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1. Introduction

We are all seeking to ensure the health care system offers the best possible care for peers and for families, children
and youth. Consumer and family run programs offer unique programs and services that can reflect recovery and
resiliency practices and offer meaningful engagement and choice for peers, families, children and youth.

Managed Care Companies (MCOs) serve millions of consumers, families and children throughout the U.S. in
both public programs (Medicare and Medicaid) and commercial or private insurance programs. Traditionally
managed care programs have sought ways to increase quality care while at the same time reducing unnecessary

costs in order to meet the terms of contracts set for them by employers, states, counties or regions.

Consumer and family run programs can help transform the health care system by offering their unique
programs and services through managed care organizations who are serving the majority of those in treatment
throughout the U.S. MCOs can learn more about recovery and resiliency, person-centered care and choice
through working with consumer and family run programs. Family and consumer run programs can learn
more about how managed care works and become more effective advocates by partnering with MCOs as

providers within the MCO networks.

Because managed care companies have often been portrayed as the “Evil Empire” or the “single reason our
system does not work.” Consumer and family run organizations may feel reluctant to appear to join forces

with MCOs. You may wish to consider:

* As advocates you are more able to create CCWhen we first letedl @ mansEes s

network, we were criticized by other
advocacy groups who believed we could
no longer advocate for people with
mental illness within the state. They said
‘we were too busy being providers.’
Well, time has shown that we are still
strong advocates and we do not back
down or avoid taking on any issue.

change from the inside out than from the
outside in.

* By offering recovery and resiliency services
you are providing MCOs with services to
make their system better rather than simply
berating MCOs for not having good systems.

*  MCOs are seeking increased quality
and increased use of community-based

services and decreased use of unnecessary We are advocates first and foremost

In fact, we may be better advocates
because we know a lot more about how
the system works from the inside.
Lately those who have been the loudest
critics have themselves started to
inquire about the process of becoming
a part of the managed care network.))

hospitalizations. Most advocates would
support this conceptually as well.

* By working within an MCO system, you
can learn more about how such systems

work and become more effective advocates.

Consumer and family run organizations may fear that

they will not be able to advocate once they become a

part of a managed care network. This does not seem to - Anthony Fox, CEO,

have affected the provider community who have Tennessee Mental Health
remained strong advocates despite their position Consumer Association
within MCO networks.
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YES NO

Does our organization agree with the concept of increasing the use
of community-based services, and therefore, decreasing unnecessary
hospitalization?

Is our organization seeking ways to help break the cycle of the
illnesses and move to wellness?

Do we believe we will learn something that will help us advocate on
behalf of those we serve by being a part of a managed care network?

Can we commit to remain advocates despite being a part of an
MCO network?

Can we see ways our organization can help an MCO learn to be more
recovery and resiliency oriented by being a part of a network?

If your organization is still uncomfortable with the idea of partnering with an MCO after considering these

points, then this may not be something you wish to pursue.

Partnering with managed care companies also increases the sustainability of funding to help consumer and
family run organizations thrive into the future. Because states are struggling to cover their budgets, state
funding for consumer and family run programs is getting cut or eliminated all together. With many people
out of work, and more people experiencing job cuts, less money is being donated to non-profit organizations

such as consumer and family run organizations.

Sustainable income is the dream of most non-profit organizations. Strategic minded CEOs consider the
question, “Who out there will purchase what I uniquely have to offer?” and “Who will do this in a way that
I can depend on receiving sustainable income from year to year?” For some groups, becoming a part of a
managed care organization (MCO) network, and being paid for offering a service that helps consumers or

family members, may offer the opportunity to obtain this sustainable income.

As more consumer and family run organizations become a part of the mainstream delivery of services,
there will be enhanced access to recovery and resiliency-oriented services, and greater access to the right
combination of programs and services for successful recovery and resilience. This ultimately will increase

exposure to this approach for service delivery, which will influence the culture of all systems of care.

The process is not easy. If you are looking for a simple 1-2-3 step process to become a part of a MCO

network, you will be very frustrated. It will take time and a creative and persistent approach:

* Consumer and family groups will need to carefully consider what they have to offer that a
managed care company would want or need.

¢ These services must clearly show how they will increase recovery/resiliency and decrease
hospitalization/utilization that may be medically unnecessary. Groups will also need to shape
that service so it fits within the way a managed care company does business. For example,

many managed care companies to do not send frequent mailings to the people they serve,
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so offering a consumer education series based on mailings will not fit well within the MCO
process. However, MCOs are often looking for respite programs or step-down services to help
people get back on their feet after hospitalization or as an alternative to full hospitalization, so
that may fit a MCO need and a consumer/family run organization’s ability.

* Consumer and family groups will need to go through the same process other providers go
through to become a part of a network which includes obtaining certain provider numbers
from the government and filling out applications.

* 'There is a billing process that demands a certain level of security for all consumer records.

* And there will be a quality and audit process that groups will go through to ensure they are
meeting the standards expected of any provider organization.

It is not simple, but it is a promising way to begin achieving sustainable income while at the same time

helping to transform the system of care from coast to coast. For those patient and creative enough, the

rewards for both their organization and for the entire system of care will be substantial.
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2. Managed Care 101

What is now called “managed care” began in the 1940s with Health Maintenance Organizations (HMOs).
Families getting medical care at HMOs were urged to get yearly checkups, and to seek preventive care and
early treatment in case of illness. This proved to be cost-effective, so as health care costs rose, employers, for
their employees, began to sign contracts with companies offering to “manage” health care. Since the 1980s,
more and more employee benefit programs have contracted with managed care companies, resulting now in

hundreds of managed care companies.

According to the United States National Library of Medicine, the term “managed care” encompasses programs
intended to increase wellness through preventive care and reduce unnecessary health care costs through a

variety of mechanisms, including:

* A focus on wellness vs. illness

* Economic incentives for physicians and patients to select less costly forms of care
* Programs for reviewing the medical necessity of specific services

* Increased beneficiary cost sharing

* Controls on inpatient admissions and lengths of stay

* The establishment of cost-sharing incentives for outpatient surgery

* Selective contracting with health care providers

* The intensive management of high-cost health care cases.

In general, managed care is the integration of providers and payers into an organized system designed to offer
quality, cost-effective care, while assuring consumer satisfaction with services. In addition to cost savings,
which helps to make health care more affordable, shared electronic records and pre-set clinical guidelines help

to improve consumer health outcomes.

States are now looking to the managed care industry to provide public health care, including mental health
and related services. In the past, state and local governments allowed service providers to bill Medicaid and
Medicare directly, after the services were provided, on a “fee for service” basis. With managed care, providers
are under contract with the managed care company to determine, along with the consumer, what is the

appropriate course of treatment.

Managed care brought a focus on medical necessity and cost that resulted in an expansion of available
treatment settings. We have progressed from a system that essentially offered two options to one that offers
a continuum of services. Thus, we have greater flexibility in meeting the needs of consumers/families and

greater success in managing costs.

The introduction of managed care has improved access to behavioral health services for millions of consumers/
families. Experience in the public and the private sector has shown that the number of people seeking and
receiving services has increased since the introduction of managed care. Managed care not only yields an
expansion of services but also results in their redistribution. Hospitalization rates and average lengths of stay

typically declined with managed care, whereas the use of other treatment settings increased.
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Managed care introduced accountability to a system that lacked it. Although many people continue to adjust
to this change, many also believe it was a needed measure that has benefited consumers/families, payers,
society and providers. The influence of managed care has helped shift practice patterns in the behavioral

health care arena in a way that has led to more effective and more eflicient treatment.

The managed behavioral health industry has not only imposed accountability on others, it has embraced it for
itself. The American Managed Behavioral Healthcare Association has worked closely with other mental health
and substance abuse treatment organizations to find common ground on appropriate performance measures

and to develop national standards and accreditation programs.

Despite the benefits to the system that managed care has made possible, no one would argue that it is a
perfect solution. In many ways, we have made great strides because of it, but we have additional work

ahead of us if we want to continue to improve the system. Managed care must become less burdensome for
consumers/families and practitioners. In addition, managed behavioral health care companies must do a
better job of streamlining processes, reducing paperwork and micromanagement, and meeting obligations to

practitioners to operate efficiently.

Despite the challenges, there is reason for real optimism. The science continues to advance. More effective
diagnostic and treatment alternatives emerge. Traditional but unsubstantiated therapies and practice patterns
are giving way to evidence-based practice. To further build on these opportunities, clinicians and managed
care companies must work together to bring the best that the field has to offer to people in need in the most

effective and efficient manner.
How Does Managed Care Operate?

In the managed care environment, consumers/families, providers, payers and the managed care organization
must collaborate to provide a system of care that supports inclusion and help for consumers/families to
successfully cope with life challenges, not just manage systems. This includes embracing the following:

e Self-Direction

e Individualized and Person-Centered
* Empowerment

e Holistic

* Non-Linear

* Strengths Based

e Peer Support

* Respect

* Responsibility

* Hope

Those principles and values can be measured in areas of:

* Employment Outcomes

* Housing Outcomes
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* Community Participation/Citizenship
* Income Support

¢ Satisfaction with their own lives and services

e Wellness

Our responsibility becomes to encourage and foster hope, ensure individuals have the opportunity to set
direction (goals) for themselves in each of these life areas and that the values we espouse are reflected in

our actions.
Who Are the Players in Managed Care?
It is necessary to know who the key players are and the roles each plays in the health care systems:

* Consumers/families, youth, young adults, parents or other care givers

* Providers (doctors, clinics, hospitals, etc. who provide the care)

* Employers (those who purchase the insurance and determine the level of benefit offered
for private plans)

* Local, state and federal governments (those who purchase the insurance and determine
the level of benefit offered for public plans)

* Insurers (Those who implement the contracts determined by the employers or local/

state/federal government)
What is the Role of the Case Manager?

The title “case manager” or “care manager” is used to mean different things in different places. If people go by
such a title, ask them what they see as their role and what they do.

The case manager working for a public or non-profit human service agency may be your advocate. Acting as a

broker, this person may try to get you more services. This person may also act as your therapist.

At the managed care company, the case manager’s job is to assure quality care and to help members receive the
services necessary to meet their needs.

The utilization manager is often a person at the end of a phone, working with providers regarding what the
managed care plan will pay for. In most plans they must approve, in advance, each day of hospital care. The

managed care reviewer or utilization manager may:

* Authorize the requested treatment,
* Suggest a lower-cost alternative, or

* Deny further treatment such as more hospital days or more outpatient sessions.
The managed care case manager is likely to be a social worker or nurse. Consumers/families may have little
contact with their case manager. It is usually the medical/behavioral health provider who tells the case

manager about a consumer’s situation.
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Why Does a Case/Utilization Manager Seek
to “Manage Care” by Authorizing Treatment?

We have an odd system in the United States; providers (doctors, clinics, hospitals, talk therapists, etc) are paid
a fee for each service they offer a member. The more services they offer, the greater their fee is. Providers may
also seek as many tests as possible to be absolutely certain of a diagnosis and course of treatment. Each test
also provides a fee. Because of the increasing cost of health care, managed care is one attempt to find a middle
ground between paying for everything and paying for nothing. This middle ground in based on research and
evidence about what works. Limits are put in place based on 1) what is reasonable based on research,

2) what the employer/state/government determines it

will authorize. A “rich” benefit plan allows more options

than a “streamlined” plan. A managed care company CClea rning about how Managed Care
must then manage the member’s benefit based on the companies work takes time. It's a
plan purchased by the employer or the government different language and culture, and
entity. many times the peer-to-peer and family
programs are new to managed care. You
While most providers are very ethical and seek only have to take time and be willing to
to do the very best job they can do for their patients, understand the system or you will not
unfortunately a very few are not so scrupulous. be able to talk with each other. The great
Managed care is also charged with monitoring waste news is that while you are talking with
and ensuring providers who are not ethical are also not them, they are learning about recovery
paid. For example, recently a group of doctors was and resiliency from you. It's a great way
denied claims it made because the doctors were charging for our movement to help shape the
patients for talk therapy. The patients were living way MCO employees think and act. 99

with advanced Alzheimer’s disorder and were unable
— Anthony Fox, CEO,

Tennessee Mental Health
Consumer Association

to communicate. As a family member, wouldn’t you
rather have that money spent on something that might
actually help your loved one? In another example, it
was discovered that an exceptionally high hospitalization
rate in one county was directly attributable to a provider who immediately hospitalized any mental health
consumer who came to him because he had a financial interest in the profitability of the hospital. Wouldn't

you rather avoid hospitalization if you did not really need it?

What is the Role of
Membership Services?

With managed care, every employer, group, or state has a different contract. Contracts may change from year
to year. Enrollees need someone to call with questions.

Managed care companies have a well-publicized toll-free phone number called Membership Services or
Customer Services. The larger plans can be phoned 24 hours a day, 7 days a week. This unit may pre-
authorize an evaluation and refer a member to a suitable medical provider in the group. Membership or

customer services:
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Can explain benefits. For mental health care, a plan may include limited numbers of hospital
days and outpatient therapy sessions a year.

Can tell a member what benefits he or she has already used. For example, if he or she has used
eight outpatient sessions, 12 sessions might remain.

Can negotiate. A member can ask: Is there flexibility? Can I substitute an alternative service
for inpatient days?

Collects complaints about providers. Based on complaints, the plan may make changes in the

services being provided, improve quality, or stop using a therapist or hospital.

What Are Grievance Procedures in Managed Care?

When asked to authorize care, the managed care company worker or case manager follows a set of guidelines.

The company should have published procedures describing an appeal or grievance process. For mental health

care, some contracts say that medical providers, not consumers/families, may appeal in a dispute. The appeal

process is often two layers, based on phone calls and a review of the member’s medical records. The therapist

asks for a review by a physician, and then perhaps another review by a second physician, both usually

employed by the managed care company.

The most consumer-sensitive contracts may establish a committee, including consumers/families and medical

providers, to examine areas of dispute and to advise the managed care company.

So What Is the Cycle within Managed Care?

AN

. Managed care organization (MCO) and employer group/government entity agree to a

contract which outlines the benefits and limitations of services for the population being

served. Medication management is often through a separate organization.

MCO seeks providers for a network based on the needs outlined in the employer contract.

Providers agree to a contract that sets the fees.

Consumers/families are referred to providers within the network.

Some services require authorization before access based on contract.

*  Consumers who are heavy users of services will be assigned a case manager, aka care
advocate, to help them access enriched services including community support.

Providers submit payment for the service using the federal codes and modifiers agreed to for

the services.

MCO reviews submission to ensure it is within the contracted services for each different

employer contract.

Checks are cut.

Quality and Compliance Audits are done.
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KEY TAKE AWAY POINTS

1. The MCO process works as follows:
* Providers are credentialed.
* Agreements are signed.
» Services are provided.
* Claims are submitted and paid, based on negotiated rates.
* Quality monitoring is ongoing.
» Consumer and provider satisfaction is tracked and trended.

2. The “sweet spots” for managed care include increasing wellness/recovery and decreasing
unnecessary utilization / hospitalization in a cost-effective manner based on hard data
and research.
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3. Becoming Part of a Network; Services

Managed care organizations are constantly looking for behavioral health services that promote recovery

and resilience. These are known as best practice or evidence-based practice through a formal evaluation and
rendered by a consumer and/or family run organization. Especially interesting are services that are innovative,
decrease unnecessary inpatient psychiatric hospitalizations and increase HEDIS! scores. In many states Peer

Support and Family Support Services have been recognized as a best practice or evidence-based practice and

billable through Medicaid dollars.

To help you understand the types of services currently being rendered and billed for the adult population (or
redefined to serve children & youth), here are examples and descriptions of current programs/services that

have been contracted with consumer and/or family run organizations:

* Dsychiatric Rehabilitation (PR): PR is typically provided in a way to look at a person’s
strengths and build on those to aid in the development of coping skills and strategies that
help/support the consumer to become as independent as possible. PR promotes recovery/
resilience and community integration. These services are individualized and person-centered

to help the person develop life goals based on their choice.

* DPeer Support/Drop-in Center (PSC): PSC is usually consumer-run and provides a supportive
and non-judgmental environment. There are usually an array of educational/social programs
provided by the PSC, some of which could be billable (WRAP, BRIDGES, Daily Living
Skills). Many of the social activities (parties, art classes, social outings) are not billable through

Medicaid dollars.

¢ Certified Peer Support: Peer Support (PS) is provided by persons who have been diagnosed
with a behavioral health disorder at some point in their life. The “lived experiences” is what
makes this service successful. PS, to be billable, must be provided by a consumer who has been
certified by the state in which they work as meeting all of the specific requirements mandated
through their governmental agency (in Tennessee, it is the Department of Mental Health).
There are several words that have been used to define PS; teach, model, mentor and coach are
most common. PS services can assist someone in the development of a recovery plan, teach
how to use and navigate the mental health system, provide education on many topics related

to behavioral health or living within the community and talking with your doctor.

* Bridger/PeerLINK Programs: These services typically begin while someone is in an inpatient
psychiatric hospital. The person providing this service is a Peer Specialist (PS) and he or she
begins by developing a relationship with the consumer before the consumer is discharged,
including assisting the consumer with discharge planning. Once discharged the PS will stay in

touch with the consumer and provide support and education about navigating the system.

" The Healthcare Effectiveness Data and Information Set (HEDIS) is a tool used by more than 90 percent of America’s
health plans to measure performance on important dimensions of care and service.
Website: http://www.ncqa.org/tabid/59/Default.aspx
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Employment: Several employment programs that are contracted through managed care
companies are consumer and/or family agencies. The services provided are education and skill
building activities that will help a consumer to gain or maintain employment. Many times
employment services are provided through a psychiatric rehabilitation program but this is not

a requirement.

Housing: This service is very limited in connection with a consumer and/or family agency.
Typically, housing services for consumers/families are provided by mental health agencies.
Housing services should include education and support of consumers in gaining and
maintaining the level of housing that best meets
their needs and wants, whether it is supported
housing or home ownership. ¢ In the beginning, we started offering
one service. Now we offer several more
services and are always looking to add
complementary services that can be
appropriately provided by a peer
agency. Adding services at the right
time means more consumers and
families/kids have more access to the

kinds of services only peers can offer. b))

Respite: Peer Run Respite allows consumers/
families to take a break from the day-to-day
stressors when things begin to break down. Who
better to know and understand what’s needed
during a crisis than someone who has lived
experience. There are several consumer and/

or family crisis programs across the country:
http://buzz.freeshell.org/wlines/pdf/respite- _ Anthony Fox, CEO,

programs.pdf. This link provides locations and Ty g

information on a few of these programs. Consumer Association

Specialty Programs/Services: There are many

specialty programs “out there” that provide a needed benefit to consumers/families. Some are
trauma-informed groups, Double Trouble, BRIDGES, WRAP and IMR, just to name a few.
These services can complement existing mental health services by providing the additional
education and support needed for consumers/families to move beyond their illness and grow

in their recovery.

For children and youth there has recently been a push for more non-traditional services such
as Family Support Specialist Services (FSS) and Transitional Services (TS) targeting young
adults aging out of the children & youth behavioral health system.

Family Support Specialist (FSS) Services: This service is provided by a family member(s)
that has experience in navigating the mental health system and understands the many
challenges faced by families. The FSS has attended specialized training to enhance his or her
skills and knowledge of the mental health system and abilities to assist other families with

similar experiences.

Transition Support Provider (TSP) Services: TSP services target transitional age (18-26) young
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adults with a behavioral health diagnosis and assists them in navigating both the child-serving
and adult behavioral health systems. The provider of these services is an individual who has

similar lived experiences.

* WRAP for Children & Youth: Due to the success of Wellness Recovery Action Plan (WRAP)?
for adults, there is now one for children & youth. Mary Ellen Copeland, founder of the
Copeland Center and WRAP, is a consumer and family member.

Other services that could be of interest to managed care organizations are: family to family, family respite, and
children & youth respite.

The above lists are not exhaustive, but only meant to give you an idea of what could be available in your

community. Additionally, we would like to hear what you do, what has worked and proven to benefit recovery
and resilience.

KEY TAKE AWAY POINTS

1. Offer services including those that you uniquely can offer that build on your strengths.

2. Be creative about what you can package that shows an effect on adherence/recovery
outcomes/decreased hospitalization and a decreased use of other services where
unnecessary (ER visits, etc.).

2WRAP: In developing your own WRAP, you will identify the wellness tools that will most benefit you and will learn how to
use these tools when needed, every day or when you have particular feelings or experiences.
http://www.mentalhealthrecovery.com/aboutwrap.php

page 15



WORKSHEET

What Does Our Consumer/Family Run Service
Have to Offer a Managed Care Company?

1. Take a moment to jot down programs you already have or those you could easily
implement that would relate to any of the following managed care “sweet spots:”

A. Programs or services that decrease unnecessary hospitalization rates? What can stop
the revolving door for consumers who are in and out of hospitals and ERS?

B. What can increase HEDIS scores? (seven-day post hospitalization follow-up and
medication refill rates)?

C. What can engage and empower consumers in their own self-care?

D. What can promote natural supports and decrease isolation?

E. What can increase adherence?

F. What can increase wellness, especially with chronic comorbid conditions?

G. What can sustain wellness?

...continued on next page
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WORKSHEET (continued)

What Does Our Consumer/Family Run Service
Have to Offer a Managed Care Company?

2. What data do we have to support the effectiveness of any of the above programs?

3. What geographic area do we/can we serve?

4. What kind of credentialing do we have?

5. What quality indicators do we have?

6. What references can we use?

Our Best Pitch: (combine your strongest services, with your best data, in your strongest
geographic area, supported by any credentials you or your team have and any quality
indicators you may have along with a strong reference you may have that supports your pitch)
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4. Weighing the Pros and Cons of Becoming
Part of a Managed Care Network

There are a few basic questions to answer when considering becoming a part of a managed care network.

Does this fit with our mission?
Are we able to manage the administrative burden?

Do we have enough staff or can we manage growth in a slow reasonable way?

In these tough economic times, it may be tempting to just jump right into becoming a part of a managed care
network as a way to build a more consistent income stream, one that can be relied on from year to year and is
not based on variables of the state budget. However, it is extremely important to weigh the pros and cons of
this move and be sure you can meet the administrative burden and contracting expectations before starting.

It is also critical to analyze what kind of staffing you will need to meet the terms of any contract and what
level of payment will be needed to sustain that stafhing.

Does this Fit with Our Mission?

If your mission statement identifies your organization as an educational entity providing written materials

to consumers/families in one county, you need to think long and hard before contracting with an MCO

to provide peer services throughout entire states. You would be expanding your organization outside of its
mission. It may be okay to do that, but you need to make that decision in a deliberate manner and not simply

add a program or service because there may be funds available.

Your board will also want to consider the question raised in the introduction about whether partnering with
a managed care organization is in your best interests or not. Are you firmly committed to continuing your
advocacy role and can you maintain that position despite your concerns about funding? If not, you need to
reconsider. As a staff and as a board, you may wish to create lists of pros and cons as you consider whether or

not to make this kind of move. For example:

PROS CONS

Sustainable income Will this income source cast

Ability to advocate on the inside doubt on our independence?

Will have to overcome any fear
about maintaining our income
when advocating

Understanding more about the
company

Ability to help change the

system Need to add administrative staff
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Can We Manage the Administrative Burden?

Most family and consumer run organizations will need to look carefully at both their administrative support
staff capacity and their financial management capacity. Do you have enough administrative staff to be able
to provide a managed care company with the kinds of records and reports they will be seeking? Do you have
enough financial management staff available to be able to bill a managed care company for your work?

There are often very long lag times between delivering the service, billing for the service and receiving
payment for the service, so you will need to consider how to front load your investment on administrative
staff before receiving any reimbursement. You should prepare for a six month lag between billing and

payment in your considerations.

Do We Have Enough Staff
or Can We Manage Growth in a Slow Reasonable Way?

It’s not just administrative staff you need to consider. If you need to add staff to deliver a program; for
example, adding more peer/family specialists to handle a contract, you will need to consider how to pay for
those staff before receiving reimbursement for services. Some consumer and family groups have negotiated
contracts where they receive a lump sum at the beginning of a contract and then bill against that sum as a way
to manage the upfront costs. It is critical, however, that you not add staff before you are sure you can sustain
them, so start small and build staff based on demand rather than “hoping” demand will meet your increased

staffing.

When you contract with a managed care company,

many times you may essentially be a subcontractor to a CC our managed care contract sort of
Medicare/Medicaid program. Under these circumstances, ~ fell into our laps. We were able to

you must meet the obligations of the contract and, leverage our contract with an MCO to
depending on the manner and degree of noncompliance build services in a part of our state

with the terms of the contract, you risk violating we were unable to access previously,
applicable Medicare/Medicaid laws — a very serious but we had to be careful to grow slowly
problem that could possibly result in consequences and to have a contract that allowed
including heavy fines, jail time or closure of your a safety net as we hired new staff. b))

company. Many of us in the non-profit world have
— Anthony Fox, CEO,

Tennessee Mental Health
Consumer Association

allowed time frames to slip on projects or have wrongly
seen a contract as a “donation” rather than a deliverable
we are responsible for. Do not make this mistake in
considering whether to join a network. Your organization
will be held to the same standard as any other provider group, and no amount of arguing for leniency because
you are a non-profit run by consumers or family members will have any bearing at all when it comes to

deliverables in this kind of contract.

You may want to use the following checklist with the board to consider whether becoming a part of a

managed care network is a good choice for your organization.
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YES NO

Does our organization agree with the concept of increasing the use of
community-based services and, therefore, decreasing unnecessary
hospitalization?

Is our organization seeking ways to help break the cycle of the illnesses
and move to wellness?

Do we believe we will learn something that will help us advocate on
behalf of those we serve by being a part of a managed care network?

Can we commit to remain advocates despite being a part of an MCO
network?

Can we see ways our organization can help an MCO learn to be more
recovery and resiliency oriented by being a part of a network?

Do we have a program or service that would help decrease
unnecessary utilization, increase adherence and/or increase outcomes?

Is there research we can point to that supports the benefit of services
we have to offer?

Do we have enough administrative staff to handle the paperwork?

Do we have enough financial staff to manage the billing?

Do we have reserves enough to sustain us before receiving reimbursement?

Do we have sufficient staff to manage the contract without adding staff?

Can we guarantee enough business to make adding staff an economically
sound decision to make?

Can we meet the terms of the contract within the time frames specified?

Are our computer systems secure enough to handle the privacy
requirements?

When taking into consideration the costs of new administrative finance and/
or program staff along with any upgrades needed to equipment, will we
still have a return on our investment based on the predicted referral volume?

Totals

KEY TAKE AWAY POINTS

1. Do not rush into a contract; be very clear what the return on your investment will be and
what it will take to sustain your organization over time.

2. Add staff slowly — do not “hope” that demand will be great enough to balance the cost
of new staff; go slowly enough to ensure that any staff additions will be covered by
additional business.
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5. What Managed Care Companies Look for when
Considering whether and how to Add a
Consumer/Family Run Organization to the Network?

Introduction

Before considering the specifics of what managed care companies look for when considering whether,

and how, to add a consumer/family run organization to the network, it is important to acknowledge that

the benefits of hiring consumers/families as providers exist on multiple levels. There is the benefit to the
recipients of services, benefit to the consumer-provider themselves, and ultimately the benefit to the managed

care system of care.

Benefits to the consumers/families receiving services:

* Consumers/families can benefit from the mental health systems knowledge of consumer-
providers, and their experience in navigating the system.

* Typically, consumers/families have an easier time engaging with consumer-providers because
they are “street smart,” and have experienced similar life courses.

* Consumers/families may see consumer-providers as role models because of their success with
employment, education and independent living, which is a powerful way to instill hope.

* Consumers/families benefit from the consumer-provider’s personal experience with use of

medications, coping strategies and lessons learned in recovery.

Benefits to consumer/family-provider:
* Empowers the consumer/family-provider by increasing his or her sense of value and
self worth.

* Offers the consumer/family-provider an opportunity for self-growth and development.

Benefits to managed care system of care

* Consumer/family-provider can educate and heighten staff awareness and sensitivity to
struggles faced by consumers/families.

* They add a different perspective, and bring understanding and diversity to the organization.

* Increases the likelihood that the consumer voice is integrated in planning, evaluation and
delivery of services.

* Consumer/family providers may help to fill a gap in service delivery, especially for the severely
mentally ill.

* Transform the system by helping providers see the treatment process from a different vantage
point.

e Offer innovative and creative alternatives or enrichment to traditional services.
What do Managed Care Organizations Look for?

In general, three key factors that guide managed care organizations in decisions related to network

participation are:
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1. assuring high quality services that are also compliant with state and federal regulatory
requirements;

2. assuring services achieve positive, measurable results; and

3. supporting the principle of health care affordability, which results in a cost-effective approach

to services.

Managed care organizations have an obligation to their customers, whether that is publicly funded programs,
such as Medicaid/Medicare or health plans, or private health plans, to make sure that services are cost-

effective, of high quality, and meet any regulatory requirements.

Each state Medicaid program has specific regulations that guide the qualifications to perform each type of
service. For example, typically only independently licensed providers (psychiatrists, nurses with behavioral
health experience and training, licensed masters level social workers or counselors) can perform traditional
outpatient services. However, depending on the state, non-licensed individuals are also able to perform
services. These services might include peer support services, psychosocial rehabilitation and case management.
If you are unsure about which services are covered, the network management, provider relations, and/or
credentialing staff within the managed care agency are good resources to help identify the services which

consumer and/or family-run organizations can provide.

Managed care organizations are expected to demonstrate measurable and positive outcomes for consumers/
families. While challenging to measure behavioral health outcomes, many measures are used to monitor what
are deemed best practices. For example, one such behavioral quality measure is assuring that a consumer

has a follow-up appointment within seven days of inpatient discharge. Peer Bridger programs have been
utilized to help bridge the gap between psychiatric hospitals and the community for many consumers/
families. Organizations that can provide data or assist in helping a managed care organization meet important

performance measures will be most likely to be recruited for network participation

Managed care organizations are continuously seeking opportunities to provide the best quality of care in the
least restrictive setting, and assuring that care is cost-effective for the managed care customer. Consumer and
family run programs typically can provide high value and effectiveness at a lower cost. For example, many
family-run organizations offer targeted case management, which offers more face-to-face interaction than
traditional outpatient methods which can be costly. Consumer and family run organizations facilitate social
networking and provide social support through arranging activities, home visits and social interactions in a
less formal setting, which engages the consumer at a lower level of care without sacrificing the quality of the

services provided.

What are some of the factors that might compel an MCO to recruit and contract with a peer or family run

organization?

1. Client/customer expectation — Many states across the country are including requirements
for covering peer support as a distinct service in Medicaid programs. In response, managed
care organizations are having dialogues with their customers about this, and including the

provisions of these services in Requests for Proposals (RFPs).
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2. Managed care company’s orientation and philosophy — Managed care organizations have
adopted the recovery and resiliency philosophy as the basis for much of the service delivery to
persons with mental illness. Consumer-providers are utilized to teach social and coping skills

essential to increasing resiliency and providing a model of recovery.
How do MCOs Engage Consumers/Families in the Contracting Process?

Regulations regarding the use of consumer-providers vary from state to state. Additionally, quality standards
for contracting with consumers/families must be defined in collaboration with the managed care organization

and regulatory entities.
The typical steps in managed care contracting with providers are:

1. Confirm network need. Managed care organizations continuously evaluate whether a
sufficient service array exists for its members. This includes looking at measures such as the
number of providers by type (e.g., psychiatrist,

psychologist, inpatient settings, etc.) for the ¢ aeed e and Siate Ledlisald

number of consumers/families served. While . .
looks at new, innovative programs that

the standard analysis should include evaluation
of peer support groups and services that family

and/or consumer-run organizations provide,

are best or evidenced-based programs,
or programs that are well-known with
a high rate of success. One of the new

it might be valuable to establish direct contact SEEETE T sl e e b S0 T e

a peer in recovery to a peer with higher
incidents of hospitalization for a period
of time. We built on our unique skill -
peer to peer support; and their unique
need — to lower hospitalization rates;
and created something that could

help consumers who were trapped

in a revolving door of hospitalization.

It was a win win program. b))

with the regional provider relations or network
manager to discuss current needs and what
your organization has to offer. Establishing this
relationship can go a long way in helping to
support and expedite the recruitment process.

. Complete application and paperwork necessary
to participate. Most organizations have a
credentialing application that provides both the
criteria for network participation and supports
— Anthony Fox, CEO,
Tennessee Mental Health
Consumer Association

the data collection process necessary to complete
credentialing, contracting and data loading to
support referrals and claims payment. Managed
care organizations must successfully select and
retain qualified health care providers who will provide quality services to consumers/families.
This process of selection and retention is known as credentialing. It is the process of review
and verification of the information of a health care provider who is interested in participating

with the managed care organization.
. Credentialing is organized by provider type and level of care (outpatient, psychosocial rehab
services, Intensive outpatient, day treatment, case management), with specific criteria for each

provider type or level of care. The MCO’s provider relations specialist or network manager
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can provide details on the criteria or where to locate (e.g., website) if this isnt supplied in the
application packet. If your organization isn't accredited by a national health care accreditation
body (such as Joint Commission or CARF), be prepared to participate in an on-site
environmental review to confirm safety and compliance with privacy requirements defined by
HIPAA, including proper handling of protected health information (PHI).

4. Participate (as feasible) in the contract negotiation process. In some instances, the
reimbursement fees are negotiable. Typically the managed care organization will provide a fee
schedule with the application. If not, request one and confirm whether the rate is negotiable.
Compare the reimbursement rate with your operating costs to help determine whether the

arrangement will meet your financial needs.

5. Maintain copies of all of your paperwork (application, signed or executed contract) and
confirm with the managed care organization that your information has been loaded into the
information system to support referrals and claims payment. Typically the managed care
organization will send you a welcome letter, a copy of your signed and executed contract and
other information related to requirements (e.g., provider handbook, websites that provide

additional information, etc.).

6. Participate in any provider information forums or training. Typically, managed care
organizations conduct training (either face-to-face, web-based and/or teleconferences) to
explain requirements and offer assistance (e.g., information on claims submissions, toll-free

customer service lines, pre—authorization requirements, etc.).

What if I'm not Approved for Participation by the
Managed Care Organization?

Contact the managed care organization to determine the rationale. It could be that licensure requirements
are not met or the organization hasn't yet considered creative vehicles to incorporate peer or family support
programs. Be prepared to identify the measurable and valuable service your organization can offer (e.g.,

support MCO in meeting required performance measures).

KEY TAKE AWAY POINTS

1. Position your services as unique and able to increase positive outcomes.

2. Be prepared to track outcomes and show quality in what you do.

3. Work collaboratively with MCO network staff to identify network needs that you can
uniquely fill.

4. Complete necessary paperwork with attention to detail and in a timely manner.

5. Follow up, fix what was missing and try again; be persistent.

page 24



6 Things Consumer/Family Providers Need to Have
in Place to be able to Work with a Managed Care Company

Managed care organizations must successfully select and retain qualified health care providers who will
provide quality services to their members. When considering adding consumer/family run organizations (and
any other provider agency/organization) to the network, there must be a standard process in place for review
and verification of information. The following information must be reviewed and verified for approval to join

the MCQ’s network:

* The agency must have completed an application

to join the network, and received an acceptance
letter

Maintain a list of current location(s) and hours
of operation, including after-hours coverage

Copy of certification/licensures

¢ The first thing you need is to have
a strong management structure and
buy-in from your board, staff, and
members. You responsibilities and
workload will definitely increase;

you must be able to understand

* Copy of General and Professional Liability, processes and be willing to change. 99
Proof of Insurance

* Tax ID or Social Security #

* Medicaid #

* Copy of curriculum vitae or work history

— Anthony Fox, CEO,
Tennessee Mental Health
Consumer Association

(explanation of any gaps)

* Background check (summary of any convictions or alleged crimes)

* List of references

*  Must possess resources to ensure the delivery of quality care in an appropriate and timely
manner, including but not limited to an office, with reasonable furnishings, place for locked
clinical records, phone, fax, computer, Internet access

* Must participate in ongoing training to increase knowledge and skill working with consumers/
families. Training may include, but not be limited to, such areas as setting limits, orientation

to treatment indicators, case management, code of ethics, and HIPAA laws.

KEY TAKE AWAY POINTS

1. Start the process to receive your Medicaid/Medicare number immediately.

2. Insure you have addressed each item on the list above and that you have the paperwork
that verifies each item.
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7 How Consumer/Family Providers Get Paid

Consumer/Family Providers will be paid based on negotiated rates, included in their Provider Agreements.
Claims must be submitted, typically, on a standard CMS 1500, with the appropriate CPT codes and or the
appropriate CMS health care common procedure coding. Review your contract to identify timely filing
requirements (e.g., submission of claims must be made within 12 months of the date of service).

Due to the unique nature of consumer and/or family run services some MCOs also allow alternative billing
procedures (e.g., invoice billing). An invoice would typically include date of service, description of service,
location of service, and identifying information for the consumer. Check with the MCO on the billing

requirements.

Most organizations also offer a “direct deposit” alternative such as electronic funds transfer (EFT) or

electronic payment system (EPS).

Questions that Need to be

Addressed to Confirm Payment is
Accurate and Timely: expand as we develop new services,

having this flexibility allows us to
avoid large wait times to negotiate
new contracts for each new service. b))

¢ We have a single contract that we

1. What are the established service limits for this
type of service? Is there a need to modify this

in any way? (For example, case management — Anthony Fox, CEO

might be limited to four 15-minute sessions e ese el et

per day/week) Consumer Association

2. Is pre-authorization required? For example, if
the consumer is moving and requires services
that extend beyond the typical billing hours, would pre-authorization be required?
3. What coordination of benefits issues are there? Some consumers/families may have Medicare

coverage that will need to be coordinated to make sure that primary and secondary issues are

addressed.

KEY TAKE AWAY POINTS

1. Clarify payment terms as you develop the contract.

2. Do not be afraid to ask for what you need, but do not be surprised if there are tight limits
to what can and cannot be negotiated.
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8 Tips for Success Should You Decide
to Join a Managed Care Network

Here are a few ideas that may help you if you do decide to become a part of a managed care network:

1. Not every organization has the interest in this work. For some it may be something they

consider “down the road” as they grow. Use this check list to consider if your organization has

the necessary components and capacity to partner with managed care organizations.

We have a program in mind that can reduce hospitalization or
increase adherence and recovery.

YES

NO

We have experience implementing the program we have in mind.

We have data available that show the effectiveness of the kind of
program we are interested in offering.

We have a stable executive leadership team who have been in position
for a while.

We have people on our team who are flexible and can handle change.

We have a strong financial system that has been routinely audited for
several years.

We have the capacity for increasing work levels with little start-up time.

We have several months operating expenses available to us in reserves
so we can “wait out” the start-up delay in payment.

We have a good computer system(s)/database that has a strong
security system.

Our leadership team is able to work collaboratively and creatively to
find solutions that are mutually beneficial.

We have enough staff to expand our services or the capacity to add the
right staff very quickly.

We are patient and persistent in the face of obstacles.

We are able to build a business plan and make decisions using that
business plan — including walking away if it does not appear that
our model will be self sustaining.

Our leadership team has the capacity to problem solve, plan and
implement the program with minimal support from the managed
care company staff.

TOTAL
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. Contract for part-time back office support (billing, finance, claims) through an agreement

with a local provider’s office, a local non-profit or even an independent service that several

groups in your area buy into.

. Negotiate start-up fees in a contract by asking
for a lump sum at the beginning and then bill
against that lump sum for a period of time.

This can give you some operating capital while
you wait for payment to be processed through

the system.

. Consider starting with a six- to 12-month trial/
pilot program with a company to allow both
you and the managed care company to “work
the bugs out” of a program before going into a

full blown contract.

. Start up slow. If you are going to start a Peer or
Family Bridge Program, start with the volume
you can handle without adding any more staff.
If all you can handle at first are 20 consumers

(¢ It's important to be patient and
persistent. It is not simply setting up
these services and developing programs.
MCO Staff are not used to working with
consumer/family organizations; it takes
some time for us to figure each other
out. Our organization was not used to
working with a managed care organ-
ization; they needed to be patient with us
and us with them as we learned terms
and procedures. Allow a lot of time and
try to be kind as you figure things out. b))

— Anthony Fox, CEO,
Tennessee Mental Health
Consumer Association

or families, then start that way and add staff only as the demand increases to the point that

you can sustain additional staff.

. Pay attention to your own customer service. If you have a great program, but people feel

devalued when they call you or cannot get help when they need it, you are not succeeding.

You need the same kinds of systems in place within your organization that any other customer

service company would have to have a system to answer phones, track calls and make sure

messages are not lost and are answered quickly; a paperwork or data system where you can

locate records and answer questions easily; a system that deals with emergencies and help

people get assistance after hours.

. Add additional managed care companies. Most markets will have many different companies

offering different “products” to different audiences in your area. One or more groups may

have contracts with the state, other groups may have an AARP contract, a large employer

contract, or they may subcontract on a large VA project. So start with one company and

as you become confident, begin talking with other managed care companies to build your

business. Provider groups accept many different kinds of insurance, why shouldn’t you?

. Build relationships with providers. One of the keys to success is having providers feel

comfortable with what you offer so they recommend your service or at least do not scare

consumers and family members away from using your services. Create relationships with the

local provider groups, offer seminars at statewide provider meetings. Go in and do in-service

training for staff at facilities. One of the greatest barriers we have faced in implementing
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peer run services in our network is provider resistance, so it is important that you prepare in
advance and educate providers in a professional, data and research based way about what you
will be doing and how it will help them serve the consumers/families they feel responsible for.

9. Make sure call center staff are trained about your services, so they refer effectively in managed
care companies. Managed care staff (case managers, care advocates, care support specialists)
are some of the people who refer consumers and families to services. Make sure you are
working with the call center and other staff so they understand what you are offering and
they can easily identify when your service is the right one. Often a company will have a
formal “evaluation of care” document that guides when each service is to be used. Have a
conversation with the various staff to make sure the service you offer is written into the level
of care document. This way staff feel confident in making the referral. Offer to go in and do
formal training of staff about what you have to offer. Be sure that this training incorporates
information about what you offer and the research that backs up why your program will help
consumers and family members. Another barrier faced in some managed care companies has
been the lack of understanding about the service by staff. If they are not prepared for the
addition of this service, they will not refer members to the service, and the consumer or family

run service will not be paid.

KEY TAKE AWAY POINTS

1. Be creative and collaborative in how you meet your administrative needs.

2. Spend time building provider awareness and understanding of what you will be offering so
you do not fail because of their resistance to your involvement.

3. Make very sure that you have done enough training with care advocate/call center staff so
they understand what you offer, when to refer consumers/families to you and have
confidence in what you are doing, or they will not send consumers/families to your service.
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9. Beginning the Process

There are many things that need to happen BEFORE the process of contracting with a MCO (Managed Care
Organization) begins. First, you need to develop a clear and detailed description of the services your agency is
willing to provide. Some of the questions that will need to be addressed in your description are:

1. List the service(s) your organization is willing to provide and include: city and county to be

served, your organization’s experience and any outcome data available.

2. List type of license your organization has and if additional license will need to be obtained

(this information should be available from your local managed care company or department

of licensure).

3. Provide a detailed description of the service(s) and how it relates to recovery and resilience

principles and practices. In this section you will include the days/hours of operation, staff to

consumer ratio, and age group to be served.

4. Describe the anticipated length of stay for individuals utilizing this service and the number of

individuals you plan to serve within a year.

5. Identify where you propose referrals to come from and your marketing strategy to inform

those sources about the service once established.

The above questions are the starting point of the
contracting process. Once you have the description in
place with pertinent information, you can contact the
managed care company to inform them of your interest.
For OptumHealth call 1-800-690-1606 and request to
speak with Provider Relations. As you begin the dialogue
with any managed care company (MCC), you should
begin working on other tasks such as your EIN, NPI
number, Medicaid number, etc. Additional clarifications

for these are below:

EIN: Your organization should have an Employer
Identification Number (EIN), also know as a tax
number or Federal Tax ID Number. If not, you will
need to obtain this in order to get the other numbers
needed below. More information can be obtained at the
following website: http://www.irs.gov/businesses/small/
article/0,,id=98350,00.html

NPI: The purpose of the National Provider Identifier
(NPI) is to uniquely identify a health care provider in

(¢ Probably the hardest part of setting
our organization up within a managed
care company was obtaining license,
and all the appropriate documentation
(Medicaid number, NPI, etc.) Some
applications had to be completed several
times. There could be no mistakes or
we had to submit a new form. Any
unanswered questions or incomplete
parts meant you had to start the entire
process again within a 15-30 day
timeframe. Imagine what would have
happened if we got a Cola or coffee
stain on the form! You just have to

be persistent and allow a lot of time. b))

— Anthony Fox, CEO,
Tennessee Mental Health
Consumer Association

transactions, such as health care claims. NPIs may also be used to identify health care providers in internal

files to link proprietary provider identification numbers and other information, in coordination of benefits

between health plans, in patient medical record systems, in program integrity files, and in other ways. HIPAA
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requires that covered entities (e.g., health plans, health care clearinghouses, and those health care providers
who transmit any health information in electronic form in connection with a transaction for which the

Secretary of Health and Human Services has adopted a standard) use NPIs in standard transactions by the
compliance dates. For additional information please visit this website: https://nppes.cms.hhs.gov/NPPES/

StaticForward.do?forward=static.npistart

Medicare/Medicaid Number: You may need to obtain a Medicaid and/or Medicare ID number before
contracting with a MCC. Before you can apply for this number, you will have to have your NPI number.
The following website will help you to understand more about Medicare and Medicaid and apply for your

number: http://www.cms.hhs.gov/home/medicaid.asp

The above can be vary daunting but don't give up! Remember, you can contact the Provider Relations staff

and/or Contracting staff to help provide clear direction.

Once you've completed the above (or during the process), another need is insurance, both professional
liability and general liability. Required coverage for outpatient services is $1,000,000/$3,000,000 for
professional liability and $1,000,000/$1,000,000 for general liability. Please contact the managed care
organization and your insurance carrier for additional information.

Other things to remember are to provide any research/outcome data to back up your claim of having a
beneficial service. If you do not have research on your specific service, you can show how your service relates
to another program that does have research available. For example, you may not have research on a family
based Peer Bridger program, but there is research available on an adult consumer Peer Bridger program. Use
the available data and show how your program relates and how you might be able to predict outcomes based

on the available research.

Do you or your staff have a ‘specialty’ or specific area of focus? What and how much experience do you have?

And supply any other information you believe will support your request.

KEY TAKE AWAY POINTS

1. Think through what you have to offer.

2. Getting through the start-up paperwork can be very time consuming so start early and
follow through.

3. Outcome and research data are important! Please include in your proposal.
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Checklist to Establish Services

NEED YES NO NEED YES NO
National Provider ID# Insurance (professional

(as appropriate) liability)

Medicare/Medicaid Proposal describing

Number services offered

Appropriate license for Application/Contracting

service provided Document

Information to Include on Service(s) Proposal

1. Describe the population you intend to serve and staff you would envision needing in order to
establish integrated health care services that would address individuals’ clinical needs. Detail
evidence of need for this service in the health services delivery system for the area(s) you

propose to serve.

2. Explain your organization’s experience and current strategy for linking members to services

that are deemed necessary for them, but not provided by your organization.
3. Describe your organization’s plan to coordinate care.

4. If applicable, describe your organization’s plan to include the member’s family/social supports

in service and discharge planning with the member’s permission.

5. Explain your proposed staffing plan, including staff qualifications, resumes for identified
personnel, and job descriptions based on the number of staff you envision needing to employ/

reallocate to render these proposed integrated health care services.

6. If you are a behavioral health care provider, describe your organization’s proposed plan for
addressing emergency medical situations. If you are a medical care provider, describe your

organization’s proposed plan for addressing behavioral health crisis situations.

7. Provide your organization’s proposed admission, continuation of stay, and discharge
criteria for the proposed integrated health care services, including any assessment tools and
information that will be utilized to determine if admission and continuation of services is

appropriate.

8. Explain how care will be individualized, wellness and member-focused to meet the needs of
each individual and how services will be rendered in a culturally competent manner, including
services for individuals with limited English proficiency and deaf or hard-of-hearing.

9. Explain what you envision your start-up time frame would be to begin rendering health care

services once contracted.
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10 Conclusion

Managed care organizations are beginning to understand the value of having peer and family run services

as a part of their network of providers. The key to success in becoming a part of a network is to illustrate

with hard data how what you can uniquely offer will increase consumer wellness, decrease unnecessary

hospitalization, increase adherence, decrease remission.
There are several federal forms you must complete in
advance that provide you with numbers that managed
care companies will need prior to contracting with you.
You should weigh the pros and cons of working with a
managed care company carefully before signing up. You
will be liable for the timely fulfillment of your contract
just like any other provider, and the penalties for not

doing so are quite serious.

Adding consumer and family services to the networks

of managed care companies offers new services to
consumers, children, youth and families in the system
offering more choices leading to recovery. It also provides
sustainable income for these groups that is not dependant
of the whims of state financing or individual donations.
But most importantly, it also helps transform the way
care is delivered in the U.S. by offering alternatives and
enhanced services that help support the recovery of the

consumer and families being served.

Good luck on your journey.
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¢ Most state systems beat at their own
pace. You have to be patient because
most state Medicaid systems are not
mental health recovery driven, they
traditionally promote compliance. It is
important to understand that even
though peer support seems to be

what most people want to do it is not
something they have to do. Be willing
to be flexible; try to take care of yourself
and your staff. The ‘end’ result is very
rewarding, but there is lots of pain and
struggle along the way. The future

of the entire mental health system

may well ride on this opportunity

and our ability to make change in

an old system that is sluggish and

with limited successes. | want to be
able to look at the mental health system
in ten years and say, ‘Man, things are
better, maybe we finally got it right.’ b))

— Anthony Fox, CEO,
Tennessee Mental Health
Consumer Association



A. Worksheet to help you determine what you offer that could be funded through a managed care company

B. Worksheet: Are We Ready to Do this?
C. Worksheet: Evaluating the Pros and Cons
D. Worksheet: Steps We Need to Take Moving Forward

E. List by State of the Guidelines/Qualifications for Working as a Consumer or Family Specialist
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Appendix A

WORKSHEET

What Does Our Consumer Run Service
Have to Offer a Managed Care Company?

1. Take a moment to jot down programs you already have or those you could easily
implement that would relate to any of the following managed care “sweet spots:”

A. Programs or services that decrease unnecessary hospitalization rates? What can stop
the revolving door for consumers who are in and out of hospitals and ERS?

B. What can increase HEDIS scores? (seven-day post hospitalization follow-up and
medication refill rates)?

C. What can engage and empower consumers in their own self-care?

D. What can promote natural supports and decrease isolation?

E. What can increase adherence?

F. What can increase wellness, especially with chronic comorbid conditions?

G. What can sustain wellness?

...continued on next page
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WORKSHEET (continued)

What Does Our Consumer Run Service
Have to Offer a Managed Care Company?

2. What data do we have to support the effectiveness of any of the above programs?

3. What geographic area do we/can we serve?

4. What kind of credentialing do we have?

5. What quality indicators do we have?

6. What references can we use?

Our Best Pitch: (combine your strongest services, with your best data, in your strongest
geographic area, supported by any credentials you or your team have and any quality
indicators you may have along with a strong reference you may have that supports your pitch)
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Appendix B

WORKSHEET:

Are We Ready To Do This?

We have a program in mind that can reduce hospitalization or
increase adherence and recovery.

We have experience implementing the program we have in mind.

We have data available that shows the effectiveness of the kind of
program we are interested in offering.

We have a stable executive leadership team who have been in position
for a while.

We have people on our team who are flexible and can handle change.

We have a strong financial system that has been routinely audited for
several years.

We have the capacity for increasing work levels with little start-up time.

We have several months operating expenses available to us in reserves
so we can “wait out” the start-up delay in payment.

We have a good computer system(s)/database that has a strong
security system.

Our leadership team is able to work collaboratively and creatively to
find solutions that are mutually beneficial.

We have enough staff to expand our services or the capacity to add the
right staff very quickly.

We are patient and persistent in the face of obstacles.

We are able to build a business plan and make decisions using that
business plan - including walking away if it does not appear that
our model will be self sustaining.

Our leadership team has the capacity to problem solve, plan and
implement the program with minimal support from the managed
care company staff.

TOTAL
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Appendix C

You may wish to use this with your board as you begin to consider whether to move forward.

WORKSHEET:

Evaluating the Pros and Cons

Does our organization agree with the concept of increasing the use
of community-based services and, therefore, decreasing unnecessary
hospitalization?

Is our organization seeking ways to help break the cycle of the
illnesses and move to wellness?

Do we believe we will learn something that will help us advocate on
behalf of those we serve by being a part of a managed care network?

Can we commit to remain advocates despite being a part of an
MCO network?

Can we see ways our organization can help an MCO learn to be more
recovery and resiliency oriented by being a part of a network?

Do we have a program or service that would help decrease unnecessary
utilization, increase adherence and/or increase outcomes?

Is there research we can point to that support, the benefit of services
we have to offer?

Do we have enough administrative staff to handle the paperwork?

Do we have enough financial staff to manage the billing?

Do we have reserves enough to sustain us before receiving
reimbursement?

Do we have sufficient staff to manage the contract without
adding staff?

Can we guarantee enough business to make adding staff an
economically sound decision to make?

Can we meet the terms of the contract within the time
frames specified?

Are our computer systems secure enough to handle the
privacy requirements?

When taking into consideration the costs of new administrative
finance and/or program staff along with any upgrades needed

to equipment, will we still have a return on our investment based
on the predicted referral volume?

Totals
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Appendix D

WORKSHEET:

Steps We Need to Take Moving Forward

TODO DONE

Outline a specific service you have to offer, create a business case.

Discuss the concept with your board.

Connect with network staff from an MCO and begin discussion.

Apply for your EIN.

Apply for your national provider ID #.

Apply for your Medicare/Medicaid number.

Research any licensing requirements for the service you are seeking
to offer within your state.

Research costs for insurance.

Calculate staffing needs.

Calculate start-up costs.

After discussion with network staff, create a more formal proposal.

Double check that the service you would be offering fits clearly
within the mission of your organization.

Clarify billing and documentation processes with MCO.

Clarify security and confidentiality needs and processes.

Agree on scope of work.

Finalize contract.

Hire staff.

Create and implement documentation and billing processes.

Educate MCO call center staff so referrals run smoothly.

Ensure providers know about the service.
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