
The Managed Care Community of Practice is a project of the 
New York Alliance for Inclusion & Innovation in partnership 
with the following organizations

Managed Care Community of Practice 
Regional Learning Collaborative

December 10th, 11th and 14th

Rochester, Albany, and NYC
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A project of the New York Alliance for Inclusion & Innovation

Housekeeping:
• Slides will be posted to MC-COP.com 

• Questions not addressed today will be: 
• Reviewed and incorporated into future trainings and 

presentations

• Email mccop.info@nyu.edu

Reminder: Information and timelines are current as 
of the date of the presentation
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Housekeeping Slide

mailto:mc-cop.info@nyu.edu
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9:30 - 9:45 AM Welcome and 
Introductions

9:45 - 10:30 AM State Presentation Part 
1: Vision, Goals and Timeline 

10:30 - 10:45 AM Break

10:45 - 11:15 AM State Presentation 
Part 2: Foundation of Transition 

11:15 - 11:45 AM Aggregate Data 
Review & Questions

11:45 AM - 12:30 PM Lunch Break

12:30 - 1:45 PM Introduce TA Timeline, 
Managed Care Overview, Partnerships

1:45 - 2:00 PM Break

2:00 - 3:00 PM UM Practices & Finance 
and Billing, Lessons Learned

3:00 - 3:15 PM Next Steps & Closing 
Remarks

Agenda



A project of the New York Alliance for Inclusion & Innovation

1. Greater familiarity with the OPWDD’s plan for the 
transition to Medicaid Managed Care

2. An understanding of the Managed Care 
Organizational Self-Assessment results

3. An understanding of what each agency will need 
to do to prepare themselves for the transition to 
Medicaid Managed Care
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Objectives
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NY Alliance for Inclusion & Innovation

Welcome & Introductions



A project of the New York Alliance for Inclusion & Innovation

• A project of the New York Alliance for Inclusion & 
Innovation

• Designed to bring technical assistance and 
resources to the field of I/DD providers to prepare 
for the transition to managed care
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What is the Managed Care Community 
of Practice (MC-COP)?



A project of the New York Alliance for Inclusion & Innovation

• Statewide association representing 175 providers of services 
to people with disabilities and the people with disabilities 
they support

• Created through merger of New York State Association of 
Community and Residential Services (NYSACRA) and New 
York State Rehabilitation Association (NYSRA)
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Who is New York Alliance for Inclusion and 
Innovation (NY Alliance)?



A project of the New York Alliance for Inclusion & Innovation

• ALL providers of I/DD services in NYS (not only  NY 
Alliance members)

• MC-COP is funded through resources secured in the 
2018-19 NYS Budget
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Who Are MC-COP Resources For?



A project of the New York Alliance for Inclusion & Innovation

• Training, technical assistance, and education on 
managed care readiness, quality improvement and 
new reimbursement approaches associated with 
managed care

• Developed in collaboration with OPWDD and DOH
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What Do MC-COP Resources Include?



A project of the New York Alliance for Inclusion & Innovation

MC-COP is designed to be multi-year in scope, with 
components in Part I laying the groundwork for the resources 
to be deployed in later parts

Part I includes:
• Educational webinars on concepts associated with managed care and 

operational changes necessary for providers
• Creation, deployment and analysis of a provider readiness assessment –

Organizational Self Assessment (OSA)
• Legal guidance and counsel on managed care related issues, including 

contracting with MCOs and developing IPAs
• Initial launch of Regional Learning Collaboratives, creating opportunities 

for communication and collaborative learning among providers
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Overview of MC-COP – Part I



A project of the New York Alliance for Inclusion & Innovation 11

MC-COP Consulting Expertise 



A project of the New York Alliance for Inclusion & Innovation

Webinars
• 8/27 Intro to MC-COP & Basics of Managed Care 
• 8/30 Managed Care Basics, Part II
• 9/6 Talking to Not-for-Profit Boards of 

Directors About CCOs and Managed Care
• 10/29 Contracting with Managed Care Plans
• 12/4 Understanding Your Agency’s Value to Managed Care 

Organizations
Organizational Self Assessment 

• 9/13 Tips for Completing the OSA
• 9/20 OSA “Office Hours”
• 11/24 OSA: Your Results

Regional Learning Collaboratives
• 12/10 Rochester
• 12/11 Albany
• 12/14 NYC
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Resources To Date



A project of the New York Alliance for Inclusion & Innovation

Webinars
• 12/18 Introduction to IPAs
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Upcoming Resources



A project of the New York Alliance for Inclusion & Innovation

MC-COP.com 
• Archived webinars and .ppt presentations
• Resource Library
• FAQs
• Calendar of Events
• Event registration
• E-List Sign-Up Link

Email: mccop.info@nyu.edu
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How to Get Information/Stay Informed?

https://www.mc-cop.com/
mailto:mccop.info@nyu.edu
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Allison McCarthy, OPWDD

Peggy Elmer, DOH

Part 1: Vision, Goals and Timeline



Regional Collaborative Presentation –
Transitioning to Specialized Managed Care 

and Value-Based Care

Allison McCarthy, Deputy Director
Division of Person-Centered Supports

December 2018



State Presentation

Part I: Vision, Goals, and Timeline
• Value-Based Care

Break

Part 2: Foundational Elements of the Transition
• Care Coordination Organizations
• Network Development

12/11/18 17



Part 1: Vision, Goals and Timeline

• Key Components of Value-Based Care 
• Understanding Value-Based Payments(VBP) in Managed 

Care
• Stakeholder Engagement

– Clinical Advisory Group (CAG)
– Joint Advisory Council (JAC)

• Specialized Intellectual and Developmental Disabilities 
Plan – Provider-Led (SIP-PL) 

12/11/18 18



OPWDD Vision for Managed Care 
Transition

• The development of managed care, grounded in the tradition of 
specialized I/DD services, will better support the needs of the 
population as it ages, ensuring better access to cross-system care, 
and promoting value-based payment strategies that will drive 
continued improvement in I/DD services. 

• Transition Goals:
– Better integrate services
– Promote improved use of resources to meet growing and changing 

needs 
– Promote value-based payment strategies that will drive continued 

improvement in I/DD services
– Improve system flexibility and become truly person-centered 

12/11/18 19



Guiding Principles/Goals

• Ensure people with I/DD receive supports that are person-
centered, flexible, easy to access and responsive to a person’s 
needs/preferences

• Advance system to provide a high-quality, outcome-based 
system of supports that includes health and wellness

• OPWDD’s Transformation Panel Report – Goals of 
Recommendations: 
– Invest savings into services 
– Increase focus on outcomes and measurements
– Ensure services are coordinated by experienced entities with 

expertise in providing services to people with I/DD
– Develop a managed care model that reflects the unique needs of the 

people served

12/11/18 20



What is Managed Care

Comprehensive 
Care 

Management

Value-Based
Payments

Network 
Development
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Value-Based Care

• Value-based programs reward health care and service 
providers with incentive payments for the quality of care 
(rather than the quantity) they give to people. 

• Under value-based care agreements, providers are 
rewarded for helping patients improve their health, 
reduce the incidence and effects of chronic disease, and 
live healthier lives in an evidence-based way.

• These programs are part of a larger federal/national and 
New York State quality strategy to reform how health care 
is delivered and paid for.

12/11/18 22



Value-Based Payments – Aligning 
Funding With System Goals

• Value-based payments are a form of reimbursement (and not a 
rate setting methodology) that tie incentive payments for care 
delivery to the quality of care provided and rewards providers 
for both efficiency and effectiveness. 

• These payment arrangements pay physicians, hospitals, 
medical groups, and other health care providers based on 
measures including quality, efficiency, cost, and positive 
patient experience

• Current value-based payment policies are being reviewed for 
application to the I/DD population (ie., life outcomes in addition 
to health outcomes)

12/11/18 23



KEY COMPONENTS 
OF VALUE-BASED 

CARE

12/11/18 24



Value-Based Care

• What is “value”?
– The “value” in value-based health care is derived from 

measuring health outcomes against the cost of delivering the 
outcomes. 

– Achieving better outcomes for the money spent.

12/11/18 25



Key Components to VBP

12/11/18 26

Approach 
to the 

Delivery of 
Care

Outcomes

Risk



Value-Based Care – Approach to 
Delivery of Care 

12/11/18 27

§ How do we achieve “value” related to the delivery of 
services?
üFocus on preventative health
üPromote affiliations between care providers (including physicians, 

care providers/teams, hospitals) – e.g. Accountable Care 
Organizations (ACOs) – Medicare; Independent Practice 
Association (IPA)1 under value based models; Performing Provider 
Systems (PPS) under DSRIP Medicaid payment reform
ühttps://www.health.ny.gov/health_care/medicaid/redesign/dsrip/dsrip_fa

q/section2_faqs.htm

üDevelop models for care coordination and integration to reduce 
duplication and fragmentation in the delivery of services

https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/dsrip_faq/section2_faqs.htm


Value-Based Care - Outcomes

§ How do we achieve “value” related to outcomes?
ü Assessing and increasing individual’s satisfaction with 

services and care
ü Measuring health outcomes (e.g., metrics determined by a 

Clinical Advisory Group)
ü Structuring payments based on outcomes to incentivize 

quality of care ensuring people receive the care they need in 
the right amount, at the right time (e.g., pay for reporting; pay 
for performance)

12/11/18 28



Value-Based Care - Risk

§ How do we achieve “value” related to risk?
üDeveloping arrangements such that the financial risk is 

transferred from the taxpayer or government to the provider of 
services (e.g., plan, IPA, care coordination entity or individual 
service provider) through capitated payments

üProvider taking responsibility for performance and financial 
benefits if they meet or exceed performance expectations 
(upside risk) or penalties if not met (downside risk)

12/11/18 29



Value-Based Care – Risk and Quality 
Measures

12/11/18 30

Type of Risk Types of Arrangements VBP Adjustments Based On Quality 
Measures

No Risk Provider has no risk and does not receive benefit or penalty 
for performance

None

Upside 
(Actual Costs < Budgeted 

Costs)

Provider receives benefits for performance:
ü Shared savings

The quality measure results are intended to 
determine the amount of shared savings for 
which VBP contractors are eligible. Shared 
savings is the difference between actual 
performance and the target budget

Downside
(Actual Costs > Budgeted 

Costs)

Provider receives a penalty for not meeting performance 
criteria:
ü Reduction to Target Budget

Adjustment to target budget is based on quality 
measure performance 



UNDERSTANDING 
VALUE-BASED CARE 
IN MANAGED CARE

12/11/18 31



Value-Based Care in Managed Care

• Why leverage managed care? 
– Managed care supports the goals and structure of value-based 

care 

– Managed care more closely aligns with delivering value-based 
care versus Fee-for-Service, which reimburses providers based 
on the volume of services (rather than quality).

12/11/18 32



Goals of Managed Care and Value 
Based Care Align

• Why leverage managed care?
– Preventative Health/Wellness
– Care Coordination
– Patient Satisfaction
– Focus on Health Outcomes
– Evidence-Based Care
– Quality Benchmarks
– Cost Effectiveness/Value

12/11/18 33



Value-Based Care

§ What is “value proposition”?
ü It is the promise of value to be delivered. 

ü Entities participating in value-based care arrangements must 
be able identify how they will deliver quality and cost effective 
services and be able to achieve those goals. 

12/11/18 34



Moving Toward Reform: Using Managed 
Care to Incentivize Value Based Care

12/11/18 35

FFS

Volume of 
Service-based 
payments with 
no link to 
quality and 
value

FFS with Quality 

FFS with a link to 
quality/value (e.g., 
pay for 
reporting/performa
nce, supplemental 
payments for care 
coordination) Care 
Coordination/Healt
h Homes

FFS with Risk

FFS with potential 
for upside shared 
savings and/or 
downside risk 
(based on 
performance on key 
cost and quality 
benchmarks)

Managed Care

Focus on Value-
Based Care
Population-based 
payments (e.g., per 
member per month 
(PMPM) payments 
for a defined set of 
services linked to 
quality outcomes)



CMS’ Primary Goal for Value-Based 
Payments:

• To replace the nation’s reliance on fragmented, fee-for-
service care with comprehensive, coordinated care using 
payment models that hold organizations accountable for 
cost control and quality gains.

12/11/18 36



New York’s Primary Goal for Medicaid 
Payment Reform:

To move away from a situation where increasing the value 
of the care delivered has a negative impact on the financial 
sustainability of providers, towards a situation where the 
delivery of high-value care can result in higher margins.

12/11/18 37



STAKEHOLDER ENGAGEMENT –
ROLE OF THE CLINICAL ADVISORY GROUP 
(CAG) / JOINT ADVISORY COUNCIL (JAC)
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Roles and Responsibilities of the 
Clinical Advisory Groups

• Clinical Advisory Groups (CAGs) were created to make 
recommendations on quality measures, data and support 
required for providers to be successful, and other 
implementation details.

• Selection criteria for CAG members was based on:
– Clinical expertise and knowledge of the care or condition being 

discussed
– Industry knowledge and experience
– Geographic diversity knowledge
– Total care spectrum experience as it relates to the specific care 

or condition

12/11/18 39



I/DD Clinical Advisory Group (CAG)
• NYS convened a CAG to discuss the implications of VBP for individuals with I/DD. 

• Progress report was issued in December 2016 outlining potential VBP arrangement 

design, quality measures, and attribution methodology.

• VBP Workgroup as the primary stakeholder engagement committee will continue to 

meet and provide input on this transition. Issues for discussion include:

• the role of VBP in the transition of individuals with I/DD to Medicaid Managed Care, 

and

• outcome metrics 

• Providers serving individuals with I/DD should expect VBP to play a major part in the 

migration of this population into managed care. 

• OPWDD plans to focus specifically on wellness of the I/DD population and will begin 

stakeholder outreach to design an initiative linking the achievement of wellness 

outcomes to the I/DD VBP strategy.
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Joint Advisory Council (JAC)

• The JAC serves as the primary advising authority 
regarding the design of managed care models that will 
provide services to individuals with intellectual and 
developmental disabilities (I/DD).

• The JAC provides advice, feedback and guidance. 

• The JAC will be expanded to include appointed members 
of existing committees and advisory councils to ensure 
full representation of the stakeholder community.

12/11/18 41



SPECIALIZED INTELLECTUAL AND 
DEVELOPMENTAL DISABILITIES PLAN –
PROVIDE-LED (SIP-PL)

42



Plan Qualification Document

• Posted to the DOH website on Friday, August 31, 2018 
https://www.health.ny.gov/health_care/medicaid/program/
medicaid_health_homes/idd/draft_idd_1115_waiver.htm

• Public comment period extended to October 17, 2018

• OPWDD began holding public forums to inform, educate 
and receive feedback from individuals, families and other 
stakeholders

12/11/18 43
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Public Comment Overview

• 78 comments received

• About 50% of the comments were from parents

• Others were from six of the seven CCOs, provider association members, 
OPWDD providers, and several advocacy groups

• Major Themes: 

– Request for an extension of the timeline;

– Enhanced public outreach and stakeholder engagement; 

– Concerns related to access to specialty providers and the potential loss of 
services, including the impact on self-direction;

– Clarification on the relationship between CCO’s and SIPs-PL; and 

– More information on the grievance and appeals process 

• Response to Public Comment forthcoming

12/11/18 44



SIP-PL Timeline

12/11/18 45

Key Events Anticipated Date

Release of DRAFT OPWDD Managed Care Requirements and 
Standards document for comment

September 2018

Release of Final OPWDD Managed Care Requirements and 
Standards and Application

December 2018

Deadline for Plan Submission of Applications to New York State February 2019

State announces approved SIPs-PL June 2019

SIPs-PL begin to enroll individuals with I/DD voluntarily August 2019

Expansion to Mandatory enrollment begins for individuals with I/DD 
beginning downstate and moving to rest of state

2021-2022



Vision: Incremental Transition to Managed 
Care to Incentivized Value-Based Care

12/11/18 46

Early 
Adopter
Health Care

Specialized 
I/DD Plans –
Provider Led 
(SIPs-PL)
With I/DD Services at 
no risk

SIPs-PL
With I/DD services in 
capitation and at risk



SIPs-PL Managed Care Benefits

• Managed care core benefits include (I/DD System Transformation 
Requirements and Standards to Serve Individuals with Intellectual 
and/or Developmental Disabilities in Specialized I/DD Plans –
Provider Led (SIPs-PL) document - Attachment F):
– Outpatient/inpatient/clinic services
– Community First Choice Option
– OPWDD HCBS day and residential services: managed by SIP-PL (non-

risk)
– Comprehensive Care Management

• 100% state paid services “carved out”
– Individual Support Services
– Family Support Services

• The SIP-PL benefit package includes the self-direction benefit 
– self-direction program rules will not change, and will operate in Managed 

Care as it does in the Fee-For-Service program. SIP-PL will oversee the 
benefit

12/11/18 47
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Break (15 minutes)
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Allison McCarthy, OPWDD

Peggy Elmer, DOH

Part 2: Foundation of Transition



Part II: Foundational Elements 
Transition to Specialized Managed Care for 

People with I/DD  



Building Blocks

Comprehensive 
Care 

Management

Value-Based
Payments

Network 
Development

51
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Comprehensive 
Care 

Management



Care Coordination Organizations (CCOs) 
First Step in a Deliberate Transition 

Phase I:  Transition to 
CCOs July 1, 2018

Phase II:2019 Early Adopters 
begin voluntary enrollment   

Phase III:  Mandatory 
Enrollment begins 
2021

12/11/18 53



CCOs Enable Deliberate Planned System 
Transformation to Integrated Care 

Management
• Thoughtful planning and design 
• Roll out of integrated care management within Fee-for-Service 

provides more time for the system to adapt and prepare for 
holistic comprehensive care in a capitated environment

• Education for people with I/DD, families, providers, and other 
stakeholders

• Building capacity within the provider network 
• Review, evaluation, and improvement prior to fully integrated 

managed care
– Working with current CCOs as implementation develops to ensure 

enhanced IT capabilities, assessments & Life Plan completion, etc.

12/11/18 54



The Life Planning Process Cycle – Essential Components 

Life Plan

Staff 
Action 
Plan

Service 
Delivery

Reviewing 
Evaluating 

and 
Revising

Comprehensive 
Assessment 

Process 
(CAS,DDP2, I 

AM)
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Person-
Centered and 
IT-Integrated 

through Health 
Information 
Technology 

(HITS)

Care Coordination Organization/Health Home 
(CCO/HH) Builds Staffing & Comprehensive 

Planning



Comprehensive Assessment 
Process 

DDP2

CAS 
I AM 
Tool 
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Assessment 
Process 

Populates 
and Informs  
the Life Plan 

Goals and 
Desired 

Outcomes  Habilitation 
Goals 

Strengths 
and 

Preferences 

Clinical and Support 
Needs (including 

paid and unpaid--
identified through 
the assessment)

Services 
and 

Providers 

Safeguards 
including 
individual 
back-up 

plans and 
strategies 

HIT is 
the 

Lynchpin

Life Plan  

Person-Centered Planning and 
Health Information Technology (HIT) is Integral 



Person-Centered Life Plan 
Development: 

Goals and 
Desired 

Outcomes  
Habilitation 

Goals 

Strengths and 
Preferences 

Clinical and 
Support Needs 
(including paid 
and unpaid -

identified 
through the 
assessment)

Services and 
Providers 

Safeguards 
including 
individual 

back-up plans 
and strategies 

q Collaborative and recurring process 
driven by the person;  

q Describes who the person is and what 
he/she wants to accomplish and 
who/what will help the individual 
accomplish their goals/valued 
outcomes;  

q Integrates all services and natural 
supports;  

q Understandable to the person; and 

q Must be finalized and agreed to with 
the person’s informed consent.   
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HIT is the Lynchpin

The Life Plan is person-driven and a living 
document subject to continuous updating and 

monitoring by the Care Manager 



Stakeholder Outreach and 
Communication

• Opportunities for online/in-person technical assistance
• Life Plan/Staff Action Plan training

– Webinars
• December 10, 2018 (registration full) & January 15, 2019

– Care Manager quarterly webinar is December 12 
• (topic – SAP)

– Self-direction conference/webinar (agenda item – SAP) is 
December 13

https://opwdd.ny.gov/providers_staff/care_coordination_organizations/providers
https://opwdd.ny.gov/providers_staff/care_coordination_organizations/msc_web
inars
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OPWDD Outcome Areas - Facilitated 
Through Care Management (CCOs and then 

Managed Care) 

People live and receive 
services in the most 
integrated setting

People have community 
participation 

experiences that are 
meaningful to them

People have meaningful 
relationships with 
friends, family and 

others that are 
important to them

People experience 
personal health, safety 

and growth 
opportunities

People exercise choice 
and decision making in 
their life and with their 

daily schedule to the 
extent possible
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How is a CCO/HH Different from Managed Care?
Managed Care Organization
A health insurance plan or health care system that coordinates the 
provision, quality and cost of care for enrollees, designed to 
coordinate care effectively and provide better access to services 
and supports.

Payments to service providers come from 
funds managed by the Managed Care 

Organization (MCO)

Services are authorized by MCO

Individual typically chooses from 
providers within the managed care 

network

CCO/HH 
Care Management Program

Payments will only be provided 
to CCO/HHs for service 

coordination

Service authorization continues to 
come from the OPWDD Regional 

Offices.

Individual may choose any services 
provider, even if it is not affiliated 

with the CCO/HH
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Role of CCOs in Specialized I/DD Plans  
(SIP-PL)

• The SIP-PL is responsible for the provision of Care 
Management for all enrollees

• Care Management provided by the SIP-PL must comport 
with the person-centered planning requirements in the 
MMC Model Contract 
o Individuals who newly enroll in the SIP-PL and are in receipt of 

services from a CCO may continue to receive Health Home or 
Basic HCBS Plan Support Care Management from the CCO. In 
all cases, the enrollee will have a single Life Plan, and the SIP-
PL and CCO must collaborate to maintain the individual’s plan.
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Network 
Development



Network Development is Foundational 
to Managed Care / VBP

• The development of provider networks/ Independent 
Practice Associations (IPAs) will drive opportunities for 
“risk arrangements”  

• The Managed Care Community of Practice effort is a 
critical component of readying for managed care
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Opportunities for Network Development

• Build on CCO/HHs information sharing networks with: 

Developmental disability providers, primary, medical, 

specialty and mental health, substance abuse service 

providers, community-based organizations, managed 

care plans and others 

• Community First Choice Option (CFCO) State Plan – our 

systems first learning opportunity

12/11/18 64



What is CFCO?
State Plan option which authorizes:

– Personal Care
– Home Health Care Aide 
– Consumer-Directed 

Personal Assistance 
Services

– Personal Emergency 
Response (PERS)

– Home Delivered Meals
– Congregate Meals
– Moving Assistance
– Durable Medical Equipment 

(DME)
OPWDD HCBS Overlapping 

Services
– Assistive Technology (AT)*
– Vehicle Adaptations (V-

mods)*
– Community Transitional 

Services (CTS)*
– Environmental 

Modifications (E-mods)*
– Community Habilitation 

(S.A.M.E)*

65

*Overlap with OPWDD 1915(c) waiver services



Community Habilitation and CFCO

66

16,000 –
in Fee for 
Service

4,000 – in 
Managed 

Care

20,000 – receiving 
Community 

Habilitation, not in 
residence, not ‘self-

hiring’ staff with 
budget authority



Eligibility and Waiver v. CFCO

Example: The person receives Community Habilitation 

(CH) today:

• If the person meets the CFCO eligibility – the service is 

CFCO (Skills Acquisition Maintenance and 

Enhancement)

• If the person does not meet CFCO eligibility (e.g., “family 

of one”) – the service is Home and Community-Based 

Services (HCBS) Waiver Community Habilitation
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FFS – Service Authorization

• For Overlapping CFCO services1, OPWDD retains 
authorization of services for eligible individuals with I/DD 
– people who are HCBS enrolled and people who have 
Intermediate Care Facility (ICF) level-of-care, but are not 
waiver enrolled

• Local Departments of Social Services continue to 
authorize personal care for all FFS individuals

1. Overlapping services = CH, AT, E-mods, V-Mods, CTS
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Community Habilitation (CH) & 
Managed Care (MC)

• All CFCO services will be included in the Managed Care 
benefit packages

• For CH providers serving individuals enrolled in a MC 
Plan

• Provider must either contract or have ‘single case 
agreement’ with MC Plans 
oClaims are submitted to the MC plan & payment issued by the 

MC plan
o Future service amendment requests are submitted to the MC 

plan
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Next Steps for Providers

• Plans are being provided the contact information for CH 
agencies (to be posted on the Department of Health 
(DOH) website)

• DOH and OPWDD are preparing a communication to 
providers regarding implementation

• Technical training is being planned to prepare providers 
for contracting with plans
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Questions
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Managed Care Organizational Self-
Assessment: Aggregate Results



A project of the New York Alliance for Inclusion & Innovation

Managed Care Organizational Self-
Assessment

• This Managed Care Organizational Self-Assessment is
designed to provide organizations with 11 domains of 
processes, practices and change management
activities needed to effectively prepare for and
function during the early stages of a business
relationship with a Managed Care organization.

• The self-assessment tool offers a snapshot of the
organization’s current level of readiness as well as an 
assessment of the need for technical assistance. This
tool may be helpful as a planning resource to guide
organizations in their preparation and decision making
activities.

8



A project of the New York Alliance for Inclusion & Innovation

• Each agency submitted a survey based on self-
report

• The benchmarking tool is based on scores relative 
to agencies that completed the assessment. 
Agencies that have not submitted the assessment 
may differ in significant ways.

• 20 agencies reported that this survey did not apply 
to their contexts.

Important Information to Know
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A project of the New York Alliance for Inclusion & Innovation

• 241 completed Managed Care Organizational Self-
Assessments were included in analysis

• Of these, 134 (55.6%) were already holding 
contracts with one or more Managed Care 
Organizations.

• Only 13 agencies (5.4%) reported that more than 
50% of their reimbursement came from Managed 
Care.

Demographic Information
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A project of the New York Alliance for Inclusion & Innovation

DOMAIN N POSSIBLE RANGE MEAN

Understanding MCO 241 0-6 4.38

MCO Contracting 241 0-2 1.05

Communication 241 0-4 1.81

IT Systems* 186 1-4 2.89

UM Practices 241 0-11 3.63

Member Services 241 0-6 2.09

Interface with other providers 241 0-12 8.50

Quality Management 241 0-4 3.06

Finance & Billing 240 2-46 22.58

Access Requirements 241 0-8 3.18

Data Evaluation 241 0-13 6.65

MC OSA Domain Scores

* reflects a lower N because 55 agencies did not have an EHR/ EMR IT system.
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A project of the New York Alliance for Inclusion & Innovation

DOMAIN N NYC MEAN N ROS MEAN 

Understanding MCO 60 4.62 180 4.29

MCO Contracting 60 1.18 180 0.99

Communication* 60 2.25 180 1.67

IT Systems+ 43 3.00 142 2.85

UM Practices* 60 4.30 180 3.42

Member Services 60 2.45 180 1.96

Interface with other providers 60 8.72 180 8.42

Quality Management 60 3.18 180 3.02

Finance & Billing* 60 25.37 179 21.61

Access Requirements* 60 3.77 180 3.00

Data Evaluation 60 7.35 180 6.42

Domain Scores: 
NYC vs. Rest Of State

+ reflects a lower N because 55 agencies did not have an EHR/ EMR IT system.    * marks statistically significant difference
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IT Systems Capacity N %
Currently uses an 
EHR

186 77%

Currently do not 
use an EHR/EMR

55 23%

Capable of billing 
multiple MCOs via 
EHR 

147 61%

Currently bills 
MCOs in EHR

75 31%

IT Systems
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Reported Capacity of EHR/EMR Systems
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Reimbursement Number Percent

Less than 10% 186 77.2

10-25% 16 6.6

26-50% 8 3.3

51-75% 5 2.1

More than 75% 8 3.3

Unsure 18 7.5

Percentage of Reimbursement from 
Managed Care Plans

15



A project of the New York Alliance for Inclusion & Innovation

Client Insurance Type Range Mean Percentages (SD)
Medicaid only (FFS) 0-100 66.86 (34.8)
Medicaid & Medicare 0-100 14.91 (25.5)
Medicaid Managed Care 0-100 7.99 (18.7)
Third party 0-100 5.07 (15.0)
Commercial Insurance 0-100 1.91 (8.8)
Self-Pay 0-100 1.58 (9.39
Medicare Only 0-99 1.39 (8.7)
Medicare Managed Care 0-10 0.28 (1.1)

Client Insurance/Coverage
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Verification of Eligibility
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Reasons for Concern N %

Billing 57 23.65%
Staff/other resources 41 17.01%

Financial Viability 40 16.60%
Quality of services 38 15.77%

Data Collection/ Outcome 
Measures

36 14.94%

Lack of experience/ information 36 14.94%
Training/Educational Support 33 13.69%

IT/Software 32 13.28%
EHR and systems 31 12.86%

Cultural shift 31 12.86%

Feedback on Concerns

18
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 Visit www.mc-cop.com   

 
 

MC OSA Individual Report for  
 

 
Introduction. MC OSA submissions from 241 agencies were analyzed. The following data is included in your report: 

• Score Range- the potential minimum and maximum of points per domain 
• Average Score – the mean of the population (N=241) in the domain 
• Agency Score – the agency’s individual score in the domain 
• Percentile – percentage of agencies scoring less than the agency’s score 

 
 

Domain Score Range Average Score Agency 
Score 

Percentile 

Understanding MCO Priorities & Present Managed 
Care Involvement 

0-6 4.8 TBD TBD % 

MCO Contracting 0-2 1.0 TBD TBD % 
Communication /Reporting (Services authorization, 
etc.) 

0-4 1.8 TBD TBD % 

IT System 0-6 2.2 TBD TBD% 
Medical Necessity/Eligibility Criteria/ Utilization 
Management Practices 

0-11 3.6 TBD TBD% 

Member Services/Grievance Procedures 0-6 2.1 TBD TBD% 
Interface with Physical Health, Social Support and 
CCOs 

0-12 8.5 TBD TBD% 

Quality Management/Quality Studies/Incentive 
Opportunities 

0-4 3.1 TBD TBD% 

Finance and Billing 0-30 22.6 TBD TBD% 
Access Requirements 0-8 3.2 TBD TBD% 
Demonstrating Impact/Value (Data Management & 
Evaluation Capacity) 

0-13 6.7 TBD TBD% 

Total Score 0-102 59.2 TBD TBD% 
 

Benchmark Report

19
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Email us at mccop.info@nyu.edu

Questions & Discussion



86

Return at 12:30 PM

Lunch Break
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The McSilver Institute for Poverty Policy and 

Research at New York University Silver School of 

Social Work is committed to creating new knowledge 

about the root causes of poverty, developing 

evidence-based interventions to address its 

consequences, and rapidly translating research 

findings into action through policy and practice.

About the McSilver Institute
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In New York, McSilver directs the state-funded 

Community Technical Assistance Center (CTAC) and

Managed Care Technical Assistance Center (MCTAC), which 

provide a range of trainings, tools, and intensive support to 

help New York’s behavioral health safety net stay afloat.
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Technical Assistance Timeline
12 Month

Policy & 
Guidelines

• State 
Developed 
Policy and 
Guidelines 
outlined in 
Program and 
Billing 
Manuals

• Kickoff 
Presentations 
throughout the 
state

9 Month

Technical 
Assistance

• Contracting:
ü Basics of 

contracting 
ü Model contract
ü Provider 

protections
ü Legal issues/legal 

consultation
ü Contract 

requirements
• Billing:
ü Clean claims
ü Revenue cycle 

management
ü Billing rules 

(Billing Manual)

• Workflow

6 Month

Technical 
Assistance Cont.

§ Utilization 
Management:

ü Authorization
ü UM Principles
ü Medical necessity
ü State UM rules
ü MCO UM rules

• Continuity of 
Care:
ü Client transition
ü Service Planning
ü Out of network 

3 Month

System 
Testing 

• Claims 
Testing

• Reporting 
and 
Monitoring

ü CFR
ü Payer Mix
ü Authorization
ü Denial 

Management

• Clinical 
Trainings

Post Live

Post 
Implementation 

Support

• On going 
booster 
training

• Identifying 
issues/barriers

• On going 
clinical 
training
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Leadership and 
Staff Members will 

need to Work
Together to Support

these
Initiatives in ways that 
Create Synergy within 

the Organization….

90



91

Understanding Managed Care
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Managed Care 101
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• An integrated system that manages health services  
for an enrolled population rather than simply 
providing or paying for the services

• Services are usually delivered by providers who are 
contracted under a capitated payment structure or 
employed by the plan

• Value of services vs. volume of services

Managed Care: Definition
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• Improve Service Quality

• Improve Population Health

• Increase Preventive Services: Promote Health (not  just 
treat illness)

• Control Costs
• Health care costs growing faster than GDP
• Reduce inappropriate use of services
• Increase completion: focus on value

Managed Care: Goals
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• Care “management”
• Utilization management
• Health management

• Vertical service integration and coordination

• Financial risk sharing with providers

Managed Care: Key Ingredients
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• Network of providers created via contracting
• Prior approval required for inpatient admissions,  

specialty visits, elective procedures, etc.
• Benefits package with a defined set of covered  services
• Contained list of covered pharmaceuticals (Formulary)
• Utilization review practices to manage inpatient  

admissions and length of stay
• Credentialing
• Outcomes & data driven decision making

Managed Care: Key Components
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Determining Service Provision and 
Payment

The answers to all of the above 
questions must be “YES” if the 

service is to be paid by the MMCP.

YES
• Member?
• Service Included?
• Medically Necessary?
• Authorization?
• MMCP Network?

33
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DIA: Drowning in Acronyms!

FID
A-ID

D

34
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What should agencies 
be doing  to prepare?
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• Coordinate across all of the different aspects of the  agency 
or organization
• Everyone must understand ‘bigger picture’, their role, and  how 

they will be impacted
• Everyone will be impacted, but cannot predict how

• These meetings serve as an opportunity to work through that

• Teams should include representatives from:
• Finance
• Operations
• Programmatic staff
• Legal
• HR
• Compliance
• Outcomes
• Training

Managed Care Readiness Team:
Purpose & Composition of the team
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• Team must:
• Have a leader to hold everyone accountable
• Must be fluid/adaptable and collaborative
• Meet on a regular basis
• Maintain greater vision and focus on shifting 

details (almost daily!)
• Establish trust to problem-solve across the 

departments

Managed Care Readiness Team:
Key Lessons
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• Managed care 101 for all staff – the basic changes
• Frontline staff:

• May be limits on service duration
• Be able to explain changes to clients

• Back office: billing will be different

• Many ways to educate and communicate with staff –
use all of them!
• MC-COP Resources at mc-cop.com

• Staff meetings

• Newsletter to inform staff of upcoming and on-going 
changes

• Formal trainings (in-house and external)

Staff Education/Communication: The 
Basics
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• “Credentialing” is a catch-all phrase
• Approval process conducted by each MMCP
• Ensures your agency site and staff are all appropriately 

registered  with MMCPs
• Required for reimbursement

• Not the same as contracting
• Having credentialed staff doesn’t make you  

credentialed
• Submitting documentation doesn’t guarantee your 

organization is entered into all the MMCP’s systems

Credentialing
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• Need a well-organized workflow to get clean claims 
out  the door
• Need to coordinate program, EHR, and finance staff

• Most denied claims are due to nuts and bolts of the 
claims process, not clinical reasons
• Pay attention to when you bill (no payment after 90 

days)
• Complicated with multiple programs because not all 

billed on date of service

Billing: Getting paid
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• Make sure EHR can bill multiple MMCPs (not just a 
single Medicaid payer)

• If applicable, make sure EHR has capacity to bill for all 
relevant programs (not just some)

• Are other organizations in your region using the same 
EHR system?

• Collaborate/troubleshoot with each other

• All systems need to be capable of electronically 
receiving and integrating the IDD documents (Life Plan, 
CAS/DDP2 results, service authorization from DDRO) to 
produce, submit, and track.

Electronic Health Record (EHR)
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• Who
• Finance Team/Biller
• MMCP
• Clearinghouse/ 3rd Party Biller

• Make sure in advance they have capacity to accept claims for 
all your agencies programs

• Set up an internal process that links:
• Frontline staff entering authorization requests
• EHR system with proper billable service options
• Finance department preparing claims

• Test multiple program types, not just one model

Claims Testing
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• Interactions with MMCPs will involve many of your  
agency’s departments
• Can designate a single staff person as primary point  

person or gatekeeper with MMCPs (if there is capacity)
• If no single designated person, keep information flowing 

through regular team meetings
• Contacting MMCPs
• Provider Relations are the MMCP gatekeepers
• Reach out to them if you don’t have a more specific  

contact

Collaborating with MMCPs
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Partnership Strategies
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Why Partnerships

• Integrated Services (Limiting number of contracts 
and providing a one stop shopping)
• Selective Contracting (Why should payer contract 

with you)
• Economies of scale (Efficiency and Effectiveness) 
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Looking Internally

• How do people view us
• What are we known for
• What are we doing that has limited exposure
• Where do we fit in healthcare and reimbursement 

system
• What is long term vision
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Looking Externally
• Reputation
• Audit results
• Not for profit vs. for profit
• Geography
• Line of service 
• Synergy
• Size
• Infrastructure
• Political

47
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Value Proposition
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Properties of Value Proposition

• Be consistent with your mission
• Describe your practice: What you do and how you 

do it
• Outcomes/Measures: Why you keep doing this and 

how it helps individuals you serve
• To whom you provide these services
• To what end: how long, how often

49
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Know Your Population

• Age
• Gender
• Diagnosis
• Co-Morbidities
• How many are covered by which payer 

50
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Opportunities
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Tips/Suggestions

• This takes time
• Start Small 
• Narrow vs. Broad

• Narrow: focused project in a particular 
neighborhood/housing complex

• Broad: community health worker across multiple 
neighborhoods or county

• Consider a Pilot
• Use Data to Inform Decisions 

• Think about the data you already collect
• Proof of Concept

52
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Remember the Basics
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Basics

• Be collaborative
• Listen
• Understand payer needs
• Meet timelines and reporting needs
• Develop infrastructure

54
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Break (15 minutes)
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Utilization Management Practices, 
Eligibility Criteria, and Medical 

Necessity
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• Procedures used to monitor or evaluate clinical 
necessity, appropriateness, efficacy, or efficiency of 
health care services, procedures, or settings. 

• Utilization management can be conducted 
prospectively or retrospectively. However, it is most 
common to conduct utilization management during 
authorization for services. 

What is Utilization Management
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• Pre-Service/Prior authorization: provider must 
request permission from the MMCP before 
delivering a service in order to receive payment
• Concurrent review: occurs during an ongoing 

course of treatment (such as inpatient hospital 
admission) to ensure that such treatment remains 
appropriate

Common Authorization Reviews
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• Medicaid Managed Care Plans (MMCP) will use 
Medical Necessity guidelines approved by the State 
to determine appropriateness of new and ongoing 
services related to this transition.

• Medicaid Managed Care Plans (MMCP) should view 
each request for authorization for a specific service 
level within the larger context of the individual’s 
needs.

What do Medicaid Managed Medicaid 
Plans Look For
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• Medical necessity is the standard terminology that all healthcare 

professionals and entities will use in the review process when determining if 

medical care is appropriate and essential.

• New York State Department of Health requires the following definition of 

Medically Necessary:

• Medically necessary means health care and services that are necessary to 

prevent, diagnose, manage or treat conditions in the person that cause 

acute suffering, endanger life, result in illness or infirmity, interfere with 

such person’s capacity for normal activity, or threaten some significant 

handicap. (N.Y. Soc. Serv. Law, § 365-a).

https://www.health.ny.gov/health_care/medicaid/redesign/behavioral_health/children/docs/medical_n

ecessity_criteria_for_childrens_specialty_spa_services_12_01_17.pdf

What is Medical Necessity?

61
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Finance & Billing
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Revenue Cycle Management
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• A full featured properly implemented EHR with a strong 
billing component can bring significant efficiencies and 
accuracy to the revenue cycle process:
• Provide electronic scheduling to maximize the use of 

provider capacity
• Efficiently evaluate insurance eligibility
• Track authorizations and alert staff when they are 

approaching thresholds
• Behind the scenes management of charge capture and 

coding to eliminate errors, maximize revenue and minimize 
audit risk

Tools to Support Revenue Cycle 
Management
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• Catch and suspend claims that do not meet payer 
and documentation requirements minimizing audit 
risk
• Efficiently post payments to maintain accurate 

client accounts
• Provide reports necessary to address staff, system, 

and payer performance issues

Tools to Support Revenue Cycle 
Management (Continued)
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Short of a fully functional EMR/EHR, for a strong 
Revenue Cycle Management system, here are some 
essentials:
• Outsourcing billing services
• Clearinghouse Services
• In-house stand alone billing systems are available
• A combination of in-house billing systems (either 

EMR/EHR or stand alone based) and a 
clearinghouse claims processer is also an option.

Some Options
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• Develop a good relationship with your clearinghouse vendor
• Review HIPAA requirements for electronic claim submissions
• Review and respond to clearinghouse reports (i.e. 

acceptance and denials)
• Promptly make corrections and submit the claim(s) to 

clearinghouse
• Review and respond to payer provider remittance advices to 

allow time to make corrections and appeals

Tips from MMCP
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• Remember timely filing deadlines
• Review and update your billing form and make adjustments 

to ensure correct information is in each field to avoid 
delay/denial of payment with managed care payers
• Be mindful that claims forms often have pre-populated 

fields which worked for FFS but won’t work with MMCPs
• Sign up for Electronic Payments and Statements with each 

payer

Tips from MMCPs Continue
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CLAIMS TESTING
CLAIMS TESTING
CLAIMS TESTING

Remember
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Data Management/Value
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Outcomes
• Increased use of 

primary care
• Decreased psychiatry 

emergency room visits
• Increased number of 

people who quit 
smoking

Measures

• Number of therapy 
sessions provided

• Number of people 
served

• Screenings

Outcomes vs. Measures
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• Common data set
• Standard data format
• Actionable
• Data dictionary
• Interoperability
• Comprehensive

Data Considerations
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• Tangible Improvements
• Real time vs. Batch
• Visualization vs. Reports
• Data collection
• Direct staff
• Data entry

• Client identification across systems
• HIPPA protected information and consent

Data Considerations (Continued)
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• Flexible
• Response to agency needs
• Ability to connect finance and clinical data
• Multidimensional: Understand the interplay 

between finance and clinical data
• Ability to handle data from multiple platforms

Setting Up Data Systems
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Lessons Learned from the Adult 
Behavioral Health Transition
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Lessons Learned
Managed Care Readiness Team
Staff Education
Contracting and Credentialing  

Authorizations

Billing

EHR and Claims Testing

Collaborating with MCOs  

Cash Flow
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Next Steps & Closing
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Q & A

If your question was not answered or if you 
have additional questions, please do email us 
at mccop.info@nyu.edu

mailto:mccop.info@nyu.edu
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Thank You!

We thank you for joining us today!

Today’s slides will be posted on the website following the three 
Regional Learning Collaborative Meetings 

Visit www.mc-cop.com for more information

Contact us at mccop.info@nyu.edu

http://www.mc-cop.com/
mailto:mccop.info@nyu.edu

