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Agenda

Å10:00 ïWelcome

Å10:15 ïIntroduction

Å10:30 ïOverview of BHOs

ſExpectations

ſPhase I vs. Phase II

ſTasks

ſEvaluation

Å12:00 ï1:00 Questions and Answers

Å1:00 ï1:30 LUNCH

Å1:30 ï3:00 PSYCKES Overview ïInpatient providers only
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2010 Detox Top 1000 Users

$159 million
76%

$11 million
5%

$39 million
19%

Top 100
0.3%

Next 900
3.1%

Remaining
27,812
96.5%
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One Person in 2010

73 Detox Admissions

291 Detox Days

15 Detox Providers

Over $300,000 Cost



It is Time to Change
Oh, Darn

Was that

Today?



Paradigm Shift

ÅAppropriate fit for SUD/MH in Redesigned 

Primary Healthcare System

ÅNew tools and approaches

ÅImprove Integration
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Pathway to Better Care
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BHOôs

Health Homes



Behavioral Healthcare

ÅSpecialty Service

ÅSpecific Skills and Experience
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Partnership
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OASAS

OMH

LGUôsProviders

Consumers



ñMay You Live in Interesting 

Timeséò

Challenges and Opportunities 

Abound
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Challenges and Opportunitiesé

ÅAPG implementation,  Uncompensated Care

ÅBudget related actions:

ſManaged Care expansion

ſPharmacy benefit in plans

ſClinic Utilization thresholds

ÅBIG ISSUES

ſBHOôs: Interim and 2013éBH Subcommittee

ſHealth Homes
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OMH Clinic APG Implementation
ÅMedicaid State Plan Amendment still with the federal 

government

ÅUncompensated Care 

ſReceived federal approval

ſPayments are prospective from federal approval forward

ſ$3.7 million in payments August ïDecember. Approximately $9 

million in 2012

ÅOffsite services

ſState funded offsite services approved for children

ſState funded offsite crisis services approved for children and 

adults

ſRequires regulations and eMedNY programming.
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OASAS APG Implementation 

ÅUniform payment methodology across outpatient 

settings to support integrated, evidence-based, 

individualized care 

ÅAllows for billing of multiple services on one day.

ÅReimbursable medical services within SUD 

outpatient treatment to support integration and 

improve care 
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Medicaid Redesign Team
ÅCreated by Governor Andrew Cuomo to:

ſConduct a fundamental restructuring of the Medicaid program 

ſAchieve measurable improvement in health outcomes, 

sustainable cost control and a more efficient administrative 

structure

ÅComposed of representatives from 

15

The Legislature Counties

Commissioners of OMH and 

OASAS

Patient advocacy groups

New York State Medicaid 

Director

Health care industry



Medicaid Redesign Team

ÅGoals 

ſImprove system management

ſImprove care

ſReduce unnecessary service utilization

ſImprove efficiency
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MRT and Behavioral Health 

ÅManaged Care expansion

ſInclusion of all individuals with SPMI in mandatory 

Medicaid managed care enrollment

¶Individuals with SSI still carved out for behavioral 

health

ſWithin 3 years, all Medicaid recipients will be in some 

form of managed care

ſBHOs/SNPs/IDS's are the mechanism to do this for 

people with SMI/SUD
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MRT and Behavioral Health 

ÅPharmacy Benefit now in the Medicaid Managed 

Care Plan

ſAll medications now an MMC plan benefit

ſFor SSI eligible - long acting atypical antipsychotic injections still FFS 

Medicaid Physician service (not a pharmacy benefit)

ÅElimination of the limited Medicaid Wrap for Duals

ſAll medications for dual eligible beneficiaries will come from the Part D 

Plan except

ſCoverage remains for barbiturates, benzodiazepines, over the counter 

drugs, some Rx vitamins (excluded from the Part D benefit)

ÅPreferred Drug List 

ſFor 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

ÅUtilization Threshold payment reductions

ſFor mental health clinics, reduced payments after 50 visits 

for children and 30/50 visits for adults

ÅAlignment of Medicare/Medicaid services

ſEliminates Medicaid payment of Medicare co-pays and 

deductibles for services Medicaid does not cover
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MRT 93: BHOs

ÅBHO will manage behavioral health services not covered 

by the State's current Medicaid Managed Care plans;

ſImpose a management structure on a fragmented system 

of care; 

ſImprove coordination of care between services and across 

service systems; and

ſReduce unnecessary behavioral health and physical health 

inpatient care.
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Consequence of System Fragmentation

ÅPeople with SMI die 15-25 years earlier on average than the 

rest of the population.

ÅMajority 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.

ÅCollaborative Care is not widely implemented in NY though it 

is recognized as best practice.

ÅOver-reliance on State PCs, adult and nursing homes, partly 

due to the systemôs inability to assign responsibility for 

integrated community care. 
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Consequences of System Fragmentation

ÅOveruse of detox services by individuals when 

not connected to outpatient care and other 

supports.

ÅOveruse of Emergency Room services as 

access point for care for substance abuse.
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Medicaid Redesign Team

ÅGoals 

ſImprove system management

ſImprove care

ſReduce unnecessary service utilization

ſImprove efficiency

ÅBehavioral Health Reform Work Group

ſOne of several MRT workgroups

ſObjective is to help establish parameters for transformation to 

care management consistent with MRT 93, the implementation of 

BHOs

ſReport will be received by the MRT on November 1, 2011
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MRT Behavioral Health Workgroup
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¶ 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 Illness ï 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 ï 

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 

 

¶ Ellen Healion, Executive Director, Hands Across 

Long Island 

¶ Tino Hernandez, President & CEO, Samaritan 

Village 

¶ Cindy Levernois, Senior Director, Behavioral Health 

and Workforce, HANYS 

¶ Ilene Margolin, Senior Vice President, Public Affairs 

& Communications, Emblem Health & Health Plan 

Association 

¶ Gail Nayowith, Executive Director, SCO Family of 

Services 

¶ Kathy Riddle, President and CEO, 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 



Childrenõs Workgroup
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Adam Karpati, Executive Deputy 

Commissioner, NYC Dept. of Health and 

Mental Hygiene 

Danielle Laraque, M.D., Chair of Pediatrics, 

Maimonides 

Brian Lombrowski, Youth Advisor, NYC Field 

Office, NYS Office of Mental Health  

Angel Mendoza, M.D., Assistant 

Commissioner, ACS 

Paige Pierce, Executive Director, Families 

Together in NYS 

Jim Purcell, CEO, Council of Family and 

Child Caring Agencies 

Kathy Riddle,  Executive Director, Outreach 

Development LI and Queens 

Kristin Riley, Deputy Commissioner, NYS 

Office of Mental Health 

Phil Saperia, Executive Director, The 

Coalition of Behavioral Health Agencies 

Glenn Saxe, Chair, Child Psychiatry New 

York University 

Andrea Smyth, Executive Director, NYS 

Coalition for ChƛƭŘǊŜƴΩǎ aI Services 

Phyllis Silver, President, Silver Health 

Strategies 

Lauren Tobias, Assistant Director, Division 

of Financial Planning and Policy, 

Department of Health 

Chair:  
Gail B. Nayowith, Executive Director, SCO 

Family of Services, 

Members: 
Euphemia S. Adams, Executive Director, 

Families on the Move NYC, Inc.  

Scott Bloom, Director of School Mental 

Health Services, NYC Dept. of Education, 

NYCDOHMH 

Lauri Cole, Executive Director, NYS Council 

Community Behavioral Healthcare 

Carmen Collado, Director of Public Policy 

and Government Relations, JBFCS 

Kevin Connally, Executive Director, Hope 

House , Albany 

John Coppola, Executive Director, 

Association of Addiction Providers of NYS  

Phil Endress, Commissioner of Mental 

Health, Erie County Dept. of Mental Health 

William Gettman, Executive Deputy 

Commissioner, Office of Children and 

Family Services  

Steven Hanson, Acting Associate 

Commissioner, NYS Office of Alcoholism and 

Substance Abuse Services 



Highlights of BH Subcommittee Recs.

ÅImplement recommendation for specialty care management 

(SNP/BHO/IDS) in 2013

ÅFinancing/Payment

¶Base premium on prior spending. Do not target year I savings

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

family support

ÅContracting and Benefits

¶Tailor entities to local characteristics

¶Appropriately include clients/resources in PCôs 

¶Comprehensive benefits, e.g. peer wellness, SNPôs include medical 

benefits 

¶Coordination with e.g. LGUôs, social services

¶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.
ÅEligibility: Consider clinical needs, coordination for dual eligibles

ÅHIT/HIE: 

ſPlans should require and support reporting, encourage EHR, RHIO 

participation

ſMake claims data available to providers to ensure appropriate care and 

care coordination

ſStandardized consent

ÅPerformance metrics

ſMainstream plans should be accountable for a more robust set of BH 

performance measures e.g. screening

ſPublic reporting

ÅAttention to uninsured populations

ÅChildren, youth and families:

ſSpecial attention to distinct needs and services of children e.g. waiver

ÅHealth Homes:

ſBehavioral health expertise generally, specialty BH focus where needed

ſAssure smooth transition (especially case management) into BHOôs
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MRT and Behavioral Health

ÅHealth Homes (As of 10-25)

ſDOH received 165 letters of intent to submit applications 

ſPhased implementation

¶Phase I - 13 counties: 
¶Application due date November 1, 2011

¶Implementation scheduled for January 1, 2012

¶Phase II ï14 Counties: 
¶Application due date February 1, 2012

¶Implementation tentatively scheduled for April 16, 2012

¶Phase III ï35 Counties: 
¶Application due date April 21, 2012

¶Implementation tentatively scheduled for June 18, 2012

ſUp 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/


MRT and Behavioral Health 

ÅHealth Homes (cont)

ſMajority of adult TCM resources to be included in 

health home networks

ſSPOA process will remain in place to manage 

access to former TCM slots

ſFormer TCM slots will be reimbursed at the 

current TCM rate for the first 2 years after 

converting to health home care management

ſSUD MATS programs included in HH

ſEnrollment of children with SED will be delayed



BHOs: Two Phases
ÅIn Phase I, BHOôs provide monitoring functions 

ÅIn Phase II, all care will be managed under one of 3 

regional options:

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

ſSpecial Needs Plan (SNP) which also manages physical 

health services for enrolled beneficiaries

ſBHO

ÅPhase II will involve risk bearing

ÅMRT behavioral health work group recommendations 

regarding options
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Phase 1 BHOs
ÅNot risk-bearing

ÅNot authorizing or paying for services

ÅGoals for Phase 1:

ſGet ready for Phase 2!

ſGet ready for Phase 2!

ſAdvise providers and the Offices regarding inpatient 

behavioral health service use

ſMonitor inpatient discharge planning

ſLearn about child/adolescent SED population
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BHO Phase I Implementation
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Phase 1 Population Focus
Adult and child Medicaid fee-for-service inpatients:

ſAdmissions to OMH-licensed psychiatric units (all ages) in general 

hospitals (Article 28 hospitals); 

ſChildren and youth admitted to OMH-licensed psychiatric hospitals 

(Article 31 hospitals);

ſChildren and youth direct admissions (i.e., not transfers) to OMH 

State-operated childrenôs psychiatric centers or childrenôs units of 

psychiatric centers;

ſChildren with a serious emotional disturbance (SED) diagnosis 

covered by Medicaid and receiving care in and OMH-designated 

specialty clinic.



Phase 1 Population Focus (cont.)
ſOASAS-certified hospital (Art 28/32) or freestanding 

(Article 32 only) Part 818 Chemical Dependence 

Inpatient Rehabilitation Services; and 

ſOASAS-certified Part 816 Inpatient Detoxification 

Services (Article 28/32).

ſExcludes dual eligible (Medicare/Medicaid) individuals 

in year 1
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BHO - Phase 1 Procurement

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

ÅVendors Selected for Negotiation:

ſNew York City Region: OptumHealth

ſHudson River Region: Community Care Behavioral Health

ſCentral Region: Magellan Behavioral Health

ſWestern Region: New York Care Coordination Program

ſLI: to be determined

ÅFull implementation by January 1, 2012
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Phase 1 BHO Tasks
ÅTask 1: Monitor, review and assess the use of behavioral 

health inpatient care

ſConcurrent review of inpatient behavioral health services

ſProvide information from Medicaid data to inpatient clinical staff

ſMonitor hospital discharge planning

ÅTask 2: Monitor and track childrenôs outpatient SED

ÅTask 3: Profile providers (in collaboration with Offices)

ſMinimum of 4 quarterly meetings with stakeholders

ÅTask 4: Facilitate cross-system linkage 

ſImprove engagement, re-engagement, continuity of care, accountability, 

service integration ïacross behavioral and physical health care
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Admission

Admission

Notification

Within 24 Hours

MA History

Within 72 Hours

BHO

IP Program

Initial Reviews
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BHO

Detox ï2 Days

MH ï5 Days

IP Rehab - <21 Days

7 Days After

Is he ready for 
discharge?

Whatôs the 
discharge plan? 

How can we help?

IP Program

Concurrent Reviews
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BHO

Is he ready for 
discharge?

We believe that 
based on the info 

we have, the patient 
can be discharged.

IP Program

Difference of Opinion

No

This is why we 
believe that the 

patient is not ready 
for discharge.

A. OK, we agree. 
or,

B. We still 
believe that 
the patient can 
be discharged 


