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Agenda

A 10:00 7 Welcome
A 10:157 Introduction
A 10:301 Overview of BHOs
' EXxpectations
' Phase |l vs. Phase Il
' Tasks
' Evaluation
A 12:007 1:00 Questions and Answers
A 1:007 1:30 LUNCH
A 1:3071 3:00 PSYCKES Overview i Inpatient providers only



Redesigning

THE MEDICAID PROGRAM
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2010 Detox Top 1000 Users



One Person in 2010

® 73 Detox Admissions
15 Detox Providers

291 Detox Days
Over $300,000 Cost




It Is Time to Change

Oh, Darn '
Was that
Today?




.
Paradigm Shift

A Appropriate fit for SUD/MH in Redesigned
Primary Healthcare System

ANew tools and approaches
Almprove Integration



Pathway to Better Care
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Behavioral Healthcare

ASpecialty Service
ASpecific Skills and Experience
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NMay You LI ve 1n
Tl meséo

Challenges and Opportunities
Abound
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Chall enges and Op

APG implementation, Uncompensated Care
Budget related actions:
Managed Care expansion
Pharmacy benefit in plans
Clinic Utilization thresholds
BIG ISSUES
BHOOs: I nterim and 2013¢
Health Homes
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OMH Clinic APG Implementation

Medicaid State Plan Amendment still with the federal
government

Uncompensated Care
Received federal approval
Payments are prospective from federal approval forward
$3.7 million in payments August i December. Approximately $9
million in 2012
Offsite services
State funded offsite services approved for children

State funded offsite crisis services approved for children and
adults

Requires regulations and eMedNY programming.



N V.1 |

OASAS APG Implementation

Uniform payment methodology across outpatient
settings to support integrated, evidence-based,
iIndividualized care

Allows for billing of multiple services on one day.

Reimbursable medical services within SUD
outpatient treatment to support integration and
Improve care
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Medicaid Redesign Team

Created by Governor Andrew Cuomo to:
Conduct a fundamental restructuring of the Medicaid program

Achieve measurable improvement in health outcomes,
sustainable cost control and a more efficient administrative
structure

Composed of representatives from

The Legislature Counties
Commissioners of OMH and Patient advocacy groups
OASAS

New York State Medicaid Health care industry

Director
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Medicald Redesign Team
AGoals

' Improve system management

' Improve care

' Reduce unnecessary service utilization
' Improve efficiency
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MRT and Behavioral Health

Managed Care expansion

Inclusion of all individuals with SPMI in mandatory
Medicaid managed care enrollment

Individuals with SSI still carved out for behavioral
health

Within 3 years, all Medicaid recipients will be in some
form of managed care

BHOsS/SNPs/IDS's are the mechanism to do this for
people with SMI/SUD
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MRT and Behavioral Health

Pharmacy Benefit now in the Medicaid Managed
Care Plan

All medications now an MMC plan benefit

For SSI eligible - long acting atypical antipsychotic injections still FFS
Medicaid Physician service (not a pharmacy benefit)

Elimination of the limited Medicaid Wrap for Duals

All medications for dual eligible beneficiaries will come from the Part D
Plan except

Coverage remains for barbiturates, benzodiazepines, over the counter
drugs, some Rx vitamins (excluded from the Part D benefit)

Preferred Drug List

For remaining FFS Medicaid beneficiaries (not yet enrolled in MMC), the
Preferred Drug List now includes anti-psychotics and anti-depressants
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MRT and Behavioral Health

Several MRT Initiatives affect behavioral health

Utilization Threshold payment reductions

For mental health clinics, reduced payments after 50 visits

for children and 30/50 visits for adults

Alignment of Medicare/Medicaid services

Eliminates Medicaid payment of Medicare co-pays and

deductibles for services Medicaid does not cover
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MRT 93: BHOs

BHO will manage behavioral health services not covered
by the State's current Medicaid Managed Care plans;

Impose a management structure on a fragmented system
of care;

Improve coordination of care between services and across
service systems; and

Reduce unnecessary behavioral health and physical health
Inpatient care.
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Conseqguence of System Fragmentation

People with SMI die 15-25 years earlier on average than the
rest of the population.

Majority of preventable admissions paid for by fee-for-service
Medicaid to Article 28 inpatient services are for people with
behavioral heath conditions, yet the majority of expenditures
are for chronic physical health conditions.

Collaborative Care is not widely implemented in NY though it
IS recognized as best practice.

Over-reliance on State PCs, adult and nursing homes, partly
due to the systemod6s 1T nability
Integrated community care.
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Conseqguences of System Fragmentation

Overuse of detox services by individuals when
not connected to outpatient care and other
supports.

Overuse of Emergency Room services as
access point for care for substance abuse.
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Medicaid Redesign Team

Goals

Improve system management

Improve care

Reduce unnecessary service utilization
Improve efficiency

Behavioral Health Reform Work Group

One of several MRT workgroups

Obijective is to help establish parameters for transformation to
care management consistent with MRT 93, the implementation of
BHOs

Report will be received by the MRT on November 1, 2011
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MRT Behavioral Health Workgroup

f

f

Co-Chair, Michael F. Hogan, Ph.D. Commissioner,
New York State Office of Mental Health

Co-Chair, Linda I. Gibbs, New York City Deputy
Mayor for Health and Human Services

Wendy Brennan, Executive Director, National Alliance
on Mental lliness T NYC Metro

Pamela Brier, President & CEO, Maimonides Medical
Center

Alison Burke, Vice President, Regulatory &
Professional Affairs, Greater New York Hospital
Association

Lauri Cole, Executive Director, NYS Council for
Community Behavioral Healthcare

Donna Colonna, Executive Director, Services for the
Underserved

John Coppola, Executive Director, New York State
Association of Alcoholism and Substance Abuse
Providers

Betty Currier, Board Member, Friends of Recovery i
New York

Philip Endress, Commissioner, Erie County
Department of Mental Health

Arlene Gonzalez-Sanchez, Commissioner, NYS
Office of Alcoholism and Substance Abuse Services
Kelly Hansen, Executive Director, New York State
Conference of Local Mental Hygiene Directors

f

f

Ellen Healion, Executive Director, Hands Across
Long Island

Tino Hernandez, President & CEO, Samaritan
Village

Cindy Levernois, Senior Director, Behavioral Health
and Workforce, HANYS

llene Margolin, Senior Vice President, Public Affairs
& Communications, Emblem Health & Health Plan
Association

Gail Nayowith, Executive Director, SCO Family of
Services

Kathy Riddle, President and CEQO, Outreach
Development Corp.

Harvey Rosenthal, Executive Director, New York
Association of Psychiatric Rehabilitation Services, Inc.
Paul Samuels, Director & President, The Legal
Action Center

Phillip Saperia, Executive Director, The Coalition of
Behavioral Health Agencies, Inc.

Sanjiv Shah, M.D., Chief Medical Officer, Fidelis
Care NY

Richard Sheola, Executive Vice President, Value
Options

Ann Sullivan, M.D., Network Senior Vice President,
Queens Hospital Network; NYCHHC
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Chi l drenos Wor kgr c

Chair.

GailB. Nayowith, Executive Director, SCO
Family of Services,

Members

Euphemia S. Adam&xecutive Director,
Families on the Move NYC, Inc.

Scott Bloom Director of School Mental
Health Services, NYCpdeof Education,
NYCDOHMH

LauriCole Executive Director, NYS Council

Community Behavioral Healthcare
Carman Colladq Director of Public Policy
and Government Relation3BFCS

Kevin ConnallyExecutive DirectoHope
House , Albany

John CoppolaExecutive Director,
Association oAddiction Providers of NYS
Phil EndressCommissioner of Mental
Health, Erie Countipept. of Mental Health
William Gettman, Executive Deputy
Commissioner, Office @hildren and
Family Services

Steven HansopAding Associate
CommissionemYffice ofAlcoholism and
Substance Abuse Services

Adam Karpatj Executive Deputy
Commissioner, NYC Depf Health and
Mental Hygiene

Danielle Laraque, M.D Chair of Pediatrics,
Maimonides

Brian LombrowskiYouth Advisor, NYC Field
Office, NYS Office of Mental Hia

Angel MendozaM.D., Assistant
Commissioner, ACS

Paige PierceExecutive Diretor, Families
Together in NYS

Jim Purcell CEO, Council o&ily and
Child Caring Agencies

Kathy Riddle Executive Director, Owach
Development LI and Queens

Kristin Riley, Deputy CommissiomeNYS
Office of Mental Health

Phil SaperiaExecutive Director, The
Coalitionof Behavioral Health Agencies
Glenn SaxgChair, ChiléPsychiatry New
York University

Andrea Smyth Executive Director, NYS
Coalition for Ch f R N5 Fefvites a |
Phyllis SilverPresident, Silver Health
Strategies

Lauren TobiasAssistant Director, Division
of Financial Planningnd Policy,
Department of Health
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Highlights of BH Subcommittee Recs.

Implement recommendation for specialty care management
(SNP/BHO/IDS) in 2013

Financing/Payment

Base premium on prior spending. Do not target year | savings

Reinvest savings attributed to BH efforts in priority areas e.g. housing,
family support

Contracting and Benefits
Tailor entities to local characteristics

Appropriately include clients/reso
Comprehensive benefits, e.g. peer
benefits

Coordination with e.g. LGUOs, soci

Networks adequate to enrollee needs and service relationships
Appropriate risk sharing

Expand access to office based/ambulatory services; UM typically not
applied to these services

Develop appropriate alternatives to inpatient care with access sustained
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Highlights of BH Subcommittee Recs.

Eligibility: Consider clinical needs, coordination for dual eligibles

HIT/HIE:
Plans should require and support reporting, encourage EHR, RHIO
participation
Make claims data available to providers to ensure appropriate care and
care coordination
Standardized consent

Performance metrics

Mainstream plans should be accountable for a more robust set of BH
performance measures e.g. screening

Public reporting
Attention to uninsured populations
Children, youth and families:
Special attention to distinct needs and services of children e.g. waiver
Health Homes:
Behavioral health expertise generally, specialty BH focus where needed
Assure smooth transition (especiall’



MRT and Behavioral Health

Health Homes (as of 10-25)
DOH received 165 letters of intent to submit applications

Phased implementation

Phase | - 13 counties:

Application due date November 1, 2011
Implementation scheduled for January 1, 2012

Phase Il T 14 Counties:

Application due date February 1, 2012
Implementation tentatively scheduled for April 16, 2012

Phase IlI T 35 Counties:
Application due date April 21, 2012
Implementation tentatively scheduled for June 18, 2012

Up to date Health Home information can be found at
http://www.health.ny.gov/health care/medicaid/program/medicaid health homes/



http://www.health.ny.gov/health_care/medicaid/program/medicaid_health_homes/
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MRT and Behavioral Health

Health Homes (cont)

Majority of adult TCM resources to be included in
health home networks

SPOA process will remain in place to manage
access to former TCM slots

Former TCM slots will be reimbursed at the
current TCM rate for the first 2 years after
converting to health home care management

SUD MATS programs included in HH
Enroliment of children with SED will be delayed
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BHOs: Two Phases
Il n Phase |, BHOOs provi de

In Phase Il, all care will be managed under one of 3
regional options:

Integrated Delivery System (IDS) able to accept/manage risk

Special Needs Plan (SNP) which also manages physical
health services for enrolled beneficiaries

BHO
Phase Il will involve risk bearing

MRT behavioral health work group recommendations
regarding options
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Phase 1 BHOs

Not risk-bearing
Not authorizing or paying for services
Goals for Phase 1:

Get ready for Phase 2!

Get ready for Phase 2!

Advise providers and the Offices regarding inpatient
behavioral health service use

Monitor inpatient discharge planning

Learn about child/adolescent SED population



BHO Phase | Implementation
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Phase 1 Population Focus

Adult and child Medicaid fee-for-service inpatients:
Admissions to OMH-licensed psychiatric units (all ages) in general

hospitals (Article 28 hospitals);

Children and youth admitted to OMH-licensed psychiatric hospitals
(Article 31 hospitals);

Children and youth direct admissions (i.e., not transfers) to OMH
Stateeoperated childrends psychiatri
psychiatric centers;

Children with a serious emotional disturbance (SED) diagnosis
covered by Medicaid and receiving care in and OMH-designated
specialty clinic.
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Phase 1 Population Focus (cont.)
OASAS-certified hospital (Art 28/32) or freestanding
(Article 32 only) Part 818 Chemical Dependence
Inpatient Rehabilitation Services; and
OASAS-certified Part 816 Inpatient Detoxification
Services (Article 28/32).

Excludes dual eligible (Medicare/Medicaid) individuals
In year 1
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BHO - Phase 1 Procurement

Commissioners of OMH and OASAS authorized to enter into
BHO contract(s) through an accelerated procurement and

contract process.
Vendors Selected for Negotiation:

New York City Region: OptumHealth
Hudson River Region: Community Care Behavioral Health

Central Region: Magellan Behavioral Health
Western Region: New York Care Coordination Program
LI: to be determined

Full implementation by January 1, 2012
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Phase 1 BHO Tasks

Task 1: Monitor, review and assess the use of behavioral
health inpatient care

Concurrent review of inpatient behavioral health services
Provide information from Medicaid data to inpatient clinical staff

Monitor hospital discharge planning
Task 2: Monitor and track c¢

Task 3: Profile providers (in collaboration with Offices)
Minimum of 4 quarterly meetings with stakeholders
Task 4: Facilitate cross-system linkage

Improve engagement, re-engagement, continuity of care, accountability,
service integration T across behavioral and physical health care



The Process



Initial Reviews :

€

Admission
Notification
Within 24 Hours

MA History
Within 72 Hours

2



Concurrent Reviews

Is he ready for
discharge?

IP Program

Detox 1 2 Days
MH 1 5 Days
IP Rehab - <21 Days
7 Days After

What 0s h e
discharge plan?
How can we help?

BHO



Difference of Opinion

. N
[ Is he ready for This is why we

discharge? ] believe that the
gl patient is not ready

for discharge. D

<==)
IP Program
C A. OK, we agree.\
_ or,

bWe zelle\t/ﬁ thaft B. We still

ar?e O?h e”t]'ot believe that
we %vea_ ehpa lecT the patient can
KCan e dischargead. be discharged /

BHO



