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Colorado State Innovation Model (SIM)
SIM is an initiative funded by the Centers for Medicare and Medicaid
Innovation (CMMI) and strives to create a coordinated, accountable
healthcare system that provides Coloradans access to integrated primary
and behavioral health care.
The intent is to help current fee-for-service practices move from volume- to value-based care that considers all
social determinants. The goal: Provide greater access to integrated physical and behavioral healthcare services
in coordinated systems, with value-based payment structures, for 80% of Colorado residents by 2019. By the
end of the project, SIM will involve 400 Colorado primary care practices and four community mental health
centers (CMHC).

The Bi-Directional Integration Demonstration and Practice-Based Research Pilot
Program is a component of Colorado’s SIM plan. The Colorado Behavioral
Healthcare Council (CBHC) was awarded funding by CMMI in partnership with the
State of Colorado’s SIM Office to facilitate the selection of four community
mental health center (CMHC) sites to participate in the pilot program to integrate
primary care and prevention services into the community behavioral health
setting (bi-directional integration).

SIM Transformation Map courtesy of the Colorado SIM Office. Green pins represent the CMHC pilot sites and blue pins
represent the first 100 primary care practices. For more information on Colorado SIM, please visit www.coloradosim.org.
For more information about the SIM bi-directional pilot program, please contact Emily Haller at ehaller@cbhc.org.
(continued on opposite side)

Meet the Pilot Sites
Community Reach Center (CRC), a private, nonprofit community
mental health center, is one of the premier integrated health providers in
the north Denver area. For the bi-directional pilot program, CRC will partner
with Salud Family Health Centers, a Federally Qualified Health Center serving
communities in northeastern Colorado, and Dental Lifeline Network, a leading oral health provider. CRC and Salud
have a strong history of collaboration and offer a highly developed system of integrated care. In December 2014, the
three partners collaborated to place a medical clinic within the CRC Commerce City Outpatient Clinic. The SIM funding
is transforming this clinic into a fully integrated health home. This pilot focuses on serving individuals in the
Commerce City community with serious and persistent mental illness.

Jefferson Center for Mental Health (Jefferson Center) is the private,
nonprofit community mental health center serving Jefferson, Gilpin, and Clear
Creek counties. Jefferson Center is partnering with the Metro Community
Provider Network (MCPN), the local Federally Qualified Health Center, and
Arapahoe House, a premier substance use treatment provider, to create the
Jefferson Plaza Family Health Home in Lakewood, Colorado. The three partner
agencies have a strong history of collaboration on other integration projects –
some spanning over two decades. This pilot project is helping to extend the
current integration efforts to an even larger population. The Jefferson Plaza Family Health Home (JPFHH) primarily
serves children and families who lack a primary care provider and would benefit from integrated care. This includes
individuals with serious mental illness, serious emotional disorders, and substance use disorders, as well as those with
less severe behavioral health needs. The JPFHH is also offering family health coaching and wellness services.

Mental Health Partners (MHP) is a private, nonprofit community
mental health center that has provided mental healthcare for over 50
years to the local underserved population in Boulder and Broomfield
counties. MHP will expand its long and successful partnership with
Clinica Family Health Services, the local Federally Qualified Health
Center, and its newer partnership with Dental Aid, a comprehensive
dental care provider, to create the multi-agency collaborative, Boulder Health Integration Partners (BHIP). BHIP is
leveraging funding from SIM and other sources to create a sustainable, integrated health home for adults with serious
mental illness and/or co-occurring substance use disorders in the City of Boulder. And, through our collaborative
partnership, we share a vision of creating a healthcare experience that is simple and seamless, inspires selfconfidence and results in superior health and life outcomes for adults with serious behavioral health concerns. We
will serve not only those who currently receive care but also the underserved in our community, such as Hispanic
individuals, homeless individuals and those with cognitive impairments due to their mental health conditions.

Southeast Health Group (SHG) is the private, nonprofit community mental health
center providing mental health, substance use, primary care, and wellness services to
the six-county, rural and frontier region in the southeastern corner of Colorado,
including the counties of Baca, Bent, Crowley, Kiowa, Otero, and Prowers. Since 2013,
SHG has sustained a successful primary care program within its La Junta behavioral
health home. The SIM pilot provides an opportunity for SHG to expand this integrated
health home model across all six counties with access to bi-directional services in the
La Junta, Rocky Ford, and Lamar offices. With the addition of another primary care
team, SHG will reduce the wait list for primary care services from 3 weeks to 2 weeks. The SHG Integrated Health
Home is targeting individuals living with one or more chronic health conditions, including a behavioral health disorder
and is providing a full continuum of comprehensive physical health, behavioral health, and wellness services.
The Project described was supported by Funding Opportunity Number CMS-1G1-14-001 from the US Department of Health and Human
Services, Centers for Medicare and Medicaid Services.
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Comprehensive Primary Care Practice Monitor
Mental Health Center Version, 2-22-16
Please consider how fully each item has been implemented or functions in the portion of your Mental
Health Center that provides integrated primary care services (referred to here as the “practice”). Fill in
the circle that best reflects the completeness of implementation in your practice. If you rate something
as a 4, it means it is now routine across the entire practice. A rating of 1, 2, or 3 means that the
statement is only done sometimes, or only in part, or not by everyone in the practice.

1 . E NG A G E D LE A DERSHI P

Not at all

Completely





a. Practice leaders support innovation and are willing to take risks and tolerate
occasional failures in order to improve

⓪

①

②

③

④

b. A culture of shared leadership has been created, with everyone sharing
responsibility for change and improvement in the practice

⓪

①

②

③

④

c. The practice has a shared vision for practice transformation that everyone
understands and supports.

⓪

①

②

③

④

d. Practice leaders proactively remove organizational barriers to change and
improvement

⓪

①

②

③

④

2 A . Q I PRO C E SS

Not at all

Completely





a. Our practice has a sustainable, effective quality improvement team that meets
regularly and deals effectively with challenges

⓪

①

②

③

④

b. QI team meetings are well-organized, with agendas, meeting summaries,
prepared leaders and members.

⓪

①

②

③

④

⓪

①

②

③

④

⓪

①

②

③

④

⓪

①

②

③

④

c. The QI team uses QI tools effectively – AIM statements, process mapping, PDSA.
d. QI team members reliably follow-up on assignments and tasks, with good team
accountability.
e. Staff members are actively and regularly involved in QI team meetings

2 B. D AT A DRI VE N IMPRO VE ME N T

Not at all

Completely





a. Clean and accurate quality measurement data are available for targeted
conditions.

⓪

①

②

③

④

b. We are able to extract data from our medical record systems for registries (lists
of patients with particular conditions and with key information about those
patients)

⓪

①

②

③

④

⓪

①

②

③

④

⓪

①

②

③

④

c. Workflows for maintaining accurate registry data have been reliably
implemented.
d. Quality measures and other data are used as a central area of focus for the
practice’s improvement activities.
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3 . E MPA N E LME N T OF PRI MA RY C A RE PAT I E NT S
a. Our practice has an ongoing, reliable system for empanelment and panel
management within our data systems and practice processes.

Not at all

Completely





⓪

①

②

③

④

b. Each primary care patient is assigned a personal primary care clinician, with a
small team to serve as back-up when the personal clinician is unavailable

⓪

①

②

③

④

c. Patient panels are used as a foundation for population health management

⓪

①

②

③

④

4 . TE A M- BA SE D C A RE

Not at all

Completely





a. Care teams have been designated and have regular team meetings

⓪

①

②

③

④

b. Standardized protocols and standing orders have been created to maximize the
efficiency of the practice workflow

⓪

①

②

③

④

c. Team members have defined roles that makes optimal use of their training and
skill sets

⓪

①

②

③

④

⓪

①

②

③

④

d. Team huddles are used to discuss patient load for the day and to plan for
patient visits

5 . PAT I E NT -T E A M PA RT N E RSHI P

Not at all

Completely





a. A system has been implemented for including patient and family input in
ongoing improvement activities (such as patient advisory groups or patients
and family members on QI teams)

⓪

①

②

③

④

b. A patient experience survey is administered regularly (monthly or quarterly)
and the data used to monitor and improve practice performance

⓪

①

②

③

④

c. Patients and families are actively linked with community resources to assist with
⓪
their self-management goals.

①

②

③

④

d. Patients and families are provided with tools and resources to help them
engage in the management of their health between office visits

⓪

①

②

③

④

e. Personalized shared care plans are developed collaboratively with patients and
families

⓪

①

②

③

④

⓪

①

②

③

④

⓪

①

②

③

④

f.

Personalized shared care plans are regularly reviewed to monitor patient
progress in accomplishing their goals and adjusted when appropriate

g. Our practice has implemented and regularly uses shared decision making tools
or aids for at least two health conditions, decisions, or tests

6 . PO PULA TI O N MAN A G E ME N T

Not at all

Completely





a. Our practice uses a standardized method or algorithm for identifying its high
risk patients

⓪

①

②

③

④

b. Patients with care or outcomes falling outside of guidelines are identified for
more intensive care

⓪

①

②

③

④

c. Our practice has a patient recall system to identify and bring in patients for
needed care

⓪

①

②

③

④
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d. Our practice provides care management services for patients and families
identified as being high risk or needing additional assistance and/or contact
between visits
e. Our practice links patients to community resources to address social
determinants of health (such as housing, food security, transportation, legal
assistance, help paying bills, personal safety)
f. Our practice engages with public health or community organizations to make
improvements in mutual population health goals

7 . C ON T I N UI T Y O F CA RE

⓪

①

②

③

④

⓪

①

②

③

④

⓪

①

②

③

④

Not at all

Completely





a. Our practice has a system to insure that patients are able to see their own
primary care clinician as often as possible

⓪

①

②

③

④

b. Our practice tracks the percentage of patient visits that are with the patient’s
primary care clinician

⓪

①

②

③

④

8 . PRO MPT AC C E SS T O CA RE

Not at all

Completely





a. Patients and families can reliably access care from or coordinated by our practice
after hours or on weekends

⓪

①

②

③

④

b. Patients and families can reliably and quickly access their personal clinician or a
care team member to answer questions or deal with problems

⓪

①

②

③

④

c. Patients can reliably make an appointment with their personal clinician or a care
team member within defined and acceptable time periods

⓪

①

②

③

④

9 . C A RE C OO RDI N ATI O N

Not at all

Completely





a. A structured system is in place for assuring appropriate follow-up and care
planning for patients undergoing transitions of care (such as discharge from
hospital, ER visit, etc.)

⓪

①

②

③

④

b. Collaborative agreements such as care compacts have been developed with key
specialists and community resources for communication, coordination of care,
and handoffs

⓪

①

②

③

④

c. Our practice communicates actively with specialists and community resources to
coordinate care based on the patient’s personalized shared care plan

⓪

①

②

③

④

1 0 . RE SO URC E UT I LIZ A T IO N & CO MPE N SA T IO N RE F O RM

Not at all

Completely





a. The cost of care is discussed with patients and families as a factor in choosing
between care options

⓪

①

②

③

④

b. The practice uses cost of care data in QI activities to improve patient resource
utilization

⓪

①

②

③

④

c. Our practice can track payments from various sources, including those not from
fee for service, and allocate the revenues to the services provided

⓪

①

②

③

④

d. Our practice regularly compares and reconciles payer attribution lists with our
patient panels

⓪

①

②

③

④

e. Our practice considers cost and quality of care when choosing where to refer our
patients

⓪

①

②

③

④
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1 1 . P RI M A R Y C A R E A N D B E HA V I O R A L HE AL T H I N T E G R AT I ON
N o t e : “ B eh a v i o r a l h e a l th ” i n c l u d e s m en t a l h ea l th , h ea l th b eh a vi o r Not at all

c h a n g e , a n d s u b s t a n ce a b u s e s e r v i c e s .
a. Our practice is actively working to improve our care of physical health conditions.

Completely



⓪

①

②

③

④

b. An effective system has been implemented to identify patients with physical
health conditions or concerns and assure that they receive care either in our
center or in another setting

⓪

①

②

③

④

c. We have an effective system to help us identify whether a client has a
relationship with a primary care clinician and, if so, to assure that our care is
coordinated with that clinician

⓪

①

②

③

④

d. We have defined the physical health conditions that we will particularly target
for quality improvement, population management, and/or care management.

⓪

①

②

③

④

e. We educate all patients and their family members on the benefits of integrated
behavioral health and primary care

⓪

①

②

③

④

⓪

①

②

③

④

g. We have an effective system for identifying and following up with patients with
physical health issues who do not follow through with planned visits

⓪

①

②

③

④

h. Protocols and work flows have been implemented for coordination between
primary care and behavioral health clinicians

⓪

①

②

③

④

f.

We have an effective system for identifying and assisting patients with chronic
physical health issues who are not improving with treatment

i.

Our primary care staff clinicians work closely as a team with the behavioral
health staff and clinicians to provide integrated care

⓪

①

②

③

④

j.

Our practice utilizes warm handoffs and close collaboration between onsite
primary care and behavioral health providers

⓪

①

②

③

④

⓪

①

②

③

④

⓪

①

②

③

④

⓪

①

②

③

④

k. Training on integrated care is provided to all clinicians and staff joining our
center
l.

We have developed collaborative agreements such as care compacts with
external specialty behavioral health clinicians and medical specialists, covering
timely access, communication, handoffs, and coordination of services

m. We systematically collect data to track the reach and outcomes of our
integrated primary care services

Center name: ______________________________________________________________________
Date Monitor completed: ___________________
Original version developed by the Department of Family Medicine, University of Colorado School of Medicine (Aurora, CO)
and HealthTeamWorks (Lakewood, CO). Revised 2/16. ©2012 Perry Dickinson, University of Colorado School of Medicine –
perry.dickinson@ucdenver.edu. Please feel free to use with the appropriate attribution.
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Overview of the Colorado SIM Program and Pilot Sites
Colorado SIM Practice Milestones
SIM Framework and Building Blocks
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Additional Resources
 Colorado SIM Office
www.coloradosim.org
 Practice Innovation Program Colorado
www.practiceinnovationco.org
 Integrated Practice Assessment Tool (IPAT)
http://www.integration.samhsa.gov/operations-administration/IPAT_v_2.0_FINAL.pdf
 Vermont Practice Integration Profile
https://redcap.uvm.edu/redcap/surveys/?s=vEpGbwyFE6
 Behavioral Health Integration Capacity Assessment Tool (BHICA)
https://www.resourcesforintegratedcare.com/tool/bhica

Presenter Contact Information
Jill Atkinson, PhD
Clinical Director of Integrated Outpatient Services
Community Reach Center
j.atkinson@communityreachcenter.org

Mindy Klowden, MNM
Director, Office of Healthcare Transformation
Jefferson Center for Mental Health
mindyk@jcmh.org

JC Carrica III, EdD
Chief Operations Officer
Southeast Health Group
jcarrica@semhs.org

Toni Moon, MA
Director of Health Homes
Mental Health Partners
tmoon@mhpcolorado.org

Emily Haller, BA
SIM Program Associate
Colorado Behavioral Healthcare Council
ehaller@cbhc.org

