelphia, Pennsylvania! Thank you!
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Registry Review Exercise

Review the registry below and consider these questions:
1. Who is not improving and needs psychiatric consultation?
2. Who is not engaging in care and needs outreach by the behavioral care manager?                 
3. Who is ready for relapse prevention?

Today's date 2/07/2017
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