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Introduction

Optima Health welcomes the opportunity to partner with DMAS in the development, implementation and pilot testing of Behavioral Health Homes for Virginia’s Medicaid beneficiaries enrolled in the Medallion 3.0 program.

We appreciate the opportunity to be among the innovative states that are exploring these new concepts of better serving this fragile and medically needy population.  We also appreciate the opportunity to demonstrate the ability of Virginia’s Medicaid Managed Care Organizations to use their managed care expertise to provide better care coordination and effectively link members to needed social services as well as medical and pharmacy services, thus improving their quality of care, and reducing their total cost of care.

Summary

This Summary and Design Update discusses the following key elements required to bring these pilot Behavioral Health Homes (BHH) to operational readiness:

· Design

· Pilot Service Area

· Pilot Enrollee population
· Partners
· Goals
Design:
The design of Optima Family Care’s (OFC) pilot program is based on the criteria set forth in two primary sources:

1. CMS’ Medicaid Health Homes Information Resource Center

2. SAMHSA-HRSA’s Center for Integrated Health Solutions’ May 2012 paper: ”Behavioral Health Homes for People with Mental Health and Substance Use Conditions”
MODEL:

There are currently three principal models used in BHH design: 1) the in-house model, where all services are provided at one location; 2) the co-located partnership model, typically where PCPs provide specified service hours at the behavioral health agency’s site; or 3) the facilitated referral model, where most medical services are not provided at the behavioral health agency site, but are intensely coordinated with off-site providers.  SAMHSA-HRSA notes that this third model is both very flexible and lower-cost, thus making it ideal for development situations where the BHH may evolve into one of the other models.

For purposes of this pilot, OFC is considering a blend of the co-located and facilitated referral model.

REQUIRED SERVICES:

· Each enrolled member will have a comprehensive care plan
· Services will be quality-driven, cost effective, culturally appropriate, involve both the enrollee and their family, and will be evidence-based

· Services will include the full range of Medicaid benefits available to the enrollee, along with intensive care coordination and case management, to include community supports and resources, and community mental health services

· Service delivery will include continuing care strategies, including care management, care coordination, and transitional care from the hospital/facility  to the community

· We will facilitate the use of health information technology (HIT) to support the interactions of the BHH provider partners, and to gather quality improvement data to measure the effectiveness of the BHH at the individual and population level
When DMAS finalizes Medallion 3.0 contract requirements, this design will be updated to assure conformance.

PILOT POPULATION:

The MCOs have partnered to define the criteria used to identify the adult members in the Medallion 3.0 covered population that would benefit from BHH enrollment. These criteria are based on similar criteria developed for use in states that are pursuing CMS approval for BHH.

The MCOs have individually run reports on their existing populations using these criteria to identify potentially eligible members, and to determine geographic and demographic data that will assist in identifying feasible service areas for the pilot BHH.

OFC has found that we have 1,287 members who meet the screening criteria statewide.  We have a significant concentration of members in the Tidewater region, which is consistent with our market presence.  The proposed number of pilot enrollees is discussed in the following section.
Partners:
A key element of developing a BHH model is the choice of partners who will work together effectively to implement a new model of care. While this might serve to encourage a wide range of experimentation – especially in bringing new participants to the table – it is critically important to remember the needs, behaviors and expectations of the population we are intent on serving.  As a result, OFC has pursued a partnership with a Community Services Board (CSB), where many of the potential enrolled members already have relationships, where they are comfortable receiving services, and where we might reasonably expect a trust relationship has already developed, which is a necessary precursor to changing behavior. We currently have obtained agreement from the Hampton/Newport News CSB to partner with us in this pilot.  They serve an area within the Tidewater service area where 102 OFC members who meet the criteria reside.  We anticipate initial enrollment of around 50 individuals – we are comparing our enrollment rosters to identify those beneficiaries that we both serve currently.
Goals:
OFC proposes that DMAS would work with all the MCOS collaboratively to determine specific quality and outcome goals to be measured during the pilot period.  It would be consistent with the ACA model to draw some or all of those goals from the CMS guidance.  As DMAS determines final contract language for inclusion in the upcoming new contract, OFC will revise the pilot program to meet those goals.
Additionally, OFC will be studying the performance of the pilot with respect to several internal goals:

	Goal
	Summary

	Comply
	Fully satisfy all DMAS requirements , demonstrating technical competency and execution

	Assess
	Compare prior and pilot period results for those eligible who are enrolled in a BHH, and those not enrolled.  Examine for anticipated changes in ER use, IP admits, OP services, Rx compliance.

	Improve Medical Expense 
	Set internal goals for reducing pilot members’ MLR by targeted interventions, based on prior claims and case notes.  Develop individual plans of care.  Estimate cost savings potential.

	Test Partnerships in Managing BHH Concept
	Establish clearly defined and measurable roles and goals for key partners in BHH.


Conclusion:

This summary and design update reflects our best efforts to design a pilot program and to be able to implement it by July 1, 2015.
We believe that our design will continue to develop as we deepen the dialogue with our partners – we believe that we have much of value to add to each other as we plan to meet members’ needs through the development of behavioral health homes.  We look forward to working with DMAS to finalize the requirements, timeline, project plan, goals and other aspects of this project during the first quarter of 2015.
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