WESTERN NEW YORK CARE COORDINATION PROGRAM
Highlights 2009
As of November, 2009 
Pay for Performance  
WNYCCP developed a plan to align fiscal incentives for Community Mental Health Centers with achievement of performance milestones developed with County Departments of Mental Health.  OMH has approved the initial implementation in Erie and Monroe Counties.  
· Performance milestones address access to care for priority populations, fidelity to person-centered practices, and achievement of recovery outcomes; OMH has reviewed the provider specific achievement targets for appropriateness.  
· Contracts establish three levels of performance targets and associated financial incentives.
·  Achievement of objectives by participating providers is verified quarterly, and reported annually to the county and to NYS.

· NYS Office of Mental Health worked with participating counties to develop a set of policies and procedures to facilitate operation of this pay for performance demonstration for mental health providers receiving deficit funding.
Managed Care 2009/10  
 WNYCCP contracted with Beacon Health Strategies, LLC, effective 3/10/09 to develop managed local/regional systems of care for delivery of behavioral health services and coordination of physical and behavioral health services for people with serious mental illness.  This is laying the foundation for incremental initiatives to control costs while improving outcomes.  Specific accomplishments against the 2009/10 work plan include:

· Data Exchange Agreement:  A Data Exchange Agreement was signed in August 2009.  WNYCCP and Beacon are working with OMH to make this operational.  DOH is completing programming needed to create the appropriate access for the counties, Beacon, and CCSI under this agreement.  Some aspects of the planned work on Complex Care Management and Non-Binding Utilization Management are delayed pending access to this information.
· System of Care/Provider Network:  

· Memoranda of understanding have been executed between Beacon Health Strategies, LLC and providers in the WNYCCP counties. 

· Provider Training Needs Survey has been completed.  Providers self-rated their managed care knowledge as average/above average. Providers did not identify managed care training as a high priority at this time.  Therefore, it will be reviewed again in the new year related to specific 2010 managed care activities. 

· A two-part gap analysis is underway.  Information for a geo-access analysis has been assembled, and an initial analysis has been run.  Results from the initial run suggest a high density of programs in Erie and Monroe counties.  A second, more complete analysis will be ready for review by the Implementation Operations Committee in mid-December 2009. A second analysis will focus on system capacity in each of the six WNYPCCP counties.  Work is underway to indentify an appropriate methodology to understand needed capacity for various levels and combinations of both inpatient and outpatient services. 
· Level of Care Criteria and Non-Binding Utilization Management:  
· A multi-disciplinary workgroup of providers and consumers worked with Beacon to develop Level of Care Criteria, consistent with OMH and OASAS regulations, to be applied for purposes of determining the appropriateness of admission to and continued treatment of patients at various levels of care. 
· Orientation and training sessions were held in September, 2009 in Erie, Monroe and Onondaga Counties.  
· The initial plan  was to begin using the Level of Care Criteria on 10/1/09 in a provider-initiated, voluntary, non-binding  utilization management program to help participating providers prepare for managed care and avoid Medicaid disallowances.   With further consideration, it was decided to complement this plan by developing information on individuals who have utilized services outside a common norm which could be made available to providers.  Criteria for the Medicaid claims analysis to provide this information to providers have been developed.  It is expected that reports for Erie and Monroe counties will be available by the end of December, facilitating a January start to the actual non-binding utilization management program. 
· Counties other than Erie and Monroe will implement the enhanced program pending availability of Medicaid claims data through the new DEA.

· Beacon and WNYCP are continuing to explore how non-binding utilization management can be used to help outpatient mental health clinics as individuals transition from services, to support PROS, especially providers new to billing for services, and other. 
· Online SPOA Application:  Beacon and the participating counties have worked to improve the practices of local Single Points of Access by creating a standardized and secure system to allow providers, consumers and families to complete and submit an Online SPOA Application at https://wnyccp.beaconhs.com.  The system went live on July 15, 2009.  It is regarded as the first step towards development of a common Case Management Record for people enrolled in the Complex Care Management Program, discussed below, as well as a powerful tool for quality improvement.  Careful attention has been paid to protection of individual privacy and data security.  
· An initial set of monthly comparative reports, including number, timeliness and disposition of applications, has been developed. 
· A 90-day review of the online SPOA application began in mid-October.  Individual county experience is being gathered for a project wide review through a series of meetings including SPOA directors, housing providers, and county representatives.  Issues for discussion include the function of the core functions of the online application as a referral/triage tool vs. a screening/assessment tool, processes for transferring data from the application to county data systems, and identification of common reports to underlie a quality improvement process for SPOA’s in the six counties. 
· Complex Care Management:  Working with Beacon, we have developed and are now implementing a Complex Care Management program targeted at 200 underserved high-risk individuals who have co-occurring mental health, chemical dependency and/or physical health disorders.   These are persons who have a history of high utilization of inpatient mental health and/or physical health services and who are not enrolled in a current ACT or case management program.   They are identified through analysis of Medicaid claims data by CCSI and Beacon.  Acting on behalf of the County, Beacon, provider care coordination specialists and the County SPOA conduct outreach to engage individuals in the program.  Beacon case managers work with behavioral health providers, primary care physicians and, if the individual is enrolled in an HMO, the HMO case manager to arrange assessments, develop an integrated person-centered plan of care, arrange access to needed services, and monitor the individual.  Beacon has assigned two clinical case managers to this project; they work collaboratively with a specially selected and trained group of eight provider based care coordinators. We believe that this program will improve coordination of behavioral and physical health care to seriously ill people with high needs, avoid emergency room utilization and inpatient treatment, and reduce Medicaid costs.
· New practice for Complex Care Management, being developed by Beacon Complex Care Managers, with WNYCCP provider based Complex Care Coordinators (ICM)
· Complex Care Management Team received training for “Integrated, Person-Centered Care Coordination for Individuals with Complex Needs” developed by Daryl Sharp, PhD, NPP and Valerie Way, LCSW-R.   This was a pilot of a new curriculum, and based on its success, the training will be rolled out to care coordinators in all six WNYCCP counties, and beyond based on demand.
· Ongoing training is being provided to the CCM team.  The first of the quarterly learning days was training from Cheryl Martin related to engagement and outreach strategies and the use of Motivational Interviewing
· Weekly team calls support exchange of on-the-ground learning by the CCM Team,  including
·  identifying common language regarding individuals at various points of care coordination services: outreach, pending assessment, open/ closed

· implementing a standard set of assessment questions related to physical health as recommended by health promotion committee

· identifying more aggressive and creative outreach/engagement strategies including increased home visits, extended outreach period (90 vs. 30 days), partnering with HMO’s, increased outreach to medical providers, increased collaboration with other systems of care including emergency rooms, the legal system,  homeless providers, and others
· Manualizing Complex Care Management:  The practice being developed by the Beacon Complex Care Managers and the provider based Complex Care Coordinators (ICM) are being fully documented for replication.  

· Model for short-term intensive case management:  As part of Complex Care Management, a model is being developed and tested for short term (3 – 6 mos.) intensive case management which focuses on outreach, engagement, and effective linkage in collaboration with an HMO.    We believe that this program model complements OMH’s clinic reform initiative through selective short-term use of an intensive case management program in support of the lower level of case management within a clinic contemplated by the new model.   

Managed Care 2010/11

On 10/19/09, representatives from WNYCCP and Beacon Health Strategies, LLC met with OMH to propose plans for 2010-2011 including: 
· Forming a Behavioral Health Organization,  partnering counties with a managed care vendor to provide managed system of care for individuals with serious behavioral health issues
· Developing and piloting Physical-Behavioral Health Homes, based at community mental health centers, for individuals with serious behavioral health issues
· Expanding Complex Care Management from 200 to 400 
· Implementing specific SPOA process improvement initiatives, drawing on the learning from the  SPOA Online Application and the collaborative work of the SPOA directors and other stakeholders in the six WNYCCP counties
· Expanding the report-driven component of the non-binding utilization management initiative and monitoring/revising  the WNYCCP/Beacon Level of Care Criteria as appropriate
Continuing Transformation Initiatives

WNYCCP continues activities to support culture change and skill development for a system providing recovery- focused person-centered services.  Highlights of new initiatives include:
· Integration of Physical and Behavioral Health: 
· Produced 2008 physical health survey report and developed subsequent recommendations for CCM/CCC pilot and WNYCCP
· The WNYCCP Health Promotion Committee has developed a survey for administrators/medical directors regarding current behavioral healthcare provider practice related to monitoring key healthcare benchmarks. It has been recommended that a baseline assessment and a follow up assessment 18 months later be conducted.  The baseline assessment will be conducted January, 2010. 
· Skill Building for Person-Centered Service System
· Recovery Skill Builder: Interactive, Web-based Learning for Behavioral Health Providers was launched on 10/13/09 in collaboration with Neal Adams, MD and Diane Grieder, MEd. There have been approximately 40 registered users. Will be adding new material related to PROS examples by year end. 
· Training for “Integrated, Person-Centered Care Coordination for Individuals with Complex Needs” developed by Daryl Sharp, PhD, NPP and Valerie Way, LCSW-R will be offered project-wide beginning January 2010
· Foundations of Person Centeredness- Implemented newly revised 5-day training in both Monroe and Onondaga Counties this fall.

· Supervisory Training: Strategies for Implementing Person Centered Practices was delivered over four days in Monroe County this fall. 

Dissemination 

Of particular note is the development of interest at the national level in care coordination practice and evaluation.  WNYCCP has been asked to participate in that discussion:
· WNYCCP has been requested to present at the NCQA 4th Annual Policy Conference, focusing on “Harnessing the Power of Health IT To Improve Care Coordination” to be held on December 4th in Washington, DC.  The conference will contribute to the discussion about stimulus funded electronic medical record software for primary care providers and the role for the associated extension centers which will assist grant recipients in achieving the “meaningful use” standards for that funding.
· Additionally, NCQA has requested WNYCCP to provide input on how NCQA might incorporate person-centered planning in its accreditation standards for Medicaid health maintenance organizations.

· WNYCCP has been asked to participate in a national advisory group for work being done to assemble a “Tool Kit for Evaluators of Care Coordination”.  This work is being carried out by Stanford University’s Center for Health Policy of the School of Medicine for the Agency for Healthcare Research and Quality (AHRQ) as a component of a project aimed at developing measures of care coordination in the ambulatory care setting. 
WNYCCP continues to present on the project on a local, state, and national level, including the NYAPRS annual conference on September 17th, the Onondaga County Networking Day on October 5th, the ACLAIMH Conference on November 4th.   
