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A

Institute on Public Policy
for People with Disabilities

An Overview of People with Intellectual and Developmental Disabilities (I/DD) and Com munity-
Based Organizations that Support Them
Discussion with Value-Based Workgroup

August 2, 2019

Profile of People with I/'DD
¢ Population Representation
o Public I/DD Spending = $1.73 billion (nearly entirely Medicaid)
o HCBS Waivers
e Medicaid Representation
o Blind/Disabled = 11% Medicaid population; 38% Medicaid spending
o I/'DD HCBS services remain carved out for LTSS
e Co-occurring Conditions
o Mental/Behavioral Health
o Physical Health
e Health Care System Utilization
o Acute Care
ER
Psychiatric In-Patient
Primary Care
Long Term Services and Supports
Prescription Medication
Therapies and Ancillary Services

00 00oO0

I/DD Service Delivery System

e State Operated Developmental Center (SODC)
Intermediate Care Facility for Developmentally Disabled (ICFDD)
Home and Community Based Service (HCBS) Agency-Based
HCBS Family-Based
Students with IEP due to 'DD
People with /DD not connected to state resources

Questions/Challenges
o Size of dual-eligible population and actual I’/DD Medicaid-only enrollees

o Lack of direct access to /DD enrollees

o Limited expertise with I/DD population among health care providers

o Future of HCBS LTSS system

» /DD CBO experience/expertise with managed care/value-based arrangements
Opportunities

e Impact ER utilization

Psychiatric hospitalization deflection

Post-acute hospitalization rehabilitation

Specialized training and condition management programs
Case management

Peer Support

Expansion of specialized clinics and outpatient services
HEDIS measure compliance




Business Process Management

S Steps to Sueeess in
N alue-Based Care




Introduction

Reimbursement in healthcare is moving towards value based models, both from
private payers and the Centers for Medicare and Medicaid Services. That is, i
reimbursement will be based more and more on the quality of care provided. This - A
can be seen in the Federal government’s MIPS program and in rewards from private payers for
certification as patient-centered medical homes. High quality care is the goal of Accountable
Care Organizations.

How can a healthcare organization provide ever better quality? How can providers move ever
closer to the Triple Aim: providing better quality care at a lower cost with an ever better patient
experience? I have talked to many organizations who want to reach this goal but have a difficult
time doing so. An approach that I know works to help them move forward is to use the steps of
Business Process Management and it is used by many businesses to help them reach their goals.
It is taught in colleges for business majors and is taught in some universities for healthcare
providers.

This short e-book will serve as an introduction to Business Process Management for healthcare
providers. Most of the illustrations are from the healthcare industry and there are a few from
other industries and businesses too. Providers who carefully read the material can apply the
lessons to their own services and see rewards for doing so.

I suggest that you identify a critical process at your site and apply the steps to it along with a
team chosen to do the work. Be sure that everyone is familiar with the steps of BPM. You may
want them to read the overview and then one unit at a time as you move through the steps. Feel
free to copy and share the material. Effectively managing processes is not meant to be done by
one person.

I hope that you find the material useful. If you have any questions, please feel free to contact me
at L.brvant@alumni.utexas.net or find me online at Bryant’s Healthcare Solutions.




Business Process Management

Much of what we do, whether at work or in our personal lives, involves routine processes. For
example, driving a car to shop at our favorite grocery is routine, not requiring much thought even
though we focus on being careful. At work we may greet our customers or patients with routine
greetings, although we try to be friendly. These routines do not require a lot of thought. Instead,
our minds adopt patterns for these routines rather quickly as it saves a lot of energy, according to
recent brain research. So, if most of what we do is routine, then we need to make sure that the
patterns or processes involved in these routines are effective and customer- or patient-centered.

Before proceeding too far, let me define what a process is. According to the American Society
of Quality (ASQ), a process is “A set of interrelated work activities characterized by a set of
specific inputs and value added tasks that make up a procedure for a set of specific outputs.” To
illustrate this, I will examine a portion of the process of checking a patient in at an outpatient
clinic. The input is information given by the patient—name, nature of visit and insurance
coverage. The value added tasks are the questions from the person checking in the patient. For
instance, “Do you still have the same insurance? May I see your card?” Doing this provides
value for the clinic as it provides a means of billing for the services. The outputs are the
recorded responses of the patient.



For the best outcomes that are predictable for both patients or customers and the provider or
business it is necessary to understand the many processes at a provider site and effectively
manage the processes. This function is called Business Process Management by quality
professionals and was the focus of an article in the May, 2015, issue of Quality Progress, the
flagship publication of the ASQ—*Process Primer”.

Failure to actively manage the processes at your work site may have many unintended
consequences that affect the bottom line. Let me return to the check in of the patient mentioned
above as an example. Suppose the receptionist asking for the current insurance information of
the patient finds out that the patient has just enrolled in Medicare. When asking for the insurance
card the patient supplies his/her Medicare card. This seems fine but suppose the patient is in a
Medicare Advantage program and, being new to Medicare, does not supply that card. Then,
when the clinic files a claim, it will be denied and the billing staff will have to contact the patient
to find out how to resolve the problem. This extra work is costly and time wasting. It could
have all been avoided if the check-in routine included asking Medicare patients if they are using
a Medicare Advantage payer.

According to the article “Process Primer” there are five pillars of Business Process Management
(BPM):

Identifying top priority, critical processes.
Validating customer (patient) requirements.
Documenting the processes.

Developing process measurements.
Managing and improving the processes.
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These pillars should be actively addressed and managed by site executives and leaders and staff
trained to address them. Managing business processes requires training of staff and/or use of
professionals who are experts in the field. Typically, quality experts trained in the use of lean
six-sigma methodology or similar approaches are capable of providing guidance in BPM for a
site. Many organizations provide training for staff in the use of the basic tools of lean six-sigma,
including the Medical Management Group Association.

Identifying Critical Processes

There are many processes at a work site. It would take too much time and effort to identify and
manage them all. Thus, it is necessary to identify which are most critical to patient and practice
outcomes. These should be actively managed to insure optimal, predicable outcomes that satisfy
the patients and customers. After the most critical processes are under control and producing
predicable, effective outcomes, staff can move on to managing less critical processes.

Validate Customer Requirements

It is very important that customer needs are understood and being met. In healthcare, this
approach is being patient-centered. Processes that directly impact patients, such as the provision
of clinical care, must be focused on the needs of the patient. It is key that providers actively
work to understand these needs. Other staff who have contact with the patient must also be
patient-centered.



Not all customers are patients, though. For instance, the work of the billing staff has a dixect
impact on the financial health of the provider group; the customers of the billing staff are the
office management and the rest of the staff. T would consider the processes that they use critical
to the health of the provider organization. Thus, it must be managed so as to produce optimal
outcomes.

Model the Processes

The current state of all critical processes need to be understood. One of the best ways to do this
1s to use mapping tools such as flowcharts, value stream mapping or software that allows the
mapping of the details of a given process. According to “Process Primer”, this includes people,
systems, information, materials, tools and equipment, and documentation.

Develop Process Measurements

For a process to be managed key indicators must be identified and measured. At a clinical site
these could include population level health outcomes, such as the average blood pressure of
patients with diabetes. For billing it could be the number of claims in AR that are 60 days past
due. Let me emphasize that it is not sufficient to have just one key indicator per process. Rather
measurements should be taken at various stages of the process to insure best management.

¥

Manage and Improve a Process

Once key processes are identified, mapped and indicators are being measured as well as patient
requirements identified the best providers will work to continuously improve the processes in
order to insure ever better outcomes. This will provide ever-improving outcomes for patients
and providers.

The best businesses and providers will be actively engaged managing and improving their
processes. Although Business Practice Management is complex the time spent on it has a
tremendous impact on the health of patients and the business of the provider. In the face of the
changes in reimbursement to providers BPM is critical to the health of the provider.



Identifying Critical Processes

Why is it necessary to actively manage key or critical processes? In order to thrive in a changing
reimbursement and regulatory environment key processes need to be optimized and new ones
implemented. In a recent speech, the CEO of Metro Health, Mike Faas, located in Wyoming,
Michigan, stated that in order to succeed his organization needed to form new partnerships with
regional providers. He stated that one goal was to keep patients out of the hospital and to treat
them more effectively by primary care physicians. Patient panels for physicians would need to
almost double in size from the current average of 2000. The best way to do this was to improve
processes at the primary care site with teamwork and to establish better communications with
partners. I believe that this strategy will be necessary for most hospital groups.

The passage of the Medicare Access and Chips Reauthorization Act (MACRA) focuses on
improved outcomes for patients and new payment options for physicians. Eligible providers
must choose one of two options in order not to have their reimbursements cut. One way to do
this is through quality reporting: Merit-Based Payment Systems (MIPS). MIPS will be based



upon four measures—quality, efficiency, meaningful use of EHR’s and clinical practice
improvement activities; all are process based.

If management and improvement of key processes will increase in importance soon (the best
providers and businesses are already involved in this) it will be necessary for us to understand
what processes are and understand how to identify key processes.

I believe that the American Society of Quality has some of the best resources available for
understanding and improving processes (I am a member). As found in Chapter 1, they define
Process as “A set of interrelated work activities characterized by a set of specific inputs and
value added tasks that make up a procedure for a set of specific outputs.” One of the best ways
to see processes is to organize the activities of the process into a flow chart or, as used in Lean
Healthcare, a value stream map. Below you will find a very simple flow chart of checking in a
patient at an outpatient clinic. Not every activity is included in this flow chart, only the key
ones. It is not necessary to state every activity in a flow chart. The level of detail in a flow chart
is determined by its use. The following one details the key interactions between the receptionist
and patient. Other steps that could be included would be the notification to providers that the
patient has checked in and is ready to be seen. Thus, the check-in process:

Patient checks in » Recepticnist call Receptionist asks for
electronically L ED and Insurance card
Recptionist accesses patient - . s .
. Recptionist collects copay if Patient is instructed to sit in
Gﬂ en pl‘:;::::a:;anagement any waiting area until paged

There are many processes, many interrelated, at a site, whether it is a provider, manufacturing,
or business site. It is not possible to identify all of them in most circumstances. For the success
of a business it is necessary to manage and improve the critical ones. After these are managed
and continuous improvement implemented, less important processes can be focused upon.

How does one identify key processes? I believe that one should use the following steps, which [
will explain in more detail afterwards:

1. Form a leadership team to identify the key processes

2. Identify criteria that can be used to gauge importance of a process

3. Leadership seeks to understand basic steps of processes being examined
4. Decide which processes are critical and sort them by order of importance

Decisions about critical processes need to be decided by the leaders and executives of a provider
or business. In order to manage and improve processes leadership must be engaged and be



supportive. Also, leadership is likely the only group aware of all the important processes at a
site. Thus, they must be initially involved in setting priorities.

In order to rank and prioritize processes some agreed upon criteria must be defined. One
criterion might be the cost of the failure to manage the process. For example, if physicians and
clinical staff do not keep up with their certification process, an outpatient clinic could faik. Ifa
food manufacturer does not insure the safety of its food by inspection it may be heavily fined.
Another criteria besides monetary costs could be the meeting of regulations. For example, if
banks fail to have adequate reserves they can be fined by the Federal Reserve.

It is necessary for each leader on the decision team to understand the basic steps of the processes
under consideration. If they do not, it will be difficult to prioritize the processes. If a leader(s)
do not know the basic steps he should go-and-see the process in action.

Lastly, all the processes under consideration should be ranked by the leadership team in order of
importance based upon the criteria decided upon by the team. The first ones should be focused
upon. A timeline for improving the management of the process should be set and a champion
from the team identified to oversee its improvement and management.

As you can see, identifying key process at a site is very important to the health of any business.
Failure to do so will lead to the loss of potential revenue and negatively impact customers and
patients. Identifying the key processes takes time and effort by leadership but is well worth the
investment. The steps identified will lead to an effective identification and prioritization of key
and critical processes.



Knowing What Your Patients Want

Can you imagine having a farmers supply store in downtown San Francisco? It seems highly
unlikely to me. There would be few sales. Having such a store there is an example of a business
out of touch with its market. To be successful, businesses must supply the right product or
services to the right customer in the right place and at the right time.

Should healthcare providers worry about such? Do they need to focus on the customer, the
patient? While location is important for providers, does the delivery of services matter? After
all, healthcare providers provide a service that is universally needed.

It so happens that the way services are provided makes a difference. With the right services
provided in the right way providers will reap many benefits, including patient loyalty, better
outcomes for the patient and better income for the practice. I believe that we can all agree that
better patient engagement is one of the key factors to better health outcomes. But there is more
than engagement between patient and clinicians that drives outcomes for patients and that
improves loyalty.



In a recent survey members of the Medical Group Management Association (MGMA) stated that
several services helped improve patient satisfaction and engagement. Among them were flexible
hours so that patients could have better access to clinicians, variety of communication sty les,
help with cost containment and management, and care management. Members stated that
patients wanted other ways to communicate with physicians and staff, such as electronic patient
portals and secure email. Since many more patients have high deductible policies they

appreciate help in managing their copays and deductibles. Letting a patient know before services
are provided what their costs will be and helping with making arrangements for paying thieir
share if need be puts them much more at ease. Patients also like help in changing their lifestyles
if chronic conditions make it necessary.

I am not advocating that providers supply everything that patients want, even if saying ‘No’ to a
request can be difficult. My own physician has said ‘No’ to some of my requests because it
makes good financial sense to do so for the practice; his group is part of an ACO. For instance,
recently when I asked if I could be tested for allergies to see which bees and wasps I was allergic
to, he said ‘No’. My reactions to stings was not severe yet and I should carry an epi pen with me
when I am outside in the summer and spring in case I was stung and began to have a reaction.
There are many instances when physicians should deny patient requests. For instance, recent
rescarch shows that 84% of physicians still prescribe antibiotics for runny and stuffy noses in
spite of the fact that research shows this is the wrong thing to do, as it builds up antibiotic
resistant bacteria.

It is important that medical providers find out what their patients want that will lead to better
outcomes for all. It would be a waste of time and resources to provide services from a list such
as those from the MGMA survey above if patients do not want some of those services. Perhaps
almost all of the patients in your practice have easy access to services; they do not need more
flexible hours. How, then, can you find out what your patients want that you are willing to
provide?

There are several good ways to find out from your patients what new services they want or what
services you provide that could be improved. Working with a team made up of various office
and clinical staff, providers can use focus groups, advisory groups, surveys and patient feedback
to staff to find ways to satisfy their patients. It is necessary to use teams to develop and
implement these strategies to get patient input so as to get a good variety of ideas and questions,

A focus group is a good way to get ideas to improve your practice which you can then test to see
if the suggestions are good. You can conduct a focus group using your own staff as leaders or
you can hire a professional to help with this. A professional will definitely get better results but
you can certainly conduct one yourself if you follow a few simple steps. One, have a goal for the
focus group, such as, “How can our group help improve our services so as you (the patients)
believe your needs are better met?” Then, your staff team can help create a set of questions and
inquires that can be used while conducting the session. Then, choose a moderator to move the
session along and a recorder to write down the response of the patients. Finally, invite some of
your patients to be a part of the focus group. I would use no more than 8 or 9 in the session.

You may want to provide a reward for their participation.

Another way to find out your patients needs is to create a survey. Your team should help
develop the questions for the survey. You may have your patients fill out the survey when they



come in for a visit. If you want a broader group of responders, you may take time to do a& phone
survey of your patients. One member of the MGMA reported recently that his group has staff
members call several patients each day over a period of time to collect responses to a survey.

Another effective way to get some insights is to collect feedback from patients during thesir
encounters with your staff. Patients will sometimes let members of your staff know what could
be better at your practice. Staff should be trained to write down these suggestions or have the
patient write down the suggestion and hand it back to the staff. These suggestions can then be
reviewed later at a staff meeting so that the suggestions can be further explored and the staff
member who collected the suggestion can add further details. Such suggestions can be used in
focus groups or in future surveys.

Changing your services, adding more services, will help satisfy your patients which will 1ead to
better outcomes and improve patient loyalty. Loyalty is important as it is easier to treat a
returning patient than a new one; it is also more cost effective to treat returning patients as it
generally takes less time to treat them. Further, loyal patients will recommend you to their
family and friends as well as provide good feedback on sites that measure patient satisfaction and
on social media web sites. Using some of the tools that I described will help you find out what
your patients want.



Model the Process

Cooking is a process that involves specific, orderly steps with well-defined inputs. For some
recipes slight variations are allowed but the basic steps and ingredients must be maintained for a
good product. For instance, when my wife makes a marinara sauce, she uses crushed tomatoes,
salt, onions, garlic, basil, red wine, fennel and parsley. I, on the other hand, use the same
ingredients except the fennel but add a bit of sugar and oregano. The steps in making it are the
same for both of us: brown the garlic and onion in olive oil and then add the rest of the
ingredients and simmer for about a half hour to an hour.

In business, manufacturing and service industries such as healthcare most activities are
performed with well-defined processes. In manufacturing there is no room for variation in order
to produce a best quality product. In service industries, there may be some variations as in the
slight variations of making marinara but the best outcomes are achieved if each task is performed
essentially the same. There is more room for variation in the clinical side of healthcare as an
orthopedic surgeon may choose to use tissue from the patellar tendon or hamstring to repair a
ruptured ACL. Nevertheless, using standardized processes generally results in best outcomes
and these processes should be modeled, according to the structure of Business Process
Management, which I have been discussing.

Modeling a process allows for standardization and identification of best steps to use. If each
person in a process adopts the standardized process then outcomes will be predictable, thus
pleasing the clients and patients. It also eliminates waste, thus producing savings for the
business or provider.

Modeling a process can involve paper and pencil or computer software. Most is done with
software now. Two common ways to model a process are to use flowcharts or value stream
maps, which are used in Lean process management. I have created a simple flowchart which
models the process that I use to analyze data that has already been collected for a client. It is:
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Since I am the only one who employs this process there is no variation; I am consistent from one
application to the next for different clients.

What are the components found in process models? Generally, there should always be a definite
beginning and end point. Besides the physical steps you may want to include some are all of the
following: people involved in the process, information and data, materials, tools, and
environmental factors. These are always used in value stream maps.

You may believe that the processes at your site are fairly standard but the ‘present state’ of a
given process may be quite variable. This is especially true if a process has never been
documented. For instance, when a medial assistant is escorting a patient to an exam room at an
outpatient clinic, she may stop and take the patient’s weight and measure her height before
proceeding to the exam room. Another MA may take the weight and not measure the height.

To see if there is wide variation in a process that is unacceptable because it leads to errors or
poor outcomes, a team of those involved in a process should work with a process champion (a
person designated to own a process and optimize it) to ‘map the current state’ of a process. It is
during the mapping of the current state that the variations will appear. In fact, it may appear that
there is very little standardization occurring at all.

I was working with a hospital group once and we were mapping the check-out process. In
working with the administration and nurses we found that there was a wide variation in how the
check-in staff was notified that there was an empty bed available. In fact, there were many
workarounds for this process that had been developed by the floor nurses as the standard process
did not work well. So, we made a present state map that represented the steps generally used by
most staff. Then, we created a ‘future state map’ that represented the steps that all should use



and that was best in notifying the check-in staff of the availability of beds on a unit. After
creating the future state map, the process champion worked with the team to develop a plan to
implement the new process and make sure that it was consistently followed by all involved staff.
This included identifying indicators that could be measured to indicate the success of the
implementation.

One of the important steps that a process champion must do before meeting with the process
improvement team is to take a gemba walk. This involves the champion going to the place
where a process occurs and patiently watching it unfold. She should do this several times and
with different staff involved. By observing the process unfold she will be able to assess the
amount of variability in the current state. The champion should also observe a process after it
has been successfully implemented to be sure that there is no backsliding to the previous state of
the process which was probably highly variable and unsatisfactory.

As you can see, to get best outcomes, a process should be explicitly mapped. From this map, a
standardized future state map can be created so that all will carry out the process in the same
way, thus providing predictably good results. Patients and clients will be happier, staff will be
pleased and the providers will be rewarded with increased income.



Measure It!

“What gets measured gets improved” is a common business adage. A restatement of it is “What
gets measured gets managed”. I believe that this is quite true but want to would add that
experience and intuition are important components of an improvement program. If you want to
improve patient and client outcomes, then you must actively engage in business process
management and a key component of this is developing a metric system to measure your
processes and outcomes.

Engaging the customer or patient, striving to satisfy them is an important strategy to retaining
them and improving outcomes, whether it be better health or increased sales. Thus, it is very
important to measure engagement and satisfaction so there is a basis to measure improvement.

Let me give you an example of this from a population level health management program that I
have been involved with for over eight years. The program is a social norms campaign at a local
high school whose goal is to drive down alcohol and drug use by the students.

At the beginning of the program the principal and staff of the high school worked with my group
whose main goal was to drive down the amount of alcohol, marijuana, tobacco and other drugs
that students used to ‘get high’. Getting high has many negative consequences for young people
whose brains are still developing. With this goal in mind my team developed a program that



included an annual survey of students at the high school that would provide information on the
current use of these substances by the ‘average’ student as well as other data that could provide
data for messages that would be used to alter the behavior of the students. The first survery
provided a baseline against which data from future surveys would measure progress. The data
collected gave very accurate measures of the progress of the campaign. The accuracy of the data
was assured as actions were taken to remove the input of those who lied on the survey.

The engagement of the students in the program was through messages on posters posted in
classrooms that stated the actual use levels of the substances by students. For instance, ome
month the posters in the classrooms stated that “Students at XX High School believe that 73% of
their classmates use marijuana. In reality, 87% do not.” The posters correct the misperceptions
of the students. When doing this, according to social norm theory, actual use of the substances
decline over time. The engagement has been very successful. Alcohol use has declined 91% and
the use of marijuana has significantly declined since 2012, when it reached its peak. Only 5% of
students usc tobacco products. The leadership of the school and community are very pleased
with the outcomes so far.

The data we collect not only provides measures of success but it also helps guide our messaging
from year to year. For instance, in for the past two years we have been focusing on marijuana
use.

How can you use this approach to improve outcomes for your patients and clients? Following
are some basic steps that will help you develop successful processes or programs that is based
upon metrics:

1. Set high priority goals that focus upon improving outcomes. Iam sure that you can
identify many goals for your site but it is necessary to identify the critical few that are
key to success. Having too many goals may dissipate the energy needed to accomplish
the most important goals. Focus on patients’ and clients’ needs and wants.

2. Identify measures that indicate progress in reaching your goals. Use measures that
indicate progress in improving the outcomes but also that measure the processes used in
reaching the outcomes. Do not use too many measures as this too will require too much
energy and effort.

3. Implement the metric program. Assign responsibility to someone to oversee the metric
program, the identified measures, and to report progress to management and the team that
supports the improvement efforts.

4. Act upon the data to further improve the outcomes and processes. It is necessary to
identify attainable goals that can be attained in a given amount of time. Once the goals
are reached you should set higher goals.

Another view of these steps are SMART GOALS: Specify, Measurable, Assignable, Realistic,
and Time Orientated.

An example of this in a clinical setting could be:
1. Specify: the average Alc level in a physician’s panel of diabetic patients will be less
than 6.5.
2. Measurable: the clinicians measure the Alc level of each diabetic quarterly and also
monitor the diet and exercise habits of the patient through the use of an online journal
available on a patient portal.



3. Assignable: the progress of each patient is followed by a nurse coordinator who is a part
of the clinical practice.

4. Realistic: the goals of the patient outcomes are realistic based upon the baseline
measurements obtained at the setting of the goals and measured at a population le vel.

5. Time orientated: the clinical staff expects to reach the goals within one year.

Many programs set goals to achieve but fail to establish a metric program to measure pro gress in
reaching the goals. The failure to measure outcomes means that the energy expended to reach
the goals is like a stab in the dark—the providers hope that they reach their goals but theys really
do not know if they do. Intuition and experience may indicate success but without the ad dition
of measurements it is almost impossible to know the impact of the efforts to reach the goals.



Improving Your Qutcomes

Do you want to deliver outstanding results for your patients, your clients? Do you want to

deliver the triple aim of healthcare—patient-centered care at a lower price with better population
level outcomes? If the answer is ‘Yes’, then you need to continuously improve the quality of the
care that you deliver, the service that you supply. I believe that this is the goal of most providers.

If you are ready to adopt the steps of Business Process Management that have been described
above, then you are ready to move on the last step—managing and improving your processes.
As you may recall, the previous steps were:

I. Identifying top priority, critical processes.
2. Validating customer (patient) requirements.
3. Documenting the processes.

4. Developing process measurements.

Many organizations after implementing these four steps move on to actively manage their
processes, their services. I do know some that do not. Such a waste of effort, I believe. Armed
with the information collected and developed in the first four steps action must be taken to
address the findings. Energy must be spent to manage the most important processes so that the
quality of care does not suffer. From my experience, this is what most provider and service
organizations do. They collect data on their most important processes and identify patient
requirements and then keep performing the same processes over and over. They are not
interested in actively addressing changes that lead to better outcomes.



Consider a group of primary care providers who have been engaged in patient care for many
years. The majority of their income comes from fee-for-service activities. They have many
patients who have Medicare. They do work to meet government mandates such as advancing
care information. Their focus is primarily on fee-for-service activities. In the next few years
their returns for these activities will steadily erode as CMS switches over to the MACRA.
(Medicare Access and CHIP Reauthorization Act of 2015) requirements. They may excel in
managing the fee-for-service processes at their site, but still their income will erode.

Healthcare providers who not only seek to manage their processes and meet paticnt requirements
but also seek to improve the quality of their care will most likely see increases in revenue at their
site. If they work on the triple aim—work continuously to improve their outcomes—then they
will be rewarded by private payers and CMS.

What are some examples of continuous improvement projects that lead to hitting the triple aim?
Houston Methodist Hospital works hard to improve patient health by concentrating on
population level health management supported by data collection. Houston Methodist owns
scven hospitals, a long-term care facility and contracted specialty and primary care physicians.
They have stratified their patients into groups including a high-risk pool. Methodist Hospital
provides case management services to this group. Over a six-month period recently they moved
50% of the high risk patients to a low-risk pool, thus hitting the triple aim.

Patient-centered medical homes are another example of primary care providers working to
improve patient outcomes by focusing on the patient. Mercy Health Physician Partners of West
Michigan is certified as a patient-centered medical home by the NCQA. They focus on patients
with care plans tailored to the patient. Included in access to care is a well designed patient
portal.

Another avenue to hitting the triple aim is through Accountable Care Organizations. Recently
CMS added another contract model for ACO’s—the Next Generation ACO Model. This model
provides several ways to manage risk in a capitated environment. The hope is that more
organizations will sign contracts with CMS to provide care in this model.

There are many tools that can be used to improve the quality of care at a lower cost. Healthcare
quality improvement managers use programs such as Lean 6 Sigma, Plan-Do-Check-Act cycle
and Total Quality Management. Each has a different focus but all are built upon collecting data
as a part of business process management and looking at patient and customer requirements. The
American Society of Quality and the Institute for Healthcare Reform have many resources that
address these quality improvement programs.

The culmination of any business process management program is to continuously improve the
service or care offered. In healthcare, this is known as the triple aim—lowering costs while
focusing on the patient with population level management programs. There are many
approaches to achieving the triple aim. Any program hoping to continuously improve should
adopt strategies and methodologies that resonate with their staff and leadership whether it be
Lean Six Sigma, Total Quality Management or Plan-Do-Check-Act cycle. Using these or similar
tools will lead to ever better outcomes for all involved.



Conclusion

This concludes my brief introduction to Business Process Management. I hope that you find the
material useful and find many ways to apply it to work and processes at your site. I find that
businesses that focus on following the steps faithfully generally experience some success. The
difficulties usually encountered is to keep applying the steps continually and maintaining any
accomplishments. It is very easy to backslide.

If you find that you have some success but wish to accomplish even more, I will be glad to help.
Just email me at t.bryant@alumni.utexas net or contact me through the website of Bryant *s
Healthcare Solutions.
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IN BRIEF

States, health plans and providers are beginning to develop value-based payment {VBP) arrangements to pay for Medicaid
behavioral health care services. VBP approaches shift the focus from traditional fee-for-service (FFS) systems that pay for volume
of services to alternative payment models that reward high-quality, cost-effective care. Many state Medicaid programs have
developed VBP approaches to improve quality and slow cost growth for physical health services, but these advances have been
slower to emerge in Medicaid behavioral health programs. This brief, produced with support from the Califarnia Health Care
Foundation, describes how innovative states and Medicaid managed care organizations {MCOs) are building upon models
developed for physical health services and incorporating VBP arrangements into behavioral health programs. it explores key
challenges In implementing VBP models in behavioral health settings related to quality measurement, provider capacity,
oversight considerations, and privacy and data-sharing constraints. Lastly, it highlights considerations to help states advance
these models, and suggestions to support MCOs and providers with more effective program implementation.

ublic health care payers are increasingly changing the way they pay for health care services

through value-based payment (VBP) arrangements. VBP generally refers to activities that

move away from the traditional fee-for-service (FFS) payment system, which rewards
volume, to alternative payment models that reward high-quality, cost-effective care.® The
Department of Health and Human Services {HHS) announced in 2016 that it aims to move 50 percent
of traditional Medicare FFS payments into alternative payment models that reward efficiency and
high-quality care by 2018.2 State Medicaid programs have embraced VBP efforts as well: In a year-
end 2016 annual survey of state Medicaid directors, nearly 40 percent reported plans to expand VBP
arrangements in the following year.?

Most VBP arrangements in Medicaid currently support the delivery of physical health services.
However, states, health plans and providers are gradually becoming more interested in transitioning
to similar payment models for Medicaid behavioral health services. At 26 percent of total national
spending, Medicaid is the largest payer in the nation for behavioral health services.* Spending for
individuals with a behavioral health diagnosis is nearly four times higher than for those without.
Furthermore, the nearly 20 percent of Medicaid beneficiaries who have a behavioral health
diagnosis account for almost half of total Medicaid expenditures.® There is increased recognition that
the use of VBP in Medicaid holds promise to improve quality and slow cost growth. However, VBP
strategies have been slow to emerge in Medicaid behavioral health programs.

This brief, produced with support from the California Health Care Foundation, describes innovative
programs implemented by state Medicaid programs and Medicaid managed care organizations
(MCOs) that use VBP arrangements in behavioral health care settings serving individuals with

Made possible through support from the California Health Care Foundation.
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significant behavioral health needs. Most of the examples describe payment levers that states and
MCOs use to improve provider practices, but the brief also includes a state approach to using
payment to improve MCOs’ delivery and coordination of behavioral health services. The examples
also describe current Medicaid behavioral health delivery system models that are a foundation and,
in some cases a catalyst for, states and MCOs to accelerate new payment models. Lastly, it provides
insights gleaned from expert interviews with state Medicaid officials, MCOs, behavioral health
agency administrators, and policy researchers about challenges associated with implementing VBP
for Medicaid behavioral health services as well as suggestions to help states advance these models.

Behavioral Health Payment and Delivery Reform Landscape

Defining Value-Based Payment Arrangements

There are several frameworks for VBP, but one commonly used model — created by the Department
of Health and Human Services (HHS) in collaboration with partners in the pubilic, private, and non-
profit sectors — is the Health Care Payment Learning and Action Network {LAN) Alternative Payment
Model (APM) framework.® The LAN framework is increasingly used as a tool by the Centers for
Medicare & Medicaid Services (CMS), states, and to some extent by private payers, to establish
consistent terminology and to define the levels of risk in, or sophistication required for, types of VBP
models, Exhibit 1 provides descriptions of provider payment models from the APM framework.

Exhibit 1: LAN Afternative Payment Model {APM} Framework?

Category 1: FFS payments not linked to quality. FFS payments are based on the number and
units of service provided, without linkages to, or adjustments for, provider reporting of quality
data, or performance on cost or quality data.

Category 2: FFS payments linked to quality and value. FFS payments are adjusted based on other
factors, such as infrastructure investments, whether providers report quality data (pay-for-reporting),

and/or performance on cost and quality metrics {(pay-for-performance}. This may also include a penalty disincentive,
i-e., a lower or withheld payment if providers do not produce quality indicators, or report events or procedures that
are harmful and were avoidable.

Category 3: Alternative payment models based on FFS. Payments are based on FFS, but provide mechanisms to
more effectively manage services, Providers must meet quality metrics to share in cost savings, and payments are
based on cost performance against a target. Models may include:

m Shared savings/shared risk. Also referred to as “upside” or “downside” risk respectively, providers must meet a
total-cost-of-care target for some/all services for an attributed set of patients. If actual costs are below
projections, providers may keep some savings or may also be at risk for higher-than expected costs.

s Bundled or episode-based payments.® A single payment to providers for all services needed to treat a given
condition (e.g., maternity care) or to provide a given treatment (e.g., hip replacement). Providers receive an
inclusive payment for a specific scope of services to treat an “episode of care” with a defined start and endpoint.

Category 4: Population-based payments. Payments are structured to encourage providers to deliver coordinated,
high-quality care within a defined budget. Payments may cover a wide range of preventive, medical, and health
improvement services. Examples include global or capitated per-member-per-month payment, which may include
both physical and behavioral health. Plans or providers bear the financial risk for the cost of treatment.

Advancing innovations in health care defivery for low-incame Americans | www.ches.org
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LAN recommends that, over time, the U.S. health care system move toward payment models in
Categories 3 and 4, while recognizing that this will not be readily achievable in every market (such as
in rural areas), or for every patient population.® Payments made to providers under VBP approaches
need to be linked to quality or demonstrate value in some way, such as achieving improved health
outcomes, choosing evidence-based processes, managing the costs of care, and implementing
effective care coordination strategies.'®

With the majority of Medicaid beneficiaries receiving services via managed care, states are also
increasingly using MCO contracts as a vehicle to increase the number of providers paid under VBP
arrangements. General approaches to promote VBP within managed care include: (1) requiring
MCOs to adopt a standardized VBP mode! to reimburse providers; (2) requiring MCOs to make a
specific percentage of provider payments through approved VBP arrangements; (3) requiring MCOs
to participate in a multi-payer VBP alignment initiative; and/or {4) requiring MCOs to launch VBP
pilot projects subject to state approval.'!

In addition, states may also adjust payments to MCOs based on quality metrics and efficiencies to
drive behavioral health outcomes and advance integrated models. For example, states have
developed MCO-level pay-for-performance incentives or withheld arrangements, in which states
retain or “withhold” a portion of capitation payments that are returned to MCOs for meeting specific
contract requirements. These differential payments to MCOs can help to align incentives across
plans and providers and offer another mechanism for states to help ensure that Medicaid dollars are
being spent on high-quality, efficient care.

Medicaid Behavioral Health Delivery System Models

Delivery system models are often the vehicles through which VBP arrangements, such as pay-for-
performance, shared savings, and bundled payments, are implemented. The number of states
implementing behavioral health delivery system initiatives — including a focus on integrating
hehavioral health with other medical and social supports — has rapidly expanded. In a recent annual
survey conducted by the National Association of Medicaid Directors, 15 state Medicaid directors in
2016 cited behavioral health reform as a top priority for the upcoming year.*?

Integrated care can better align system incentives and increase health pian or provider
accountability for managing a more complete range of services, which is important for this
population with high comorbidity rates. In addition, the high service use and spending for individuals
with behavioral health conditions often does not just reflect behavioral health service utilization.
Nearly 70 percent of those with behavioral health issues have a co-occurring physical health
condition, including conditions associated with tobacco and alcohol use, such as chronic obstructive
pulmonary disease, asthma, and chronic liver disease and cirrhosis.** In many cases a small
percentage of overall costs for this population are attributed to mental health services. '

States are using a number of different Medicaid managed care arrangements to drive integration
and guality improvement delivery reform efforts across behavioral and physical health services,
including:

Advancing innovations in health care delivery for low-income Americans | www.chcs.org
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= Carve-in. A number of states (e.g., Tennessee) have “carved-in” Medicaid behavioral health
services. Under a carve-in system, MCOs receive a payment to manage both behavioral and
physical health services, among other services as relevant. As of 2016, 16 states currently
provide or are planning to offer behavioral health services through an integrated managed care
benefit — up from just a handful a few years prior.*

m Carve-out. Some or all behavioral health benefits are separately managed by a specialized
behavioral health organization or by the Medicaid state agency on a FFS basis. Some states with
specialized behavioral health organizations {e.g., Pennsylvania) have established requirements
to increase collaboration and accountability between contracted entities that manage physical
and behavioral health services. Meeting these requirements often entails greater coordination
of providers on the ground.

m Specialty managed care model. A few states {e.g., Arizona) use these programs for individuals
with serious behavioral health conditions. Specialty behavioral health organizations manage all
benefits, including physical health benefits, which are carved into the program.

States have also launched provider-based delivery system reforms to improve Medicaid behavioral
heaith services, which include a platform for VBP initiatives. Although these models are typically
provider-led, Medicaid managed care plans may be involved to varying degrees, ranging from
contracting directly with these providers, to sharing partial or full responsibility for service delivery.!®

a  Health Homes. Medicaid health homes were created through Section 2703 of the Affordable
Care Act, which contains provisions that allow Medicaid to reimburse eligible providers for
comprehensive care management services for a set time. Fourteen of the 21 states and the
District of Columbia that have implemented Medicaid “health homes” have created models for
individuals with serious mental iliness.” These programs, often centralized in a behavioral
health provider's office, must offer several services including comprehensive care management,
transitional care and follow-up, and referrals to community and social support services.

® Accountable Care Organizations {ACOs). These models seek to improve care coordination and
delivery by holding providers financially accountable for health outcomes and costs of their
patient population. A few states are requiring ACOs to repart behavioral health quality metrics,
to involve behavioral health providers in care coordination and refated activities, and to link
some of these metrics to payment. ACOs are most often reimbursed under shared savings or
shared savings/shared risk payment models.

= Certified Community Behavioral Health Centers (CCBHCs). CCBHCs were created through
Section 223 of the Protecting Access to Medicare Act, which established a demonstration
program to expand access to behavioral health services in community-based settings. Eight
states were selected at the end of 2016, under which participating clinics will receive enhanced
Medicaid funding. To become certified as CCBHCs, clinics must provide a comprehensive range
of behavioral health services and meet several requirements related to staffing, access, care
coordination, data collection and quality, among others. CCBHCs will be reimbursed under a
prospective payment system (PPS), under which states can either make quality bonus payments
or incorporate a payment structure that is linked to quality outcomes.

Advancing innovations in health care delivery for low-income Americans | www.ches.org
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Lastly, the federal government and states are advancing efforts to fight opioid abuse, which has
become one of the deadliest epidemics in U.S. history and one that disproportionately affects
Medicaid beneficiaries."® In February 2015, for example, CMS$ began working with six states through
the Medicaid Innovation Accelerator Program (IAP) to help them pursue strategies to improve states’
substance use disorder delivery systems, including developing payment mechanisms for substance
use services that incentivize better outcomes.® CMS plans to publicly share “starting point”
resources on designing episodes of care and payment bundles for medication-assisted treatment
{MAT) services delivered to individuals with opicid dependence.?® Pennsylvania has implemented 45
Centers of Excellence designed to integrate behavioral health and primary care for Medicaid
enrollees with an opioid use disorder.?!

Exhibit 2: Behavioral Health VBP Models in Primary Care

Although not a focus of this paper, there are also a growing number of examples of state, MCO, and provider efforts
to use VBP models in primary care settings into which behavioral health providers and treatment are incorporated.
Approximately 40 percent of mild-to-moderate behavioral health conditions are treated in primary care settings.?
For example, the Collaborative Care Model {CCM) {developed at the University of Washington) is a team-based
approach for treating depression and other common behavioral health conditions in primary care. Teams include a
primary care physician, care manager, and a consulting psychiatrist. The five core principles of the model include: 23

QOO

Patient-centered team care: Primary care and behavioral health providers collaborate using shared
care plans that incorporate patient goals and targeted outcomes.

Population-based care: Care teams track and follow-up with individuals who are not improving.
Mental health specialists provide caseload-focused consultation, not just ad hoc advice.

Measurement-based treatment: Treatment plans use symptom-rating scales to track clinical
improvement. “Stepped care” systematically adjusts or intensifies treatment for patients that are
not improving.

Evidence-based care: Patients are offered psychotherapies and medications that are proven to work
in treating the target condition.

Accountable care: Providers are reimbursed for quality of care and clinical outcomes — not just the
volume of care provided.

Recent research found that incorporating incentive payments that linked 25 percent of total provider payments into
CCM models resulted in improved provider fidelity to key elements of CCM as well as improved patient depression
outcomes.?*

Advancing innovations in health care delfivery for low-income Americans | www.chcs.org
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Implementing VBP in Medicaid Behavioral Health Programs:

Innovative State Examples

This section provides examples of innovative VBP models in behavioral health settings in five states:
Arizona, Maine, New York, Pennsylvania, and Tennessee. Exhibit 3 provides a brief overview of each

state’s model.

Exhibit 3: Overview of State Models

VEBP Strategy
Based on LAN APM
Framewaork®

Authority

Program Medicaid Population Behavioral
Scope Covered Health Delivery
Model
Arizona Statewide Individuals with a Specialty
serious behavioral managed care
health diagnosis carve-in
Maine Defined Individuals receiving Medicaid ACO

communities  services in “Accountable
Communities”

New York Statewide Individuals with specific = Managed care
chronic conditions, carve-in/
including behavioral specialty
health managed care

carve-in

Tennessee Statewide Individuals with a Managed care
behavioral health carve-in

diagnosis and/or meets
related utilization

criteria

Pennsylvania = Statewide Individuals with a co- Managed care
occurring serious carve-out
behavioral/ physical
health condition

RBHAs choose
strategies from
Categories 2,3 or 4

Category 3

Both Categories
3and 4

Category 2

Medicaid MCO pay-
for-performance**

MCO contract
requirerments via
1915(b} waiver

State Plén

Delivery System
Reform Incentive
Payment (DSRIP}
Program, 1115
waiver

State Plan

MCO contract
requirements via
1915(b) waiver

*VBP strategy determined by CHCS analysis of reviewed state and health plan documents and comparison to the LAN APM Fromework

Final White Paper published on January 12, 2016,

**The LAN framework does not directly apply, because payments flow from the state to MCOs, as opposed to providers.

Arizona

The Arizona Health Care Cost Containment System {AHCCCS), the state’s Medicaid program,
contracts with three Regional Behavioral Health Authorities (RBHAs) that operate statewide through
a specialty managed care arrangement to provide integrated behavioral and physical health services
to Medicaid enrollees with serious mental illness. AHCCSS has developed several VBP initiatives to
improve quality outcomes as well as advance integrated care for these individuals. 2 Beginning in
October 2015, AHCCCS added contractual requirements for RBHAs to link, at a minimum, five
percent of total payments to providers to VBP strategies. AHCCCS expects this minimum threshold to
grow in coming years. RHBAs may choose one or more of several VBP strategies, including:
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(1} incentives to improve behavioral health coordination in primary care; {2) pay-for-performance
contracts; (3) bundled or episodic payments; {4} shared savings and/or risk; and (5} performance-
based capitation strategies.® During the first contract year, most RBHAs elected to use
performance-based strategies. One RBHA implemented a capitated approach with some larger
provider organizations the following year. RBHAs must also choose the quality metrics to link to
these payment approaches. During the first year, some used HEDIS measures such as reductions in
inpatient and emergency department admissions, and follow-up with behavioral health providers
within seven days post-discharge. One included measures related to social determinants of health
{SDOH}, such as increasing the percentage of individuals in stable housing arrangements and those
who are competitively employed. Another used a measure on the reduction in individuals using
drugs or alcohol.

AHCCCS has launched other initiatives to encourage physical-behavioral health integration at the
provider level. Last year, it implemented a value-based differential payment model that rewards
providers who meet specific delivery system goals, including integrated clinics that provide both
physical and behavioral health services. These clinics may receive a 10 percent rate increase for
billing certain physician services.? In lanuary 2017, AHCCCS received funding from CMS to launch a
Targeted Investments Program that will allow health plans to make payments to, and develop VBP
arrangements for, providers who are building infrastructure to support integrated physical and
behavioral health care management.®

Maine

Maine developed its Medicaid ACO program, known as the Accountable Communities (AC) program,
in 2014. Maine defines its AC program as provider-owned and driven entities (i.e., Lead Entities} that
are responsible for a defined population’s health and have shared accountability for both cost and
quality.?? Maine is one of a few states with ACO models to use multiple strategies to help ensure
successful integration of behavioral and physical health services in its AC program by:%°

= Including behavioral health services in the payment model through a shared savings payment
model, in which the Lead Entities can choose to accept one- or two-sided financial risk. Under
the one-sided model {Model 1), ACs may receive shared savings if they meet quality
performance standards, but they are not liable for shared losses. Under the two-sided model
{Model 2}, ACs share in a greater percentage of the savings if they meet quality expectations,
but they may also incur losses. To promote integration of behavioral health, Maine includes
spending on behavioral health services in its total cost of care (TCoC) benchmark, which is the
projected cost estimate used to assess whether ACs have generated savings and/or incurred
losses during the performance year. *! Including behavioral health services in the TCoC
benchmark creates a powerful incentive for ACs to effectively provide and coordinate physical
and behavioral health services, since costs for both of these services are accounted for when
shared savings are calculated. In addition, Maine requires ACs to include behavioral health
providers, and provides integration support within behavioral health practices, such as
facilitating implementation of data-sharing toals.
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= Incorporating behavioral health measures in the quality score for ACs to assess whether
quality indicators and patient outcomes have improved, and to ensure that providers are not
withholding health services in order to retain savings. Maine includes four behavioral health
measures in its AC quality scoring: {1} follow-up after hospitalization for mental iliness (tied to
payment); (2) initiation and engagement of alcohol and other drug dependent treatment (tied
to payment); (3) out-of-home placement for children and adults {reporting only); and (4)
cardiovascular health screening for people with schizophrenia or bipolar disorder who are
prescribed antipsychotic medications {reporting only).

New York

New York’s “VBP Roadmap,” a multifaceted strategy document developed in 2015 that was required
as part of the terms and conditions of New York's comprehensive 1115 waiver, outlines the state’s
vision for Medicaid payment reform and alignment with federal, commercial, and other state
initiatives.* A 2016 updated roadmap describes four VBP options that providers and MCOs may use,
under which they may choose different payment arrangements and levels of financial responsibility,
ranging from shared savings only to prospective payments that largely replace FFS payments.** Two
of these options are specifically related to behavioral health: (1) the integrated Primary Care Bundle
(which includes all care for most prevalent chronic conditions in New York Medicaid); and (2) Total
Care for Special Needs Populations.

Under the Integrated Primary Care Bundle, providers are responsible for the cost and quality of
services provided for 14 chronic conditions related to both physical and behavioral health, including
but not limited to: asthma; hypertension; bipolar disorder; depression and anxiety; substance use;
and trauma. The Total Care for Special Needs Populations implements VBP arrangements with
providers who work with a subset of eligible subpopulations, including individuals with significant
behavioral health needs who are covered under New York’s Health and Recovery Plans (HARPs).
New York recently carved Medicaid behavioral health services into its MCOs. MCOs that meet
specific criteria for managing specialty behavioral health services may be certified as HARPs. HARPs
offer expanded community-based benefits to individuals age 21 and older with significant behavioral
health needs.

In late April 2017, to support VBP waiver activities, New York announced the launch of Value-Based
Payment Pilots, a two-year program for selected MCOs and providers to transition to VBP
arrangements. Of the 13 different pilot contracts, four focus on provider groups that are serving
individuals enrolled in HARPs or are involved with integrated primary care. The pilot organizations
will receive support from the Department of Health and will help the state by providing lessons
learned and sharing best practices for statewide VBP implementation.

On a related note, the New York Behavioral Health Clinical Advisory Group = comprised of leading
experts and stakeholders tasked with evaluating subpopulations and conditions to be included in
VBP arrangements — recommended that providers track outcomes related to social determinants of
health (SDOH} and be reimbursed via a “Pay-for-Reporting” system. In 2017, VBP efforts involving
the HARP-eligible population will include 32 core performance measures, including three measures
related to SDOH outcomes: *
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m Percentage of members who maintained/obtained employment or maintained/improved higher
education status;

» Percentage of members with maintenance of stable or improved housing status; and

w Percentage of members with reduced criminal justice involvement.

Several VBP pilots will look specifically at the impact of the use of such measures.* Overall, the
HARP measure set is intended to encourage providers to meet high standards of patient-centered
clinical care and care coordination across multiple care settings.

Tennessee

TennCare — Tennessee’s Medicaid program — is a comprehensive carve-in model under which each
contracted MCO is responsible for covering all physical and behavioral health services, as well as
long-term services and supports {LTSS). On December 1, 2016, TennCare launched Tennessee Health
Link, a program that incentivizes enhanced care coordination for TennCare members with serious
behavioral health conditions.*” Under this program, care teams associated with a mental health
clinic or other behavioral health setting provide whole-person, coordinated behavioral and physical
health care for an assigned panel of members.*® Using “repurposed” funding from a former case
management service, Health Link providers may offer a new set of services to help members manage
physical and behavioral health needs. These may include extensive coordination across providers,
transitional care to manage discharges and other transfers, and referral to and follow-up to access
social supports. Health Link providers are eligible for other types of compensation in addition to
standard FFS payments, including:

w Practice transformation support: Payments from the MCOs to make clinical and organizational
changes required to perform as successful Health Links.

= New activity payments: A set rate for each attributed member for each month specific services
are delivered. These services are not traditionally covered under FFS, such as creation of care
plans, care coordination, and patient and family support.

= Outcome payments: Health Link providers can earn up to 100 percent of possible outcome
payments based on performance on core quality and efficiency metrics. Health Link providers
are evaluated on 15 measures that assess efficiency (five measures, such as all-cause hospital
readmissions, emergency department visits, mental health inpatient utilization, etc.) and quality
(10 measures, such as psychiatric hospital readmission rates and antidepressant medication
management; initiation and engagement of alcohol and drug dependence treatment; hody
mass index and comprehensive diabetes care; etc.).*® Outcome payments to Health Link
providers depend on the extent to which providers meet or exceed state- and MCO-established
thresholds for each measure.* In order to be eligible for outcome payments, providers must
surpass expectations for at least four of 10 quality measures, and demonstrate improved
efficiency (i.e., better results on efficiency metrics during the performance year). The first
performance period for the Tennessee Health Link program is calendar year 2017, with the first
outcome payments to be made to qualifying providers in August 2018,
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Pennsylvania

State-to-MCO payment arrangements may align incentives for provider-level VBP programs and
promote spending on Medicaid services that support high-quality, effective care. Pennsylvaniais a
“earve-out” state, in which Medicaid behavioral health services are separately managed by counties,
in collaboration with Behavioral Health Managed Care Organizations {BH-MCQs), while physical
health services are managed by Physical Health Managed Care Organizations (PH-MCOs}).%
Pennsylvania’s Department of Human Services oversees the HealthChoices program, the state’s
mandatory managed care program for Medicaid enrollees. On January 1, 2016, the department
launched the Integrated Care Plan Pay-for-Performance (ICP P4P) Program*? te improve quality and
reduce expenditures through enhanced care coordination across the PH-MCOs, BH-MCOs, and
providers for individuals with serious, persistent mental illness.*® This program is based on two
pilots, developed under the SMi Innovations Project, a project coordinated by the Department and
the Center for Health Care Strategies in 2009, which tested approaches to integrating physical and
behavioral health care services for adult Medicaid beneficiaries with serious mental illness (SMI) and
ca-oceurring physical health conditions.* The pilot reported significant reductions in emergency
department use, all-cause hospital readmissions, and mental heaith hospitalizations,

Under the ICP P4P program, the Department established a $20 million-dollar funding pool for
calendar year 2016, with $10 million allocated to each type of MCO, and split up among plans based
on the percent of enrollees served. BH-MCOs and PH-MCOs earn incentive payments based on
annual compliance with three key process improvements tied to five performance measures:

1. Member stratification: All members in the targeted population must be stratified into one of
four quadrants: {1) high physical/high behavioral health needs; (2} high physical health/low
behavioral health needs; (3) low physical health/high behavioral health needs; and (4) low
physical/low behavioral health needs. BH-MCOs and PH-MCOs must share data in order to
stratify and re-stratify members every six months.

2. Integrated care plan/member profile: At least 500 PH-MCO members and 0.25 percent of the
BH-MCO eligible population (per contract} must receive an integrated care plan that has been
used in care management activities by both the BH-MCO and PH-MCO. This includes the
collection, integration, and documentation of key physical and behavioral health information
that is easily accessible in a timely manner to people with designated access.

3. Hospitalization notification and coordination: Each PH-MCO and BH-MCO must natify the
other of hospital admissions within one business day, and coordinate discharge and follow-up.

Compliant PH-MCOs and counties {counties may decide to share these payments with their
contracted BH-MCOs) may receive payments based on five performance measures:

1. Initiation and engagement of alcohol and other drug dependence treatment;
2. Adherence to antipsychotic medications for individuals with schizophrenia;

3. Combined physical health and behavioral health 30-day inpatient rate for individuals with
serious, persistent mental illness;
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4. Emergency department utilization for individuals with serious, persistent mental illness; and

5. Combined physical health and behavioral health inpatient admission for individuals with serious,
persistent mental iliness.

Each of these measures are weighted equally and receive 20 percent of allocated funding for each
plan.*® Payments will be based on improvement, calculated from the base measurement year of
2015, to the initial intervention year of 2016.* The first payout for the ICP is scheduled for August
31, 2018. While it is still too early to assess initial outcomes, representatives from Community Care
Behavioral Health (Community Care}, a BH-MCO that serves more than 1.6 million individuals in 39
counties in Pennsylvania, reported that the program has already led to improved coordination and
cooperation between plans. In addition to state efforts, see Exhibit 4 for a description of Community
Care’s Assertive Community Treatment (ACT) pay-for-performance initiative.

Exhibit 4: Community Care Behavioral Health’s ACT Pay for Performance Initiative®”

Community Care is one of Pennsylvania’s BH-MCOs and part of University of Pittsburgh Medical
Center {UPMC). It manages behavioral health services for Medicaid members in Allegheny
County on behalf of the county, With the goal of reducing inpatient mental health utilization
{IPMH), it implemented a pay-for-performance program for Assertive Community Treatment
(ACT) services, an evidenced-based model focused on community treatment and habilitation.
ACT includes an interdisciplinary team of 10 to 12 practitioners who serve about 100 consumers, resulting in a
staff-to-consumer ration of approximately one to 10.4®

In 2014, Community Care collaborated with: (1) two ACT providers in Allegheny County; (2) the Allegheny County,
Office of Behavioral Health; (3) Allegheny HealthChoices Inc. (AHCI); and {4} a Consumer Advisory Committee. Under
this arrangement, ACT providers could earn up to 110 percent of the current fee schedule rate for ACT services, with
80 percent of payments for all services rendered. Providers could earn the remaining 20 percent by reducing IPMH
utilization (funded by withholding 20 percent of the established ACT service rate) and up to a 10 percent bonus
amount if they met the overall target of reducing average IPMH cost per person to $9,000 or less during the
calendar year. Providers had to remain within a total ACT service utilization cost cap per person per year.

ACT providers have achieved impressive results. In 2014, both providers earned the full 20 percent withhold amount
and the maximum bonus earnings of 10 percent. Providers A and B achieved a 64 and 28 percent reduction in the
average inpatient cost per person per year, respectively. In 2015, both providers further reduced the average
inpatient cost per person per year. From the baseline year measure, Provider A achieved a 76 percent reduction and
Provider B achieved a 72 percent reduction in inpatient costs per member per year. More recently, Community Care
moved to a pay-for-performance bonus that also rewards providers who improve competitive employment rates
among ACT recipients.
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Key challenges in implementing VBP models in behavioral health settings include: {1) quality
measurement; {2) provider capacity; (3} oversight; and (4} privacy and data-sharing constraints.
Below are considerations to help states address these challenges as well as suggestions to support
MCOs and providers with more effective program implementation. Many considerations were
gleaned from expert phone interviews that included state Medicaid officials from Arizona; health
plan representatives from Tennessee, New York, and Pennsylvania; and other health policy experts
and researchers who focus on payment and quality measurement issues in behavioral health

services.

Quality Measurement

Compared to physical health, there are fewer nationally
endorsed or recognized quality measures for behavioral
health. Many of the behavioral health quality measures
currently used in state and federal payment and delivery
system reform efforts are process-oriented and focus on
mental health {see Exhibit 5 for broad domains for
guality measurement). At the time of this brief, the
National Quality Forum (NQF} = a nonprofit
organization that evaluates and endorses measures —
had 653 endorsed quality measures, with 55 of those
addressing behavioral health conditions. Only nine of
these 55 behavioral health measures are outcome
measures, in contrast to the physical health arena,
which has seen broad development and implementation
of outcome measures in recent years. Fifteen of the
NQF-endorsed behavioral health measures are specific
to substance use disorder. NQF has reported that
behavioral health is a “gap area” and is working to test
new measures that address measurement gaps. While
states and MCOs are generally not bound to selecting

Exhibit 5: Select Quality Measure
Domains

w Structural: Assesses features of
a health care organization or
clinician relevant to its capacity to
provide health care.

m Process: Focuses on steps that should be followed
to provide good care.

m Outcome: Assesses the results of health care.

u Patient-Reported Outcome: Focuses on a patient’s
reports concerning observations of and
participation in health care.

Source: Centers for Medicare & Medicaid Services. Quality
Measures Inventory User Guitdle and Data Dictionary. 2016.
Available at: hitps://www.cms.gov/Medicare/Quality-Initiatives-

Patient-Assessment-instruments/QualityMeasures/
Bownioads/CMS _inventory User Guide.pdf.

measures endorsed by NQF, identifying measures deemed valid and reliable is often a key step in the

measure selection process.

One challenge with measuring quality in behavioral health settings is due to basic differences in care
maodel philosophies between physical and behavioral health care. There are more quantifiable
outcome measures for physical health, such as those based on medical test results, or the presence
or absence of easily identifiable physical symptoms. Recovery-based care models, which some
behavioral health systems have taken steps to move toward, encourage individuals to establish
personal recovery goals based on their needs, strengths, preferences, capacities, and desired health
and quality of life outcomes.*” Ideally, these programs use recovery-oriented metrics to measure
meaningful patient progress as defined by the individual and focus on wellness, stability, and
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functionality. However, a lack of recovery-oriented measures that are widely accepted by behavioral
health stakeholders represents another measurement gap for behavioral health services. To date,
these concepts have been difficult to standardize and link objectively to payments.

There are several emerging strategies that could help address these challenges. First, several
interviewees noted that although most programs’ end goal is to improve health outcomes, using
structural and process measures rather than outcome measures {especially during the first few years
of a program) can help providers develop the structural components for measuring outcomes in a
standardized and longitudinal way and advance to reliable data collection and accurate outcome
measurement down the road. Further, focusing on process measures in early stages of VBP
programs is particularly relevant in behavioral health, where evidence-based care delivery and
performance measurement lags behind physical health. In addition, providers’ performance on
behavioral health process measures for all payers — Medicaid, Medicare, and commercial payers —
tends to be lower compared to performance on physical health process measures, indicating that
there is still much room for improvement on those measures. For example, recent data suggest that
fewer than five percent of individuals with alcohol use disorder within the past year received related
treatment from a health care practitioner.>® To address these concerns, a phased-in measurement
approach to help prepare providers to assume additional accountability and financial risk might
include: {1} a focus on infrastructure measures (e.g., achieving behavioral health home certification,
implementing electronic health records with specific functionalities, or hiring care coordinators); (2)
quality measure reporting (e.g., collecting patient-level information on depression screenings and
social factors such as housing, employment, and family supports); and (3) process measures (e.g.,
antidepressant medication management). Two of the most commonly used behavioral health
process measures in state and federal VBP programs include screening for clinical depression and
follow-up plan, and follow-up after hospitalization for mental illness.

Second, there is progress being made across the nation to expand measures around substance use
disorders. For example, in May 2016, Cigna announced its partnership with the American Society of
Addiction Medicine (ASAM) to improve treatment for people suffering from substance use disorders.
Through this partnership, Cigna will provide claims data to ASAM and Brandeis University to test
three new behavioral health measures: (1) use of pharmacotherapy for individuals with alcohol use
disorders; (2} use of pharmacotherapy for individuals with opioid use disorders; and (3} follow-up
after withdrawal management. CMS is also developing and testing a new measure that adapts
ASAM'’s “use of pharmacotherapy for individuals with opioid use disorder” measure for the Medicaid
population. In addition, in January 2017, NQF endorsed three quality measures related to opioid
overuse.

Health care leaders in behavioral health are also increasingly testing measures related to SDOH. For
example, in addition to New York — which is collecting quality data on employment, education,
housing, and criminal justice, as noted earlier in the brief — Massachusetts is testing non-traditional
quality measures for its ACO program that it will be launching in December 2017. These measures
relate to utilization of “flexible services,” which include non-medical services to address social needs
and social service screening.!
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Lastly, the National Committee for Quality Assurance (NCQA) is developing a broad goal attainment
measure for high-need populations that indicates a pathway toward recovery-oriented outcome
measurement. This proposed approach uses quantitative scales to help measure the degree to which
an individual attains his or her goals, a concept that could be particularly useful in the field of
behavioral health, where recovery goals and pathways may vary significantly from person to
person.®?

Provider Capacity

VBP programs require fundamental changes in the way providers are paid and measure progress,
and many behavioral health providers require assistance in developing the capacity to meet new
requirements and practices. Behavioral health providers often lack the billing and data collection and
reporting capacity to implement VBP models. They must also have the appropriate and often
expensive technology platform or other infrastructure to access and share data. Providers may not
have the capital to make early investments to assume risk, cover start-up expenses, or manage
finances in new payment models when they are not paid per service or by case.

States and MCOs should consider adopting data collection, reporting, and risk arrangements slowly
to ensure time to build providers’ organizational and financial capacity. For example, providers may
not assume risk initially to allow more time to build infrastructure and gain experience with new
clinical and business practices. The amount of provider suppert required before a VBP program
launches depends on providers' level of comfort, technological preparedness, and other resources,
as well as the extent to which the new VBP model changes practice models and overhauls payment
arrangements. Some interviewees suggested launching new programs via a smaller pilot or a
phased-in approach, such as:

m Year 1: Pay providers for participation in a VBP initiative and reporting on structural measures,
while maintaining a traditional FFS or case rate arrangement,

m Year 2: Pay providers for meeting process measures, while maintaining a traditional FFS or case
rate arrangement.

=  Year 3: Pay providers for meeting process and/or outcome measures, with providers assuming
some amount of risk for these performance measures.

In addition to phased-in contracting, states and MCOs can support providers in developing successful
programs in other ways. Offering technical assistance to MCOs and providers — or requiring MCOs
to offer supports to providers — can be a worthy investment. Interviewees recommended assessing
providers’ technical assistance needs and offering tailored support, either internally or with a
contracted vendor. Recommended topics include: billing, reporting, data collection processes, and
care delivery model design. For common issues, structured learning collaboratives with participating
providers, ideally convened in-person, may provide a valuable opportunity to discuss common
challenges, collaboratively identify solutions, and network with other providers to address similar
issues. States and/or MCOs could give providers intermittent feedback on their progress to confirm
whether they are moving in the right direction or could benefit from support. Exhibit 6 provides an
example of Coloradoe’s Practice Transformation strategy, which provides comprehensive supports to
primary care practices and community mental health centers that offer integrated care.

Advancing innavations in health care delivery for low-income Americans | www.ches.org



BRIEF | Moving Toward Value-Based Payment for Medicaid Behavioral Health Services

Exhibit 6: Colorado’s Practice Transformation Strategy

A major component of the Colorado State Innovation Model {SIM) is to advance a Practice
Transformation strategy to tie integrated physical and behavioral care to value-based payment.
In addition to supporting 400 primary care practices that offer behavioral health services,
Colorado launched the Bi-Directional integration Demonstration Pilot, which established
integrated, comprehensive care in four community mental health centers. To support these
providers in developing the infrastructure and clinical capacity to provide integrated care and meet requirements for
payment reforms, Colorado established multi-faceted provider supports including: {1) intensive practice coaching
and targeted consultation for adapting to VBP models and addressing other specialized integration challenges; (2)
customized practice facilitation and clinical HIT advisory services; (3) creating “toolboxes” of practice transforrmation
models, templates, resources, and best practices; and {4) bi-annual learning collaboratives.3?

In designing these programs, states and MCOs should ensure they have an accurate understanding
of the start-up costs related to staffing, technology, and other infrastructure that behavioral health
providers would have to bear, and should consider what start-up costs states or MCOs could directly
fund. One MCO interviewee provided an example of a model that was carefully designed with
minimal incremental costs to providers, except for paying for a nurse to join the provider setting to
help case managers in behavioral health clinics with individuals with complex physical health
conditions. The MCO covered this expense initially, and eventually providers coufd earn financial
incentives to pay for the nurse themselves.

Because most state, MCO, and provider experience with VBP models is in physical health, it is
important for states and, as applicable, MCO leadership to identify program management staff with
behavioral health expertise. This can ensure that efforts address behavioral health providers’ unique
challenges during a transition to a new payment arrangement, and can better support
troubleshoating with providers during implementation. Based on their behavioral health expertise,
these individuals can help generate buy-in and trust with providers.

Lastly, given the volume of reform initiatives underway in most states, it is important to consider
other related federal, state, and local initiatives and to try to minimize provider burden and ensure
multi-payer alignment. States may want to consider adopting the LAN framework across programs to
guide VBP development and encourage consistent use of terminology for VBP approaches, Doing so
would offer the added benefit of better aligning with CMS efforts. In addition, states may consider
aligning VBP strategies with CMS’ Quality Payment Program, which launched in January 2017.
Although this program is focused on Medicare provider reimbursement, aligning VBP strategies with
other programs could ultimately help reduce the administrative burden on states, plans, and
providers.

Oversight and Collaboration

Involving MCOs, providers, and other stakeholders as relevant in design and implementation
discussions is important to program development and oversight. For example, states can collaborate
with MCOs and providers to seek input in determining quality measures. Doing so can build trust
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among stakeholders, and result in measures that are more achievable for providers and better
reflect the needs of the patient population. Being transparent about how a payment methodology is
developed and recognizing reporting burdens will also aid in building providers’ trust.

At the same time, it is important for states to strike the right balance between flexibility and
prescriptiveness in VBP program design. The right balance differs across states and appears to be
driven.by existing state oversight approaches as well as MCO and provider capacities and
preferences. For example, Tennessee has consistent and clearly defined requirements for afl MCOs
and behavioral health providers who participate in VBP arrangements. Representatives from one of
Tennessee’s MCOs indicated that they appreciate the level of instruction, uniformity, and guidance
from the state that, coupled with a high degree of MCO and provider engagement during the design
phase, contributed to smooth program implementation. Conwversely, Arizona gave MCOs more
latitude to choose the type of VBP model and quality measures under a broad framework, resulting
in several models that are targeted to different populations and providers. Pennsylvania lands in the
middle: all MCOs and providers have to report on the same quality measures, but have flexibility
with designing operational processes to meet common goals. All interviewees noted that some
structure upfront was helpful to provide initial guidance for implementing programs, and many
appreciated some level of flexibility post-transition.

Privacy and Data-Sharing Constraints

A key component of any VBP program is access to timely, reliable, and accurate data. On the payer
side, such data is needed to operationalize various components of VBP programs, including
performance measurement, financial benchmarking, and patient attribution. On the provider side,
data is needed to assess the quality and cost of care; coordinate care; identify high-cost, high-need
patients; and develop targeted quality improvement activities. While there are numerous challenges
facing providers related to behavioral health data access and sharing, including lack of or
incompatible electronic health record systems, one specific challenge involves the laws and
regulations governing the confidentiality of a substance use disorder patient record. Title 42 of the
Code of Federal Regulations (CFR) Part 2 — often referred to as 42 CFR part 2 — imposes restrictions
upon the disclosure and use of alcohol and drug abuse patient information.® This regulation was
designed to minimize stigma associated with receiving treatment for a substance use disorder by
reducing concerns about disclosure of records. Negative consequences linked to disclosure may
include loss of employment, housing, or child custody; discrimination by medical professionals and
insurers; and/or arrest, prosecution, and incarceration. These privacy protections are important, but
42 CFR Part 2 and in certain cases state [aw have also created challenges for delivery system and
payment reform efforts involving health care integration and information exchange. For example,
Pennsylvania’s ICP P4P program does not include any sharing of data on substance-use related
admissions or treatment.

However, changes made to 42 CFR Part 2 in January 2017 were designed to improve the regulation
by facilitating health integration and information exchange while maintaining privacy protections. 5
Selected changes include allowing patients to disclose their information using a general designation
to individuals and/or entities {e.g., designated treating providers). Changes will also allow CMS-
regulated entities, including ACOs, to perform necessary audit and evaluation activities. However,
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unlike other patient-level health care data protected under the Health insurance Portability and
Accountability Act of 1996, Part 2 data still require patient consent to be used by others, even
treating providers, except in limited circumstances.

Looking Ahead

There is growing interest among states, the federal government, MCOs, and providers in using
payment levers to improve Medicaid behavioral health outcomes, encourage integration with
physical health, and decrease unnecessary utilization and spending. These efforts are mostly new,
reflecting several challenges with implementing VBP in a behavioral health setting. However, states,
MCOs and providers are demonstrating considerable interest in testing new models and applying
some of the gains achieved through VBP models for physical health services to behavioral health.
There is great opportunity to address challenges and support successful programs that improve
quality and reduce cost growth for people with behavioral health conditions.

ABOUT THE CENTER FOR HEALTH CARE STRATEGIES

The Center for Health Care Strategies {CHCS) is a nonprofit policy center dedicated to improving the health of
low-income Americans. It works with state and federal agencies, health plans, providers, and consumer groups to
develop innovative programs that better serve people with complex and high-cost health care needs. For more
information, visit www.chcs.org.

This brief was produced with support from the California Health Care Foundation. To learn more about the
foundation, visit www.chcf,org,

ENDNOTES

1 M. Burns, B, Waldman, E. Taylor. "The Rofe of State Medicaid Programs in Improving the Value of the Health Care System," National Association of Medicaid
Directors, March 24, 2016.

2 For more information about HHS' value-based payment strategies, please see: Better Care. Smarter Spending. Healthier People: Improving Quality and Paying
for What Works. hittps://www.cms gov/Newsroom/MedisReleaseDatabase/Fact-sheets/2016-Fack-sheets-items/2016-03-03- 2.htrnl.

e Natlonal Association of Medicaid Directors. “State Medicaid Operations Survey: 5™ Annual Survey of Medicaid Directors.” December 2016. Available at:

* Medicaid and CHIP Payment and Access Commission. “Chapter 4: Behavioral Health in the Medicaid Program — People, Use, and Expenditures. Report to

Congress on the Medicaid and CHIP.” june 2015. Available at: https://www.macpac.gov/publication/behavioral-health-in-the-medicaid

progeam%E 2%80%55people-use-and-expenditures/.

% |bid.

€ Alternative Payrment Model Framework and Progress Tracking (APM FPT)} Work Group. Health Care Payment Learning and Action Network. "Alternative Payment
Motel (APM) Frarnework: Final White Paper.” January 2016. Available at: https://hcp-lan.org/workproducts/apm-whitepaper.pdf.

7 |bid.

*while some organizations use the terms bundled payments and episode-based payments interchangeably, the Urban Institute Catalyst for Payment Reform
distinguishes between them. “Bundted payment” refers to payments that cover care for a defined clinical condition across various providers (e.g., inpatient and

outpatient) whereas "episode-based payment” refers to the duration of service the payment covers, whether or not provided by a single provider or providers
working together. See hiip//www.urban.org/research/pubtication/payiment-methods-how-they-work.

? |bid.
10 B Houston, K. Heflin and T. McGinnis. Navigating the New York State Value-Based Payment Roadmap. Center for Health Care Strategies, Novernber 2015.

Available at: http://www.ches.orgfresourcef/navigating-new-vork-state-value-based-payment- roadmap/,

Advancing innovations in health care defivery for low-income Americans | www.chcs.org 17



BRIEF | Moving Toward Value-Based Payment for Medicaid Behavioral Health Services

17, Leddy and T. McGinnis. Value-Based Payments in Medicaid Managed Care: An Overview of State Approaches. Center for Health Care Stratexgies, February

2016, Available at: htto://fwww.ches.org/media/VBF-Brief 022216 FINAL prf,
12 National Association of Medicaid Directors. "State Medicaid Operations Survey: 5™ Annual Survey of Medicaid Directors.” December 2016.

'3 Medicaid and CHIP Payment and Access Commission. “Chapter 4: Behavioral Health in the Medicaid Program — People, Use, and Expenditur es. Report to
Congress on the Medicaid and CHIP.” June 2015.

143, Goodell, B.G. Druss, and E.R. Walker. Mental Disorders and Medical Comorbidity. Robert Wood Johnson Foundation: The Synthesis Project, February 2011,
Available at: http://www.owif orgfen/library/research/2011/02/mental disorders-and: medical-comorhidity. html.

¥ Internal CHCS analysis of state policy actions.

1% D. Hasselman and D. Bachrach, implementing Health Homes in a Risk-Based Medicaid Managed Core Delivery System. Center for Health Care Strategies, June
2011. Available at: hitp://www.ches orgfmedia/Final Brief HH and Managed Care FINAL pdf.

17 Center for Health Care Strategies. “Medicaid Health Homes: Implementation Update.” January 2017. Available at:
hitp:/fwnww.ches.orgfmedia/Health Homes FactSheet-01-18-17.pdf.

1% A, Bernstein. “Prescription Opioid Use in the Medicaid Population.” Medicaid and CHIP Payment and Access Commission presentation, Octobyer 27, 2016.
Available at: https://www.thenationalcouncil.orgf/wp-coment/uploads/2016/10/MACPAC. Summary-Prescription-Opicid-Use- 102816 pdf.

'® For more information about state activities to improve substance use disorder services under the Medicaid Innovation Accelerator Program, please see:

https:/fwww.medicaid pov/state-resource-center/innovation-accelerator-program/reducing-substance-use-disorders/reducing-substance- use- disorders.himl.

* For more information about bundled payment options under the Medicaid Innovation Accelerator Program, please see: https://www.medicaid.gov/state-
resource-centerfinngvation-accelerator-program/iap-commentary/index. htrmid fentry/41018,

# For more information on Pennsylvania Centers of Excellence, see: Pennsylvania Department of Human Services:
http:/fwww.dhs. pa.gov/citizens/substanceabuseservices/cantersofexcelience/.

2 ). Unutzer. “Integrated 8ehavioral Health Care: Moving Towards Whole Person Care.” Washington State Behavioral Health Integration Conference, November 3,
2016.

# Principles of Collaborative Care. University of Washington, Psychiatry & Behavioral Sciences Division of Population Health, AIMS Center. Available at:
bitkps://aims. uw.edu/collaborative-care/principles-collaborative-care.

* Bao et al. Value-Based Payment in Implementing Evidence-Based Care: The Mental Health Integration Program in Washington State. American Journal of
Managed Core, 2017,23(1):48-53. Available at: hitp:/fwww.ajmc.com/journals/issue/2017/201 7-vol23-n1/value-based-payment-in-implementing-evidence-
based-care-the-mental-health-integration-program-in-washinglon-statevelq ¢id=1263985&x id.

# For more information about Arizona Health Care Cost Containment System Payment Modernization, please see:

www.azahcces.zov/AHCCCS/ Initiatives/PaymentModernization/.

* Arizona Health Care Cost Containment System Contractor Operations Manual. Chapter 322 CYE 16. Regional Behavioral Health Authority Value-Based
Purchasing Initiative, 2015. Available at: hitps://www.azahcccs pov/shared/Downloads/ACOM/PolicyFiles/300/322 .odf.

2’For more information on Arizona Health Care Cost Containment System Value Based Purchasing {VBP) Activity on Integrated Clinics, please see:

htips://www.azahcces.gov/AHCCCS/Downloads/PublicNatices/rates/ValueBasedPaymentPublicCommentProposal_011317.pdf and
https: /fwww.azrabcees.gov/AHCCCS/Downloads/PublicNotices/rates/ValueBasedPaymentPublicComment . pdf.

L etter from Centers for Medicare & Medicaid Services to Arizona Health Care Cost Containment System. January 18, 2017. Available at:
https://www.azahcces.gov/shared/Downloads/News/01182017 AHCCCSTIPApprovalletter.pdf.

2N, Minkoff. Treating Behavioral Health Disorders in on Accountable Care Organization. December 16, 2016. Available at:
/www aime com/iournals/aiac/ 20167201 6-void-na/ftreating-behavioral-health-disorders-in-an-accountable-care-organization.

* Technical Assistance Tool: State Approaches for integrating Behavioral Health into Medicaid Accountable Care Organizations. September 2015, Available at:
o/ fwwew.chics org/mediafACO-LC-BH-Integration-TA_Final-9,22.ndf.

314 key component of shared savings payment arrangements is the establishment of the TCoC benchmark. In general, the TCoC is an estimate of what the
attributed ACO patient population would have spent in the absence of the ACO, and is generally based on historical expenditures and risk-adjusted to account for
characteristics of the patients treated by the ACO in the performance year.

2 New York State Department of Health, Medicaid Redesign Team. “A Path toward Value-Based Payment: New York State Roadmap for Medicaid Payment
Reform.” June 2015. Available at: https://www.health.ny.gov/health care/medicaid/redesign/dsrip/docs/vbp roadmap_finalpdf.

* New York State Department of Health, Medicaid Redesign Team. “A Path toward Value-Based Payment: Annual Update. New York State Roadmap for Medicaid
Payment Reform.” June 2016. Available at: hitps://www .health.oy.gov/bealth care/medicaid/redesign/dsrip/7017/docs/7016-06 vip roadmap fnalpdf.

* For information about New York's VBP pilots, please see the DSRIP-Value-Based Payment (VBP) Resource Library at:
hitps://www.health.ny.gov/health care/medicaid/redesign/dsrip/vbp library/,

3 For more information about Health and Recovery Plan {HARP) Subpopulation: Value Based Payment Quality Measure Set, please see:

https://www health.ny.gov/health care/medicaid/redesign/dsrip/2017/docsf2017-05-09 harp.pef.

3 H. Rosenthal. “How Value-Based Payment Arrangements Shou!d Measure Behavioral Health.” New York Association of Psychiatric Rehabilitation Services. Blog
Post, Decernber 7, 2016. Available at: http://www.nvyaprs.orgfe-news-bulletins/2016/015378.cfim.

¥ Tennessee Health Link: Provider Operating Manual. November 2016, Available at:
https://tn.pov/assets/entities/hefa/attachments/HealthlinkProviderOperatingManual. pdf.

Bproviders that can apply to become Tennessee Health Links providers include all community mental health centers as well as any federal qualified health
centers, mental health clinics, primary care providers, and behavioral health specialty providers that treat a substantial number of potential Health Link members.

Advancing innovations in heafth core delivery for low-income Americans | www.chcs.org 18



BRIEF | Moving Toward Value-Based Payment for Medicaid Behavioral Health Services

* For a full list of measures and additional detail about how outcome payments are calculated, refer to the Tennessee Health Link Provider Operating Manual:

httgs:[[tn.gov(assets[entit|es[hcfa(attachments[HealthLinkProviderOQeratingManuaL pdf.

““Tennessee Division of Health Care Finance & Administration. PCMH and Tennessee Health Link Quality Thresholds and Efficiency Thresholds Guidance. Available
at: https://tn.zov/assets/entities/hcfa/attachments/Quality Thresholdse fficiencyThresholdsGuidance.pdf.

1 The Department of Human Service's Office of Medical Assistance Programs (OMAP) oversees the Physical Health Managed Care Organizatio ns, while the
Department’s Office of Mental Health and Substance Abuse Services oversees the Behavioral Health Managed Care Organizations.

hito/fwww.dhs.pa gov/citizens/hen |thcaremedicalassistauce[heaEthchoicesgenera[infon'nation[inciex. htriv,

4 For PH-MCO agreement, see hitp://www.pahomecare.org/assets/docs/Advocacy/rfp% 2006-15%20d raft%20agreement.pdf, p.223. For BH-IMCO agreement,
see hitpy//www dhs.pa.gov/cs/o roups/webeontent/decurnents/communication/p 004161.pdf Appendix E.

** Serious and persistent mental illness is defined by the state via selected diagnosis codes, such as those for schizophrenia disorder, episodic nmood disorder, or
borderline personality disorder.

4 K. Jim et al. “SMI Innovations Project in Pennsylvania; Final Evaluation Report.” Mathematica Policy Research, October 2012, Available at:

httg:[[www.chcs.org[media[Mathematica-RCP-FinaIRegort—ZO]z.mt

**Each component of the initiation and engagement measure of alcohol and other drug dependence treatment measure will receive 10 percent of aliocated
funding (i.e., the initiation rate will be weighted at 10 percent, while the engagement rate will be rated at 10 percent).

“For the first three measures, incremental payments are based on a sliding scale that align with level of improvement. For example, a three percentage point
improvement or higher would yield a 100 percent payout for the measure, while improvement greater than 0.5 percent but less than one percent would yield a
50 percent payout. For the fourth and fifth measures, payouts are made based on a pre-specific reducticn in “events.” More specifically, a 100 percent payout is
made if there is a reduction of three or more events per 1,000 member months, while a 75 percent payout is made if there is a reduction of between two and
three events per 1,000 member months.

7 M. Messiano. “Partnering for Value: The Managed Care Perspective on Moving to Value-based Purchasing.” Presentation at Washington State 8ehavioral
Health Integration Conference: Advancing Integrated Care: The Road to 2020, November 3, 2016.

“8 Substance Abuse and Mental Health Services Administration. "Building Your Program: Assertive Community Treatment.” DHHS Pub. No. SMA-08-4344,
Rockville, MD: Center for Mental Health Services, Substance Abuse and Mental Health Services Administration, U.S. Department of Health and Human Services,
2008. Available at: hitp://store sanihsa gov/shin/contentfSMAO8-4345/Build ngYourProgram-ACT pdf.

* H. Pincus et al, “A Review of Mental Health Recovery Programs in Selected Industrialized Counties.” International fournal of Mental Health Systems, December
2016: 10: 73.

¥ H. Pincus, S. Hudson Scholle, 8. Spaeth-Rublee, K. Hepner, and J. Brown. “Quality Measures for Mental Health and Substance Use: Gaps, Opportunities, and

Challenges.” Health Affairs, 35 no. 6 (2016): 1000-1008. Available at: http://content.healthaffairs.org/content/35/6/1000.abstract.

*! See Massachusetts bid solicitation for procurement of ACOs. For ACO Model B quality scoring strategies, see RFR Attachment 8 = ACO Model B Model
Contract.docx {Sections 4.3.4 and 4.3.B}. For the list of ACO Model B anticipated quality measures, see RFR Attachment B, Appendix B revised 012517. For ACO

Model C quality scoring strategies, see RFR Attachment C - ACO Model C Model Contract.dacx {Section 2.7.C}. For the list of Model C anticipated quality
measures, see RFR Attachment C, Appendix B revised 012517,

%2 For more information, see hitp://www.ncaa.or comment-letters/ncga-comments on-rfi-for-pace-and-plc-feb-10-2017.

* Colorado SIM Operational Plan. January 2016. Available at: https://drive google.com/fife/d /0BXUITIOWSHPUY2vRmNpX EikMDg/view.

* For more information on data sharing in VBP, specifically for population-based payment maodels, see the Health Care Payment Learning & Action Network
White Paper "Accelerating and Aligning Population-Based Payment Models: Data Sharing* available at: hittp://ncp-lan.org/workproducts/ds-wh itepaper-final.pdf.

% Public Health, 42 C.F R, § 2.1- 2.67 (October 1, 2016). Available at: hitps://www gpo.gov/fdsys/pke/CFR-2016-titled2

vol1/mml/CFR-2016-titled2-voll-part2 xml,
% B2 Fed. Reg. 6052-6106 (January 18, 2017), available at: https://www. federalregister. gov/documents/201 7/01/18/2017-0071 9/confidentiality-of-substance-

use-disorder-patient-records.

Advancing inngvations in heoith care delivery for low-income Americons | www.ches.org 19



ZV 9IEPS)O9S

S9)BID0SSY pue S|Mo4 uoq
juapisald

alA ‘simo4 uog

pau.ieaT SUOSSIT
:Buiseyoind paseg anjeA pue
uoijeibaju] o} yjjeaH |eloineysg bundepy

+NOIT1IW Nh

HLIM d9
AIVOIdanW

40 LOVdNWI

- 7dHW



7dHW

‘120 SE Y|B} AUl JB SIY) SISO|ISIP PUB WaY) Woy
98} B 8A18994 JoU Se0p pue BujuieaT] Seljay 03 JUB)NSUOD B SB SBAIFS ‘YdHIN 10} )IB} JuaLInD 8y} Jo4 "Jsalajul
3O 121]3U09 B 81E8ID JOU OP PUE JUBAB|aI dJe A8y) 8A3]|aq JoU Op INQ SIUSHD YIM JuRynsua) g simo4 uoq

:uonejuasald ayj JO JUSJUOD 9Y} O} SAIR[D] 3SOJOSIP 0] }SalajUl JO Jo1jjuod BuImo||0}
3y} oABY UOISSOS  BuOZIIY Ul BUuiseysing paseg anjep pue ates) pajesbajuj
ul pauJdeaT suossaT,, Ul ‘sioquisl sapiwwod buluueld pue siajeads Bunedionied

Hels/siamainay/eapiwwon Buluuejd/Aynoe 4 :2inso|3siQq 1S249)Uf JO 301|3U0)
gLozedyw
EILIBWIY JO SUB|d Y}[eaH PIedIpajy




B | ‘ﬂ:: 910Z/S/01

Juawdo|aAa(] 92J0POAA pue abueyn ainyny) .«
Buiseyoind paseg an|eA .

sJlagquisy 1800 YBIH ‘xajdwon Buibeueyy »
uonelbalu| «

yljeaH |eJolAeyag 0} pale|ad SUOIJBIapISUOY) «

MIIAIBAQ




| 7dHW

aAlsuadxy .

sal|lwey I3y} pue slaquaw uo ybnoj
sjnsay
ejep pajelbajul-uoN

saAjuaoul paublesiy

sjepow juswiied

SHIOM]OU pUB SISPINOIH

(Hg ulyum) suopejndod  «

SaoIAI8S palonod pue sue|d Jyauaq jo sadA] .
yjeay |elolAByaq UIY)IM USAS pUB SPHOM 9S3Y) USaMIaq Saoualayip Jueoliubls
sBuiy) Buiop Jo sAem pue sainynd JuaIdyIp AJOA
S|eA| IV -
UOI}EDIUNLILWIOD PUB SUOIOUN) PAOYIS  »
S9oIAISS |e1o0soyoAsd pue |eioiAeyaq ‘|edIpaw N0 paAled Jo Aloisiy |euoljeu y e

YjjeoaH |eioiAeyag 0} pajejal SUOHRIBPISUO?)




slepirold pue siagquiall yoel) pue Ajjuapi 0] soljAjeue pue ejep pajelbajul asn
KBojouyo9) ‘sdiysuonejas poob ‘2oiAl1as Jo AeLie you - syjbuass abeiona] .

saleal [eonoeld pue spasu Jaquaw 0] saandeld 1saq pue uonelbajul jo sjspowl Jdepy .
suoddns Jaad pue s1aad J0 asn ay) — s1aquaw abebua o) Juepodwl Ao .

uoslad ajoym ay} — SaWOIIN0 JaqLUBLL U0 PasSnI0) BUOAIBAD 185) .

S|oA9) ||e 1e uoneibajul — sbueyd ain)no pue diysiapea] .

¢ SHIOM Jeym

S|9pPOIN pajelbaju] 0) Buirop




2 7dHW

sjopow JuswAed paseq anjea ‘aAljeuss)e o) Buiropy -

ye)s yoddns pue ulel) ‘9)eonps :aoi0pjom ay) dojpasq

SSIM pue 8)l| [ea) — SaW09)N0 splemo} aouewlopad Buunsesyy .

yoeoudde aied Jo swa)sAs e buidojpasqg

S||IYS |B190S ‘suoi}oali09 JuawAiojdwa ‘Buisnoy oyl siojoey [e1oosoydAsd Buissalppy
ABojouyoa) Aq papoddns uonesIuNWWod dAJ0BOId -«

ue|d pue pea| wea) e yum swea) Aeuljdiosipijinl ‘aAljoy .

asipadxa pue agualiadxs ay) aABY Oym S|enplAIpul AQ JUBWISSSSSE 3JeINddY

&SHIOM JEUM

S|9pOIN pajesbaju] o) Buiro




O 7dHIW

sweisold Ajjernads

(10V) 3uswieas)

ANUNWLWIOY) SAILIJSSY SLoH SWOH

Yi|eaH paJajua) uosiad |BDIPIIAl PR49IUDD) 1UBIed

EmEomm:ms_ w._mo vw“_m._mm::__m_____.__.__




.ru Si-n.-_ﬁ Jas g snmp n.m._uﬁ:i_n.

A

e

S19qudIA 350D Y3SIH /SpasN Y3IH



‘e ‘ﬂ:: 9102/5/0T

swajqoud jo 19s anbjun e Juasaid yinok ebe uoyisues] -
JoAup Jolew e sl 8snNge aouelsqns

JNoIIp
awabeuew puE JUsW)es] JUSLISSSSSE S) R SaljIIgesip [eluawdol@Asp pue yjieay {eJolAeyaq pIGIow-00 .

abe o) pejejal ued u) uoneindod asiaalg .
SJUSISI|OPY pue uUaIp|iyd

yjesy [esolaeyaq jou Ing adlio 4Od Pusiy

JaAup Jofew e si asnge Bnip uonduosald Buipnjoul asnge s2uUeISqng

3PIS [BJIPAW U §)$02 YBiy aAu(Q

asnge aoueIsSqns pue Yjjeay jBjusil PIGIOW-02 Yiim suoiipuod jeoisAyd ouoiyd

S}NPY [INS-UON

[esipsw Ul Jou Ing sbumas HHWD ut ajedidiped .

2JOW 10 D3I} DABY ¢/] PUB ‘OM] BABY J|BY ‘UCHIPUOD [ESIPSW JIUCIYD SUO BABY §/Z »

swa|qosd 9sNge SoUBISONS DABY €7

858} JO J|BY JOAC SAUP UBD NS JO %02 -

SJS00 aJed Ujleay HY au} jey o) dn aALp ueo (uoheindod 8)qibije |e)o) Jo %6 >) abejuadiad |lewsy .
(InS) ssauy|| [ejusy snoLieg

S9jljoid — sioquiay 3s0D YbiH/spaeN ybiH




‘QIZ 910Z/S/01

palamodwa Jo pabebus JON -
PAAJOAUI 821sn[ [euilulD)
awAojldwg .
BuISNOH «
papaau suoddns |e1oosoyosAsd [eonn)

AoewueydAjod
asnge/asn aouelsqns
suolssiwpe juanedul pue (3) juswuedap Aousbiawg .
S9pOsIda SISUD) .
spaau yjjeay Jeltolaeyaq pue jesisAyd xajdwon

sa|lyo.d - s1aquiay 10D YBIH/spasaN YBIH




Jels ay; ules; pue uoddns ‘ainyino sy} dojsasp 0} sawil} 8xe| .

sidepe pue ‘suies| ‘ssjedlunwwod

‘“Yoeqpaa) sapinoid ‘sainseaw Ajjenuljuod jey) ssaooid aaljeloge||od e dojaaaqg .
SBWOJINO0 SPIEMO) aouewIouad aINSes|N

ABojouyosa) Aq pauoddns uoiesIuNwWWod SAIlOB0Id

suonejhdod oyoads 0] suonuaAlslul oi10ads Jdepy .

swAo|dwa pue Buisnoy a8y S10)0.) [BI00SoYyoAsd ssalppy

pea| wea) pue ue|d aled pajelbajul ue Yyiim swea) Aeuldiosipyinpy .

asipadxa pue asualadxa aly) aABY oYM S|ENPIAIPUI AQ JUBLUSSSSSE 8]RINODY
BlEp aJeys — sollAjeue elep |ediulo pajeibaiul Yyum siaquiaw Aluap| .

A3y ay] s1 jJuswabebua Jaquiaw — aje ASY] alaym Way] 199\ -

},UOp oym asoy] Jou Juswabeuew wol} auaq oym asoy) abeuey .

LSHIOM JeUM

Juswabeuepy aie)
siaquidly 1509 YbiH/spasN YbiH




{1 ‘o) ‘ﬂ I z 9102/S/01

,,2Jow 2bieyo> 03 pajuem
1snf am ‘BuiyiAue Suibueyd J0uU a4,9M.,

WO G NG | N AV - MoSDIaANY NavW B

¢ Sl jeymm
(dgA) Buiseyosing paseg anjepn




2 F ‘n : z 9102/S/01

$]S09)/SaWO02INQ = aN|eA

‘s1opinoid buiioped-1saq ayl piemad pue

Ajnuapi 0} pue a.eo ajeridoiddeur eonpad 0} sydwsyje 3 “apiroid Aay} a.1eo jo Ajjenb
pue JS09 ay} Yyjoq .1oj ajqejunoodoe siapinoid aied yjjesy spjoy juswifed jo wiio)

siy | ‘sdepinoid aied yjeoy Aq eouewiopad pasoduil o) sjuswihed ispirnoad Bunjui

ujag Ao95)-aienyjjesH

&) S11eym
(dgA) Buiseyosind paseg anjeA




ANpqemmod>y poe wonsidaja] Japlioig are) yo aassa(g

IO SI2E2Y 7
\.\\
{79d4) s1EnUon -
smeaBoag aiey aggejanoloy nases P
PR IUU SIS ER | -

SHIAHIAR

apnsyd g A\

Jporpung W

JrHA +
oy pespde 3

SWEID0AIJ DISEq
—22UMe UL 0313 ]

LI G
I.-nul-l.-.-..-!h

SOANTBIIAT

DU RO by

s3ugaes
paIRyS

SIOPOINL (dGA) 1USUIAR] Pase-on[eA

wnnunuoos vy
Buiseyosind paseg anjeA



Ajisea 2wo0d j0u sa0p adueyd jeyy mouy .
24NN ‘uoneanpa ‘Bululel) — JUOPUOM 3yl dojaAag .
dUIDIPaW3|3)} ‘J|H ‘YHI — sHoddns ABojouyda]
Ajjeuaaixa pue Ajjeusaiul saj)jead |eorjoeuad Joj SjUnodde )| .
9dueuly pue sdo Yym pajesdajul usayl ‘usaup Ajjesald .
sanoadwi Ajjlenunuod pue suied| jeyy ssasoidy .
S9WOJIN0 pue dduewJloyiad aINSealy .
0} SJIlAjeUE |BJ1UlD pUB elep paleJ3aul .
uaJledsued) pue aA1RIOQR|I0D .
pasnd0j JSqWIBI

S}INSaJ pue SaWwodIN0o
paJisap Yim udije 1snw s|apow juawAed — aul|Swi} pue uoISIA Je3|d e ysijgeisy .

$$922Nn¢ 10} sajdpulid Ad)

Buiseyoind paseg anjep




‘ﬁ :z 9107/S/0T

W61 Buiyjawos op 1ng ‘Buiyiswios op :Ajnjpuil psadoid
SISO HE Buipnjoul Jau A)sjes

ejep pajelbajul ‘poob Jo yoe|y

sbuiy) butop jo sAem pue Bulyels ‘ainjondiseljul anbiun
S|9A9] j|E 1B P30S

S)NSMe| JO suod pue soid ay|

Spunj Jayjo pue piedipsy seuiquiod :wesboid
Jaiuoiq MaN s Apauusy Juspisald Jo Hed — £961 JO 1OV Ul eaH [elus Ajunwwo))

sjinsme| pue sjuswAed }00|q jo Aoeba| vy

uoneibajuj pue yjjeaH |eloireyag Ul SUORIBPISUO)




‘n : z 9102/5/01

s9ss0| Jo sbulAes Jo aleys e apnjoul ue) .
aouewsopad uo paseq aq Aew sagjeuad Jo sasnuog .
SalI02}N0 0] 8A0W INQ ssadold yum pels Aepy  «
salnsesaul wocm__QEOo pue gS|g3H 2pnoy| .
salnseaw [e1osoydAsd pue |esipaw ‘Hg apnoy| .
)InsaJ palisep }19ble] .
sainsesaw pauyap uo adueulopad 0} pal sijuswied |jenusiod jJo uouody .
}20|q 8y} 0} sainseaw
aouewuopad Buippe Aq souewuopad 1oy Aed 0} arow :yoeosdde saup

Allenu
uone)des 1o ‘sa|pung ‘©2IAI9S 10} 89} 0) DAOW 0] }NJIYIP 8q ued J AYA\

sjuswiAed 3oo|g wouy Buiuonisue.|




‘Q:: 9102/S/01

uonoajosd sA abueyo asuejeq — S10pUIOD YSU }JOS
uoneyden .
sjuswAed ps|jpung -
)20|g wody Buipuny ay} uo paseq s|apow JjuswAed aAieuls)je ysijqejsy .

soss0| pue sbuiaes aieys .

sainseaw asuewliousd pajeys .
SBAIJUSDUI UBIY .

s@3 ui jon)s Buipeb siaquaw Hg

slaguwaw }sod ybiy ‘xajdwod pue juswabeuew ase) .
|000}0id S92IAISS paxXiW :Jeym Op [|IM oym auyaq

slapinoid yjeay [eoisAyd pue |esoireyaq ubije jey sjoesjuoo dojpasqg

sjuswiied yoo|g wouj buluonisued




- 7dHKW
S90IAISS

BuiAl@oa1 9s0Y) UO paseq elep sy} woly sauap sjuswAed Bulpung Jo) SUOIHIPUOD [ENUSIOH e
|eliajel 10} paynuapl aJe 92US||8IXe JO SI9JUSD Bl JBAQ) -

"@ouewJopad

uo paseq saljjeuad J0 S8SNUOQ ppe pue ‘|spow Buljpung sy} aulal ‘saonoe.ld
1s8q aaoiduwi Ajlenunuod pue Ajjuapl 0} pasn ale SSINSEaW SaWOIN0 pUB 80UBWIONS »

Ajjuabijajul aajoad 03 Ajiunuoddo uy .

alpunq siy) wodj awod siapiaoid |e o) sjuswAied ||y
"aled
JO ®_0>0 e 0] pajejal g Aew jey] sw Jo _uO_._mn_ B ISAO HCGE>NQ Q]el 9Sed B OJUl asay} sajpung -«
‘UOIIpUoD OEomaw e 1O} m._w_u_>0._o_ [[e Wol} S}SOO pue aJlAI8S JO Sliun ||e wm.:.:n_mo .
"SUOI}IPUOD pUe siaquiaw
awes ay) buiAlas ssapinoad 1oy saanuaoul ubije o3 Ajlunuoddo uy .

sjuswAed psjpung




Hg ‘Bs ‘panjeasspun }ab Aew saoiAIas papasu UlePa) .

sisquiaw 10} AjIqixa)) ss9| Ajlenuslod

aJed $S9| apIAold O] aAlUBdU| »

Jau Ajojes ay) asiwoidwod pue jiey Aew ¥Sil Je SISPIACLH «
swa|qo.d jenuajod ase aiay|

JUSWIBAILBAD SSI7)

Ajijenb saoidwi Ajlsnonuiuos o} sauasul ue sey oym Japiaoid ay) sabebug
uapJng ulwpe sso7

papaau a1 Aay} aiaym siejjop a)edo|e 0} AljIqIXals SepIACId

|2A9] |BD0] B Je uoneindod |e1oads e jo Juswabeuew 10} SMo||y

uondo Bunsalajul ue sj uoneuden

uonejide)




yiomjau paubie ue pue siauped pooo)
a)eaouul pue isnipe 0] Ajljige uy
SuoljelapISuo? |eloueUl pue ‘jeuonelado ‘[esiuls asueleq o} AjljiIge uy
aoueInsuial pue SoAIoSDy .
196pNQq B UIyIM Al pue JuUnod 0] AJjiIge uy .
yjbuais |eioueul
ainjonyiselyul aied pabeuep
a1e9 JO [9poWw |edIuld Y
s)nsaJ 8anpoud pue abeuew ued jey) diysiapes| yiim uoneziuebio pijos y
S.08 9y} JO Su0ssa| 9y} :Juswabeuew Jo [9A3] JUBIBJIP © SBALIP uolielide)

uonejde)




- 7dHNW

siapiaoad 2JU3}|9IX2 JO SIDIUID pue el

JUJaYIp BuISO0YD SIaqUIBIA 4O SWI1sAS Jo Juawdojpasp suoddns
p3ainquIsIp Sl Jl Moy pue pue ‘S3WwolIn0 SaINSeIW ‘e1ep Sasn
3[pung ay3 Sutuiwialap AjPreINDY . SIAIUIIUI |eDUBUL SUBIY

£1s21 ay3 Inoqe 1eym — uoneindod 10eduwi 01 SUCIIPUOD
JO pasu |e1ads uo Ajuo sashdo{ . punole auoAJand saziueBiQ  « [ETIET G AN EER el e l:

oA|OAD JO 9led

JO WIB15AS € 918240 0 YNIUYIP IO » 9JuewJo)iad
saJnsealw UO paseq SIe||OP SSO| 10 IO\l
dduewJopad awos pue sapiaoad DU} JBAO S NSAI PALISIP S198Ie)
JUO UO Pasndoy Ajmolleu IO 33U A)9jes 01 )SI WNWIUIA IINVINYOLIYId

3DIAISS 10} 93 SRIUOJUIRY  « paueis 328 0} Aem v 404 Avd

SNOD

SNOD pue SO¥d 13a0O




2 7dHKW

Hg ‘83 ‘panjeaiapun JUILLIIBIIDAO SS9 pue jJuaned
198 AeWw S3JIAIDS paPIaU LUIRLID) m diysuone|als e saysi|geisa
3.1ed ss3| apiaoad 0] aAIUBIU| pue Jaquaw ay) SMO||0} ASUO

L J

)si1 @3euew pue ydasoe 03 usping ujwpe ssaj pue
A)jiqe 3yl aaey Isnw — 1au Ajajes AN[IqIX3al) aJ0W Yyum |9A3] |EI0|
a1 asiwosdwod swaisAs dgnd ay3 1e juswaBeuew sadesnoduy .

ul pue jiej ABW S1J Je SI9PIAOL]

JWOJU| pue IWN|OA paldjuelent . NOIIVLIdYD

SNOD

SNOD PuUe SOdd 13dOIN




uoneider uonelden uotiende)

SjuawWAed pajpung NSIY pue sguines paieys %SIY pue sduiaeg paleys

swelgoud Ayerads dnougd se sHHDA

uoneyder i

I TS
fi=d e 4
i i P ey i
HHUL o ". (" i} ¥
i il ._ RECA
n | 3

sjusawAed psjpung i _w. _.w_@m mwﬁﬁ%ﬁwﬁt

|

" : .p__r..ui_ *
(1DV) Juswieau| il @% e
ANUNWIWOD) 9AILIBSSY | _%%#mﬁ?ﬁmuﬁmﬁmﬁﬁh ;Aw_

wm_ i

FFh

__

e e e R T TS

i _______m_m_oos_ EmEbwa”___emvm.“wn._m_____.,.u.:_m>_m
. pue aiepy kum._mmu:_w




ol u\ﬂ__._ z 9102/5/0T

LIOD SOOI IDUU @

HLUM OQ OL LVHM VY3Ql :
1SIIHODNS IHL INVH SN O
INON VIvVa D18 IHL ONISN
A W3180¥d SIHL IAT10S S.137

ainying ayy buibueyy - abuasjjeys 3sabbig ay|




‘o) ‘n : z 9T0Z/S/0T

sjdepe ‘sejediunwiwod ‘suies) ey} ssaooid e dojaaaq »
JUSLISINSESW SWOJN0 PUB 9DUBLLIOUNS
Buiuiesy auljuo ybnouy) aeog .
[epownniy «
S|9A8] ||e e Bujulel) pue Juswdojaaap S2J0PJIOAN »

pajoadxaun ay) 10adx] .
uoneloqge|ion) -
SOWO0JIN0 pue Jaquisw U0 SNO0 .
diysiepea .

sbuiy) Auew seye] .

ainyn) ay) Buibueyy - abuajjey 3sebbig ay|




© I 7dHI

¢85¢-60¢€-¢09 -2
wiod'|oe@sSimo}ip
ZY 9|epsi10os

S91BID0SSY puk S|Mmo4 uoqg
juapisaid
dlA ‘sjmod uo(Q

iNoA yueyy




S{ENPIAIPUI 104 SWOIIN0 pue Apjenb Suuaaap pue
JaAlap 2a1nas Ayjenb Sunuoddns Jo sueaw 31193443 PUB JUADIYS UE SI 3| BU3YM ASO|0UYIA) JO 35N BY S0WoId ‘T
5321435 40 AddAljap 3yl ut Awouolne Japiaosd 10wold 01
su3pJng aanessiuwpe pue Alxadwos waisAs ainpay
32341p-Jjas 01 s3do oym Ajwiey/ienpiaipul Aue 104 uo13I3Ip-413s Joddns
yljeay [e1oireyaq pue S§17 YUMm s301A19s yljesy jeaisAyd 4O UoieUIpIo0d 330Wol4
(yuawAo|dwa aannadwon se yans sadaias Supnpous)
sanl|iqesip yum ydoad Jo spaau asiamp 3y} ssaappe 0} papaau suoddns pue saoinas Jo adues |nj e alowold ‘9
(Aduajaiyns-4)as nwouoda pue ‘Anunuoddo Jo Anjenba ‘@auapuadapu
SE 4INs) aunjeu ui [edlpawi 10U 3Je Jey) sawo33no Suipnpu ‘s3woaino pue Ayjenb o [2A3) Y3y B anaiyIy S
aniopiom payenb
‘Pa|I1ys ‘31qess e ulelas pue Pene 0} uonesuadwod uoddns 19au4p a1enbape puny sajel JuswAed ainssy  p
515)) ulliem U sjenpIAIpUl 0} $5322€ puedxa ‘qissod 1aYM ‘PuUe ‘SADIAIIS 0} SSIIJB PANUNUOD ainssy ‘¢
swisiueydaw s3ulAes 1503 Jo Suueys pue Suneys }s1 JO UOIEZIIIN PUE ANIGIXIY WNWIXEW DJ0WOLd 7
siani8aled Ajlwey
Jo/pue ‘siandaled pled ‘sajouade Aq siseq £ /¢ B uo papiaoid sased Auew ul ase S3NAIS Jey) pue SAWIYIY| J1BY)
ueds 1ey) spaau aAey 44/l yum s|enplaipur Auews Jeyl Suilda)yal ‘sadiaas Jo AJIGeIS pue AjnuRuod ajowold T

~ oo

sannIas aa/i 1of sajdpuid wiofay Juawiog g1

Qa/I yum 3jdoad Joj s321A135 10§ 5aA1393]00 Adjjod A3y BuidueApe aJe Sjapow Ayl JUIIXa 1eyYMm O} Je3jaun os|esiy e
Je3)2 394 Jou 51 Q/1 yum ajdoad 1oy a1ed jo Anjenb pue 3502 ‘saWIOIINO SE SV SSaY) O 1edw) ay)
Alleauawasoul padojonap uaag aARY PUB ‘MaU A[DAIIE|D1 318 SNIAY ISOlN e
suoddns 1aai8aied pue ‘@duapuadapul
lenpiaipul ‘uoilea8aiul Apunwiwod Buipnpaul ‘seaiaes QQ/l 40) $3A11230G0 Adijod Jape0Iq 2IURAPE 1SNW SIIdY
passaippe ud2q 194 J0u aAey sadua||eyd A3y Ing ‘sawodino pue Ayjenb uayiBualls 03 jenualod saey SNFY
SNdY
Jo Juawdojanap Bulpn|aul ‘swiosai walsAs Alaalap qa/I 2Aup d|ay pinoys aduauadxa pue asiuadxa SIapIn0ld e
satjlwe}
412y} pue QQ/i yum 3jdoad o Buiag-jjam pue yijeay ‘sanl| 3yl 03 anjea Jueausis ppe siapiaoid Ajunwuioy e

sBuipui4 y21n3s53Yy

“Hodar 2328]dWGI 3Y3 $53338 03 3431 211D "HOINY Aq padojaasp suollepuswwodal
pue sajdidulad JuawAed ‘s8uipuly yaueasal — podas ayl Jo sease Aewnd aaayy s1ySyySiy Aewwns Buimojo} ay)

s|apow juawded

aAjeUId) B PJEMO] BAOW AIJUNOI 3] $50.08 sHoddns pue sadialas QQ/) se apind e se sanuas pue ‘Axjod Qa/1 o puiy sy jo
184y 3y} $17) "suadxa aiedyyjeay |euoileu pue s|eIdIHO SIAD J1BWI0) ‘SIBGWSW PUB JeIS YOINY Suipn|dul ‘suadxa Jo weay
e Aq padojanap sem saded ayym syl ,‘Ayjenb aoueape 0 Ayunuoddo Aseuipioesixa Ajjeiualod osje g ‘uondnisip

PUB jSK 13y PNy 03 Jo0p 3Y3 uado dgA pue sNdY,, SAes ‘|LUBIN esequeg ‘03D YOINY “TGA/T UIm S{ERPIAIPT] 10} AISAT(
90IAIIS PIeIIPSIA UTAJIEND § SN[EA SUDUBAPY pajiiua Jadedaliym e pasea|as sey ‘HOINY ‘31ei|lje [euoney s, 44y
$31iIqosiq [pyuawdojanag

B [0NI3|3)uf YHM Sonpinipu] Jof Kianijaq ainias piodipa ut Axond B anjop Buupapy :1adodayym YOINY

S|3PO JualAed dleUId)Y pue dgA — 1adedayym YOONY — Alewwing :ay
Adljod QQ/| 30 dA “9)12NIN-YSnodsIaA yeies

03D/1uapisalyd ‘sueaj ysor 39

A3110d D17178 YU E3H JO dA "NBUUIAA SNIAD (wiouy

S03D '8 510122410 IMINDAXT {Hy) 0]



‘aney Aew
noA suonsanb Aue yum (F10 HBI@I8][@NU-YIN0I5I9AaWIS) 43)|9NAI-YSN0dsIaA Yeles 19e3uod o) 91e}IS 3y Jou Op asea|d

'$3W0DIN0 pue Ayoeded

35BALIUL ||IM PUE ‘|eJuaWIBIUL INPIYENoY] SI SIoul|| ul S|3POL JudwAed IAEUIAYE PIEMO] JUIAAOW ALIE JBY) 2INSUS 0]
HOONY YUMm 3upjiom 0) pJemao) 400| 3 ‘suoddns pue saa1aias Q/| 404 adeaspue) eidueuy pue welSosd duinjoas ay)
uo diysiapea| panuijuod Jiayy 104 pue ‘Jadedaliym aABWIOUI SIYY BuEAID OJUI JUBWIISIAUL JIDY) 10} YOONV Sjueys 4yvi

'aNUIUOD pnoys ss3204d s1Y) ul S13pjoy3xeIs 43410 pue siapiaosd aSeSua Jayuny o) suoy3 ‘€T
‘uedsay) ay

$S0J22 $301A195 SS17 AIRSS303U 0] 553038 3unsud pue spsau SuiSueyd s|enpiapul 0) 3asU0dsal 3q PINOYS S|PPON 'ZT
‘uonesdaiul Ayunwiwod Bujiowoud Joj sjeod waisAs sapeosq Suiuiwaspun o} uonedoIsIp Japaoad
pue jsu e sjenpiapul Buide|d wouy a8uel pue ‘quedijudis aie 1sey 003 Burrow o 3duanbasuod 3y sassasosd

aMeld) ‘Jusiedsue.) yum padojarap aq pINoYS SISPO "PIYSNJ 3G JOU PINOYS S|SPOW M3U 0} UIISUR 3Y) ‘T
"Juepodwi sutewal aj0a 1yJisiano ajels e ‘yoeoudde Ndy JO SsajpieSay 'sluawiuIan0g Alunoa/aiels pue

‘siapiro.d ‘saljjwe) ‘s|enplaipul SSAJ0AU) AJAIIOR JBY] [9POW SJUBULIA0S 3SISAIP B YIIM UBISIIA0 3¢ PINOYS SIJY ‘0T
"I9pow |edipawi e asodu 10U Ing $301A3S [BIIPBW ssedwoduad pinoys Aay] "uonesSalul Aunwwos

pue ‘Buaq-(|3m |enpiapul ‘9auapuadapul Bulialso) pJemo) SA0W 03 INUIUOI PINOYS §S17 10} S|IPOW Juawhed g
‘uoijesdaiu Ajunwiwod Jajessd psemoy ssasBoad a1e1a|223e pue ‘uoisirosd

BJIAIS Ul |0JIUOI pue 2010yD |enpiAlpul 10y saiunpoddo pue Buluue|d paiaiuad-uosiad jowoid pinoys spgy '8
"3040J}I0M D)qeule)sns

pue aienbape ue pue waisAs Aanap 8d1A1as JUBIBY)D 310w e djowoid 0) AOjoUYID) BZIAIUIIY PINOYS SNGY T/
"sdejjop 2i|qnd 40 diyspiemails punos pue A)igelunodde Buluejuiew ajiym

uoisinoad 81135 ul Ajiqixa)) 810w 0ad pue siaAe| BAIRIISIUIUPE ‘SUBPING SAIIBIISIUILIPE 3INPAJ PINOYS SWAY  '9
‘spaau
SIENPIAIPUL yum asiuadxa pue adualsadxa aaey oym swea) a4ed Aseundiosipiaiul/siapiaosd Aq paj sadinias

Qa/1 jo uoneupi00l Joddns pue 517 pue ‘jeioiaeyaq ‘yijeay |ensAyd Jo uoneiSajul Jaisoy PINOYS SNJY  °S
‘s1apiaoid pue

‘sal|iwey ‘s|enpiaiput Joj Ayjiqe)s pue ANNUIUOI 330wodd pue sadiAIas AIBSS9U 03 SS3008 UIRIUIRL PINOYS SNDY ¥
*ar0]dxa
0} yoeo.idde ue jo ajdwexa ue si UOIIBYPAIIIE TV 10§ PAsh SaINSeaW 03 anjea SuiAy ‘sasiels [e1pul uj "papaau

a1e aa/1 yum 3|doad 104 sawodno pue Ayenb Suunseaw ul saoueApe JuedNUSIS ‘JNySSADNS 3 03 SIAJY 104 €
"juduaisnipe ysi 3snqos Yim pue aded painseau e je ssapiroad 03 sjuawAed eqo)3 Jo/pue

Paseq-ysil p1emol aAow pINoys s|apow ‘AsadAlap adias ur Ayjigixaly pue ‘A3uaidiya ‘sawodyno syowoid o) 7
*da/1 yum sydoad Joy sswoano

3uo|ay)| paJisap jo A1an|ap ays aziAlluadul 03 padojaaap 2q pinoys saydeoidde JuawAed paseq-anjea aydads T

(2151 Buiziwiuiw 3)IYM UONEBAOUU) 0} MO|[B) SINAIIS 0G/] 10f SINAY 2inINJ PUD JUILIND 10f SUOIDPUIUILIOIZY ET

uoisinoad 321A3s (/| 493510G 03 32104440M 1oddns 19241p JO JuAwWdO|IAIP 3j0WOoIg T
$31eu punos Ajjeienyoe uo paseq syuawAed apiaoig ‘€1
S$32.N0S34 JO 35N JUIINYD PUR 3A1I3YD
2JNSse pue sjudaWuIAA03 pue sjenpialpul ‘siapiacid 03 Adualedsues) pue ANfigeIUNOIDE 4O S|3A3]| YBIY unssy ‘7T



440H | RLIV3IH | INOH

B

1sod/aid syjuowr g paInsesy .

amyonys jusurfed NJINd SATIRAOUU] .

aIed ojul 9,68~ pobebug .

podordep ures) AreurdiosIp-INW ‘OATIISSSY

Lnimururoo
aY) Ul s1aquIawl asal} pansind A[SSONIUS[SI sSWIed) Sp[OYsan]], .

pojobIe) arom sonsst 4 [3m spasu xordurod ‘)soo 1saubnyog .

Asuow SOAI]
DAES + aaoxduil

T 3ASYHd LOTId JUYIINITII"SATOHS IUH.L



IJd0OH HLIVIHE JNOH

Apyuepuadaput Sutar]
SPUSLIJ YIIM JoRjUO0)
aamyng ynoqe snystumdo
BN At L I...._H_."...!SEEEE.IIIL
jorid-isod Jond-21d
juans 1 1L
yresy SuoIssTuIpe s s

[eIotARYSq I0] yifeay uorssnupeas UuoISSIuIpeal
5 Kep 46
ur uo =
.

SINO0DLNO LOTId




dd0H HLTIY3AH dMNMOH

"aJed 0] suonisuel] ‘sjuswiuiodde 1si1) 01 S9ALIP ‘ieD
Juanedino yum s108Uu09 ‘Aunwiwod ayl ul sidoad SUSIA SPIOUSBIYL

2bIRYDSIP 19

*‘awioy wayl SWALIP Ual0 ‘08 0) 918Yymaos
aAeY Aay] ains Funjew “100p ayl e uosiad ay) 199w els Spjoysaly] e

2bIeOSIp 1Y

‘a|qissod se Apes se uiuue|d ag1eyosip aAlleIoqe||0d
ss9204d e ul J1uUn 8yl uo uostad Aloaa agegdus JJels Sp|loysaly] «

ADYIINIT ¥ dN MOTIO0I AVA-L ¢ ASYHd



d40H | HLI¥VIH | IWOH

)[eoH I9))og U)oy .
uooe9g/BURUINH
purxdsyjresy/eubiy .

SLOTId MAZITILA HOIH/ISITYH HOIH HYIH1O0



340H | HLIYIH | 3WOH

i i - J
i B Sl Ok B L4

sjorid ur s[eUTR}jRUN JNJ [BIONIOD SI O[OS .

Bunoesjuoo Jeald ‘sawooino uodn paalby .

(Lav ‘swiep ‘WN) eyeq -
(uoneuiplood ‘Buntodals ‘uoiedIUNWWOY) 8INJONIIS  »
S90JN0SAJ pUB SN0

:syustparbur ATesSO0ON .
s1opiaoxd pue sueld jreay 1o} i obny e st JgGA -

AINYUYIT SNOSSI1



QLOZT-ZHIT NERNG SNSVRD 'S BAUN0S
001 ¥ [uonmndod aus Al pepoup DEJIBaN 10 Jequun)
TEHALSY S BLEn AJundd U0 1) DREINNED SEM MDA 1BIR,

Ny

" o I

-l i e

sAep G/> Ul sa|gesdAlag
uoljeuIpio0) aied 005 k< Peso[] e
uoljeulpioo?)
alen aAnoay3 poddng 03 8oe|d ul
. o h (D3uyyesH) weaisAs yyeaH uoneindod
- = b 23 syoddng/ainonusesu| Juswabeuepy
- ilTy -l ase) pue poddng Jspirold
e S Buipincld ‘swie|) Buissasold (OS)
= TRV, [ uoljeziuebiO saoineg Juswabeuepyy .
- |]opop\ @1e9) a8y} ojul pajesodioou]
SaAl}oa(qO dWOoH y)eaH pajelbslu] .
61, aunr joenuo) (dgA) wewhed
paseg anjeA [eniu| payuswa|dw| .
oorr-20 wes| juswabeuepy paosuaadxy .
e Sjusl|D INS 10} 81e)
weLv 191 usiedinO pabebug aAlq 0) pajesl) .

J%) preopoy

ol SJOpINOId UlesH [eloineyag

- ®
JIPINCS PePENUCD W

mapemeorwors v AIUNWIWOY) G/ JO YJOMISN SpPIMSIBIS  »
aouenY 2anoeId @
e H stoun |

UORERD | ARt g SIAOIY Y

90UEl||YY 8d}0keid Y}jesH sioul|j]




SBWO00IN0 paAcidwil ajesisuowsp
pue uoneIoge|[od Yiesy |eiolaeyaq/aies Aewud sjowold .
Aouaioiye pue Ajenb aAup 0) aJed Jo |spow dojaaeq .
ejep asueulopad
pue ‘JuswAed ‘wieo 0} ssaooe pue A)|IqISIA SISpIACID MO|lY
[NJSS290NS 8q 0} Alessadau
spoddns apinold pue seonoeld wiojsued) 0} Jayjebo) IOAN o
SJe|jop SAlUBOSUI paseg-an|eA
apn|oul jey) sjuswabuelie mau Ojul 18Jud 0} siapinold smojje pue
SOOW Yum Bunoejuod ssuijweal)s jey uoneziueblo ue ajeal) .
alnjonJjselul
paJeys ul }saAul 0} Ajlunuoddo mojje pue sispiroid ublly

siauped ueld yjjeay pue Japiroid Jo asiadxs buibelans

Vvd| Ul[esH |elolneyag 8pIM-3]E]S E Sl VdH|

asuen|y ao110e1d £
Yy eaH stoury

s[eoo ino




siapiacad pue ueld

Jo asiuadxa afesand| ‘Aypqeded
ue|d aiea pue jJuawssasse

paseys !sia8euew ased pappaqui]

:pa8e8u3 Japirnoad

pajqeua Anjiqisia yijeay (eatsAyd/Hg
‘Sulpapow uoeINIIeIIS YSU aAIdIpaLd
‘sayepdn awn (eaJ ‘wiope|d
awaSeuew aiel ‘elep aduewsoped
pueswied :3|(I1SS9IIY
suoneziuedio

HE YdHI [|B YIM $3|NJ JudISISU0D
Buneaud sQIN Yyum asepaiul

3105 St VdHI :PA1IAAIP-H|9S
S2A13U3DUI pausije

pue Ayjenb pajueyua wodj Jyauaq
siapinoad pue SO ‘S3AIIUIUI

+S44 (poaseg-an|eA
JudWj|cIud

J3piacad ul OO s1oddns ydHI
:PEDYIDA0 BAIIRIISIUILIPE [eLWIUIW
Ym 1reu00 3j3u1s J3UDBNII4T

siapinosd pue uejd usamiaq uonjed|dnp
ue|d a1ed pue ‘tudawssasse ‘Suluaalds
{S19pIn0ad YyIm uo1leuIplood pajiwi|
'slaquiaw 03 Yydoeauyno duoydaje} uo

uelR1 u3yo ;pazijelIua) QI

$DIIAIIS JapIA0Id [ENPIAIpUI

0} paywi| ejep ‘siapiacad 19410 10 OO
yum pajesdajul 10u swalsAs :pao|iS
aINNJIISELUI pue uonedNsydos

jeau)a Sulhiea yum uonezivesio
pue siapiao.d ajdiynw o3 spuodsas

pue siouuow OJW {|RUOI}IBSUBL)

UONIeIUCIDY
SNOJ3UO MO} Ysed ajqerdpasdun

‘Ajuo paseq Sid4 [ pajeping

UuOIEZIVESIO YIBD YUM SBINAIDE
SANEBJIISIVILIPE J1DYI0 pue Su)eruapald
uawadedua tapiroid adeuew o] pasau

a.inbay spenuod adnw :x3jdwo)

Jusawdeuey aie)

eyeq/A3ojouyda)

2sueydwo)

SjopoOIN JudwAied

Sunoenuo) YI0MIaN/0JN

. s
.,.}4..._uf.h”.:r_u_..

3

e @ ¢uonisodoid anjeA Ino S| 1eym




pJeog oy} Jo jenosddy Joj Juswdoljaaa
|ISPOIAl [EDIUID BY} Pajoali(] SISPINOId
awl] Buiuue|d
pue juswdo|aAa( JO SINOH PalNquUIU0)) SIBPINOIH
Juswdojaaa( 10}
Hoddng Bunnsuo) ay} painqgiuod ue|d YyjjeaH -
diysiauped
JapInold/10Aed By} wol) Sjuswi)saAu| Juesiiubis .
auljawi] juswdojaAsg YJUON QL -

uaddey )1 pig moH

aoURIY 2onoRid 4
YUHESH STOUI|] _




o1

J0JeuIp.o0?) 30201 ‘salof uen[ .

0DD ‘uRISYdI M) . JDUBUL]
047 ‘BUalewe) ueiqed suoneladg [eo1UI) .
01D Ajlag pueq . JAIINDAXY o

wied) Jusawaseuey

p1eod VdHI

SIdqUAW § OIJO-XT o | SIDQUIdU §  »
910A %0S SUIIOA-UON . 310A %05

0).19PIA0I]

¢, POUIBAOS) S\ 81y MOH

aouenV 2o110e1d
YieaH Stoul]il




11

'saseqe)ep Jo AjaleA e 0} yul| 0} }jing sI pue (SNYO+WNI)
SJUBSWNoOp Juswieal) e 1soy jey) wuoje|d ejep a|qixs|d
1sow )1 papaau Aay) uaym juswieal) uo no buissiw

alam Aay), — Jusw)eal) yjjeay |eioiaeysq ui uonedioied

Jaquiaw 1oeduwi SUOIIPUOD [BOIPSW MOY 83S SIBPIAOIH
1S1| Jse) pue mojpiom paziuebio apisbuoje

sisAjeue pue AJojsiy swiejo smojje uopelbajul eyeq -
ISnJ) pue mouy Aay) suediuld yum ‘uositad

ul ‘ese Aay) aiaym slaquuaw oy} }oawl SaljIAloe [eolul)
saoljoeld
1sog buueyg pue buiuiea aAleloge||o) Uo pasndo4

MIOMISN USALIP-ISPINOIH ‘DpIMa)e]S ‘9SIaAIq Jo ul-Ang
‘2ouepuaNy

Aiojepuepy yum welaboad buiuiel] Ajsianiun vdH|
‘sue|d uoneyuswsjdwi pue

JUSWISSOSSY SSaulpeay JaplAcld g/ SAIsuayaidwo) -

¢SS8INS INQ SLALQ JEUM
s (@)




"2JN)oNJ}S 2JNJUusA Julor 0}
pale|ay Sulaouon) SODIN SeIAS||Y 0) BUBOA —
'61/1€/21 AQ Juswsaibe QDN PuodssS -
Buipusd SUIN —
PalNoaXT JOoBJIUO0) JSPIAOIH INOH —

'61/L€/CL AQ siapinoid
MU || Jo uollippe ay)} s)ebliej ueid ay| -

'1S8Jalul JapInoid AQ uaAup ueld
ymoub aaissalbbe ue pajuswajdwi sey YdH|

Ueld YIMOIS YdHI

aoueIY 2on00e1d /£
ESH STOUI|I «




£l

‘wes} Y4dH| pue ue|d ‘Siepinold
yum sbunespy uoneuipioo) ased AJYJUo
aAlJUadU|
ale) Jo }S0) |ejol ybnouy) sbuineg paleys —
Juswieal] @OV Jo wawebebug pue uonenu| ‘HNd HG Aeq 0g/L -
aouew.ouad 1o Aed —

aouepuany buuiel] ‘yuswabeuely uoneslpsiy
uoissaldag ‘qoOV pue Hg Jo} dn mojjo4 Q3 ‘ssau|ep dOd ¢

bunuoday 10} Aed —
:10) POZIANUBDU|
pue S44 padueyu aAI909Y SISPINOIH

(0602/0902 ‘0¥ L/ZEL S8|N1) S82IAISS Y)esH
|eJoineyag juanedinQ 10} Juswaalby pajeyde) .

0ULI|Y 20npeld |
neal stoun

Juswoalby paseg an|en




14!

juswifojdwig
BuisnoH
poo .
SpoaN
|e1oos JO juswjjijind pue S3JIAIBG |el00g O] [elld)2y —
ateo uosiad ajoym Butionijaq
Joddng Ajiwue pue |enplAlpuj —

aJeo
Juanedino ul Juowebebus [NjsseooNSs 8INSUS 0} 81ed JO SUOHISURI] U0 PasSnI0H .

aien |euolnisuel] —

A10JS1y Jualo Jo MBIA [|ny apinoid 0} SSeooe ejep Juawsbeuew aed pue SWiel)

uoIOWold Yl|esH pue UoieuIpIo0) a1e)) —

sejqelenljep Juawabeuew aied ioj }si| yse} Alled -

Juswabeuey alen aAlsuayaidwo) —

‘HH]I JO Ss|eo ayj
S8SssaIppy Jeyl ate) Jo |9poN e Jo Alaaleq serud VdHI .

saAjoalqO sWoH yjleaH pajesbaju] VdHI

2oueIY 2an0e1d |
HeadH stourjl




I “3y3ead 6102 | AMeisudold 1@ jeuapyuo)d

F o i« 4 b H » [ ]
SSHUTH RIUey
LY O
GZrvE dn-momod §5_>»mm cq.n:;a%u mvﬁ.. o v w
woneUnOy AnRsiy (B S AR 1§ win 0T 020280 BLOAEZISO ouh D0HINOD eaoe- widtvd (NN ]
$30um
ot deopy | medosMCey g mENEEMGR O 7 3
LORRRUnO MWERTD KIS0 S A 1S wisy et 00/ BLOLVESD 04 ARUW0D  gmoy04 360G ¢ - PeEHEA
iddon (oeppocheld] 15 L
WIREDUNG Y ATAEIRD wipy fua’  BLOZBEB0 B:02/L0050 B0 § peodn 1FUUTE0SSY SHHND %. c c\ w
SeBUIN PTUBA
; dr-aood 10 LOTERTLOH JOGY
5ZyrE ™
epnos AnemeD WA 2o g GLOZBIRO  GIDALIS | SAOMOWO amwores -ReaceHnrdd (I - 0 / 3
Ag poiopdpy 1S UQ POSRPAN ST JBMNADIY POUBIRSY | AIrTwmiuidson JafivuBy 0180 odd) men  ong oD U0 pesllig Néw| am) 1900 WRid bR /U043 01 PEIIPON GUEN Uofieg
& 1517 Syse| @D
Hvd
elbed
ywabivuey asen
r PAES GLoU/Ezo0 8L02/2EY0
R F s (e
. . r aAnoy
ko) RpsiL] poulissy P
PEVAIDES SYSTY DIE) A
=R A VY v “g1d0) YHeeH UdIeas =

ae g

.....

MON m:_l__ |v_mm._.9mo

2OUBI|Y 2o13081d
yiesy stoums




91

61U
1130
._...— Kl oy 0 A ey wooAey Ay ol g ey
35 G5 e
Wi ok LG B3 Wy B A ann o Gy 9 - - "
E] {H
s 1L - Ol .
[ A =] .
i - g -
z
[
. s
a
WaW s Ty
W03 RIBAD _...1 WA d TREIU0T A LG 1)
ey ats 1o g Bw prooep dey e ey ey ow R e L g T L T
LR R B BT O T

9
2 « [ &
-] o
E] L . 13 )
3 E
= joit 4 a £
ol M . x5 A
4 ot o
ELd o
W03 F &R R0g 03 5 4158 MUNRA g0
1) ey | RIPNNO
| ¥ g | [ TEa L]
i ] R | Ea -
—_ S ) - — L L L R TV
I T T 5 LT ]
(3 i I 1 = 00 0L O % d1 Hi
=5 5 A ()T 45 AR 0 1R g Y
1 T i VRS NI [ |
= |3 e o [ T_Ea T JE || Fenoe Al W R 30
] 1 [ ] : | 1 1 1 [enowTadamjpenoi e
i IR s Joe s AD LORNULT 2] 0 130) HISE
o8 WE-aon (Wt aiv (LRI ah:ib o —
) i e ! - WRENIN 1
) T L - [ ﬁ. TR weeanmet s weoeang
T oo ] ] S e SCSRIRL IR [ WG eon by &
23 S (1 e = v ) LRI O T ARSI Y 3]
[ofe] il L 0OTAT (7 oI R
A & ' o . d T SR OO0 T T O
T, -390 [fei-now | 6T-00 |\ L3 | LN ] [T
poswoqeny | (awrep saptacsd ]
anTemy sonswig |
woomopq | ngnﬂ—mNQ va_.’ohﬁ [T s =0 T

spJeoquse( J9pIAoId

2oueI|Y 2onoeld
3 e9H sTOoUutnl




L1

Bt Ll )

S0P FL0F £L0 D07 ZRUC SLOF LLOE LiBe LLOZ 2102 £ LK “SH g BYL §I ‘BInseaw SigY 104 .
ey ABN 1) Ues By np ounp Aewy iy e 99y ey

(8 6oL 0% 0 0%
BEOL=IE * 255E=~Aer pag SNS T wsor EEETT sainseapy ANEnD
25=Ng  pe=ipy NS Tl wor R R
Iz L zAewung vogspe-ay [l 0 SonA/RUY NSIM
- 057G 67 = paueyduia’) miol Awes) [ e
-y 97618 { 20215 = dwd I |-L LONEZNIN
= woc [N foutieyd
o 2ra6 W - r206  SuSIA ¢0d [ I
0 .
< £V EWE G0 souating waned 100 [l l : UORBZINN
: o |BUCISS2J0Id
LEGE NG £ 650Z =L SUSIA feaH awor [l =
argowg < rog=sis ¥l [l x5
st Lozt p B g
039 54/=WA ¢ 12g BuiBew) paxmapy i} !
ea, snoirig A - goorsuwpy [l @y - oporsiwpy [l gLeowWe o siopy [l wz
seap A pusit Apiow -Bio (v4,] JieLyduag 01 aiueues -bip
a m Al W RN
] 4. Plecquseq Ateunung uoneziselbi( ouﬁu_mmI

[erueuUL]
AIBULLNG (BLS)OY I1S1eReds

sie1e JeqUISN-1dY B0 SPUBII-idM  Spueri-ldy  wejsns -Asunung Suljyond | Arewnung Buyold | seomuas euoissdjold  EGHNETYS)

LI [[oT e,

euoiuD) poday AFpop 01 3RH #4310 I 4
T a0z A SOTZY dSSW A dSSWSHD A dSSh ﬂmw 2 i
E poUad aw|L uBld WIesH adA] sbesanon sSaUISNg JO aun flil e L MIIMIAD mlo_.“

Alewwing eje( J8apinoid

asuely 2onoeld
yeaH stourl




8T

- o nl %029
YIESH [QUal URwWog ¢
& w8 508 %6 _ 3| RIS TOTSTY TGI6TY 30 TS J6 557 (AT REsSi TeHuseA syl @
ST JONOSEA HWRYSST culeiog O
A BI9 o 5629 WEISATSTIRED 2
o >
P LR psgrarrnr),
Aemeneasid N 1L 30w ETOTIWYNLSHIS SETOTIWVYNISY TWOdETSYTRTISH
‘Z8S2UPPRSETOT
‘IS5UPPRSETOT
5800
‘TN ‘diysumod
. femmesy . MY 40 dleW S800TIWVNLSHIA EB00TIWYNLSYT THHasgsTESHHRN
ZSS0IPPRES00T
1559.PPRERO0T
5880
N ‘diysumog
Aemewosig Py 99 Sjeway IE00TIWVNISHIY BEOOTIWVNASY SHIIZESEIEHRR
o nmmﬂuncmmas plecquseq
TSSUPPREL00T aAINDaxg
hw - pl.ll.lu. ﬁl s & P S_——-
auwey
) gﬂ%ﬁ Sl suoyd  smag Juauifjoi afy JBpUID BLeN T JWaN 1577 QI Squa @ spodas Jualio
Bunmars
(6261} sopuimousq (o) 3Xafdx | (Zp)PW N {806) B @ sioday wolsng
4 SE | S s A e Al b .M..S-EDN.N.N -] TGy TEOT T UROICGIRT Sogii] &

2)8D SIIGRT UROG

7=
.ﬂ”.— sasnsesy Aljlend

Buniojiuopy Juswainseadp Ayend

22Uel|Y 2on0eid
I edoH STOUII




61

'S9UI00INO0 YIIM SUOUSAIIIUI J[IDU0IY
IS1] 3SB1 Y3NOJ(] SUOTIUIAIUI YIBI) PUE USISSY e

\.
(
'SUOnEpUa W03l dnoadylom pue uoneuasaid
JaqUIaW U0 paseq JopiAoad 0] SUOIJUIAIIUI USISSY e
.
( uonendod
'S[eIA PUB ‘SBP0d 1. dD ‘S9pP02 ()] 181
U0 paseq stoquaw ySLI-je 10j adAjouayd Ajrauapy e
\.

SyMIg wua| -ald :Apnis ase) s|dweg

aoueny asnoerd
yiesH stoul|l




0z

Allunwwod
da/| @y} ui uonednsuod Jo subis buiuiem
9] punoJle uoieosnpas Japiaocid ‘uoiednsuod
UM pajeloosse sasoubelp pue suoljedIpsin —
solbo)el)s
Bunjes aAndepejew ssalppe 0} SUOIJUBAIBIU| —
so|dwexy .
siaquiawl ysu-ie
10} SuOljUaAIBlUI 8)el)SaydJ0 0} pasn aq ued JsI| JSe| .

¢ uononuasqo
|amog pue ‘Buiumolp ‘Buiyoyd 10} siaquaw
ysi-}e Inoqge Aes sonAjeue aAndipald op JBYAN e

aduery adn0e1g £
YMedH sToumn] |,

sanssl Jlloads -qqgy/|




1Z

buiwn 1av
S4H Buipuad Buid Jusied yium uoissnosip uj —

uoljeulojul uolezijiin g3 0} SS|ddy -

sHINT JopInoid/O3ulesH jo uoneibaju .
sjuswssassy YdNS ‘SNVO+NI ‘'VHH "SHH —
uap.ing aAljesisiulwpy JO uoljeuiwi|g

uoneuIpJood aied ul yjeay |eoisAyd
SA y}jeay |eloineyaq usamiaq Joge| JO UOISIAIQ -

sobuas|jleyn |einyonns

asueny 2on0e1d £
y3eaH stounyy |




