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Transformation Panel
& Managed Care

= Transformation Panel Legislative Report

= Of 59 recommendations, ten related to managed care, care
coordination and assessment

= Goals of Recommendations:

= Transform the provision of care & finances for IDD from dis-
jointed FFS to comprehensive, person-centered system

* Design and deliver managed care for persons with IDD —in a
thoughtful way

» Provide better outcomes and value
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Conflict-Free Case Management
(CFCM) Transition Plan

* Federal Home and Community-Based Settings rule, as
described in 42 CFR 441.301(c)(1)(vi), requires states to
separate case management from service delivery
functions (March 2014).

= CMS specified that OPWDD submit a transition plan to
comply with conflict free standards for service
coordination by October 1, 2016.

= The same organization shouldn’t deliver both case
management (person-centered service plan
development) and HCBS services to the same person.
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Intent of 2014 HCBS Final Rule - A
- Fundamental Shift in Orientation

Better align HCBS Medicaid funding and program
requirements with civil rights protections afforded
under ADA.

Foster genuine person-centered planning and
individual choice concerning provision of services.

Address concerns that in some states HCBS is used
to fund “institutional-style” settings lacking
opportunities for people to engage meaningfully in
their communities.

Ensure that individuals have full access to the benefits
of community living and the opportunity to receive
services in the most integrated setting appropriate to
their needs.
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OPWDD Implementation

Primary goal is to strengthen the holistic
approach to organizing services and supports.

CFCM is a foundational element in improving
Care Coordination.

Multi-phased approach spanning over several
years.

Allowing OPWDD to transition into a CFCM
system that can operate in both the fee-for-
service system and in Managed Care
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Conflict Free Case Management (CFCM)
Timeline

Phase One - 2016:

= Communication with stakeholders on the concept of CFCM - set
a foundation for understanding necessary changes

= CMS and the State publish a plan for stakeholder input (October)
Phase Two — 2017:

= OPWDD will use a competitive procurement/ bidding process to
ensure individuals and families have choice of new conflict free
case management organizations

Phase Three — 2017-18:

» The award of contracts will begin during this phase and may be
‘rolled out’ on a regional basis
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What is a CCO?

= Care Coordination Organizations (CCO), a
new organization to be approved by OPWDD

= To provide enhanced care coordination
services

Level of service tailored to individuals’ needs
Regionally based / community resources expertise
Personal choice

Build on traditional MSC role

IT enabled

Conflict free

» Foster HCBS Rule attainment
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OPWDD CCOs Will Be Established
Under the Health Home Authorization

The Affordable Care Act of 2010, Section
2703, created an optional Medicaid State Plan
benefit for states to establish Health Homes to
coordinate care for people with Medicaid who
have chronic conditions.

Health Homes are used in serving other
Medicaid populations in New York State

CMS expects health home providers to
operate under a "whole-person”
philosophy. Health Home providers will
integrate and coordinate all primary, acute,
behavioral health, and long-term services and
supports to treat the whole person.

Health Home Services

» Comprehensive care
management

= Care coordination

» Health promotion and
prevention

» Comprehensive
transitional care/follow-up

= Patient & family support

= Referral to community &
social support services
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Functions of Health Homes

= Improve Access: Coordinate and provide access to:
= |Long-term supports and services;
= Health care and behavioral health services;
= Preventive care and health promotion services;

= Comprehensive care coordination for services within the OPWDD system and
across other systems;

= Chronic disease management, including support to individuals and their families
to help them manage chronic conditions; and,

» Individual and family supports, including referrals to community and social
supports.

* Integration of Healthcare: Develop person-centered plans that coordinate and
integrate all clinical and non-clinical health related needs and services

= Improved Use of Technology & Data: Use Health Information Technology to link
services, facilitate communication among team members and between the health
team, individuals and family; provide feedback to providers

= Continuous Quality Improvement
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Developing the
ISP using a PCP
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. actively supporting, encouraging,

. lndlwdual

. ktrammg to enhance ability to service

MSC Now and Future Focus

Mi 5 C Cu rrent
Approach \

‘1 Strong emphasns on advocacy -

- cand/or negotlatmg on behalf of thek

: :;f'2 Reqwred Professuonal Developmen
. Trammg/Courses 10 to 15 hours of
: addltlonal professnonal development ,

- mdmduals w1th developmental
‘dlsablhtles .

New Para ;ﬁ;gm
" Includes

1 Use of Health flnfermatlon |

~ Technology - to link services, and
~ enhance communication
between provnders .

7 Coordmate and provrde access
_ to wellness chronic disease
- fsupport to mdwnduals and

‘ j:ffamllles .

3 Coordmate access to mental -
health and substance abuse -

o servnces

A EStabhshcéntlnudxis quality

improvement program —to

~ collect and report on data‘that
_ permits an evaluation of
. mcreased coordmatlon of care
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Phase 1 (short-term):
Work Groups convene
and produce initial
deliverables for
Request for Proposals
(RFA)

Publish OPWDD
response to public
comment on HCBS
Waiver Amendment #1

Phase 2: Plan for
operationalization
based on DRAFT RFA
and early public input

Phase 3: Conduct
outreach and education
for public input on
elements of the DRAFT
RFA

Phase 4: Finalize RFA
and initial
implementation plan
Publish RFA

CCOs start operation in
late 2017 / early 2018,
in downstate regions
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Implementation
Work Groups

Communications Plan =<

\

OPWDD Operational _<
Planning/Implications
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OPWDD’s Commitment to Delivering
Improved Coordination & Better
Outcomes

Strive to develop service that is person-centered and person driven

In designing CCO approach, OPWDD will address policy objectives:
Meet and maintain federal requirements
. Minimize service disruption to individuals and families

" Support the establishment of a system transitioning to managed care,
quality monitoring and value-based payments, and

. Maintain individual choice, to the maximum extent possible
Design improved career path for service coordinators

All phases of the CCO plan development will include stakeholder
iInvolvement, outreach and planning

CFCM is the action step, enhanced care coordination is the goal
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