COALITION OF BEHAVORIAL HEALTH AGENCIES

Considerations when Trying to Budget Clinic Treatment Income

May 5, 2011 9:00 AM- 12:00 Noon & 1:30PM-4:00PM
Inventory of Budget Initiatives Related to Clinic Restructuring FY 2011-12 and Beyond

· SAGE Spending and Government Efficiency Commission—The Commission was established by Executive Order and had its first formal meeting on April 25.  It has a series of report dates in 2011 and therefore actions for the most part are not reflected in the FY 2011-12 State Budget and are therefore less immediate in its impact that other items in the inventory. See the Coalition Briefs dated March 11 for a summary of the SAGE Commission and the Coalition’s efforts to advocate for positive recommendations:   “The SAGE Commission is organized in 3 tiers:  Government appointees (SAGE Commissioners), agency Commissioners and work groups of high level State officials.  There is one work group set up to examine the function of OMH, OASAS, OPWDD, SOFA and DOH, and it is being chaired by Bruce Feig of OMH.  There are several possible outcomes that could emerge from this process, such as the creation of a secretariat to coordinate the direction of policy and programs across certain agencies, and the alignment or merger of functions/agencies where there is major overlap.  These arrangements could include an amalgamation of “back office” functions such as IT, legal, or the consolidation of regulatory functions like compliance and quality assurance.  A questionnaire was circulated to gather stakeholder recommendation, which The Coalition has distributed to members.”  There is also a February 18, 2011 letter from Commissioner Hogan to Advocates and Stakeholders describing the work of the Commission, outlining the “guiding principles” and inviting input.  The Coalition also reported in its April 27 Briefs the following, “….includes the creation of a secretariat to coordinate policies and programs across the health/behavioral health agencies, or the amalgamation of back office functions such as IT, legal, regulatory compliance and quality assurance. The Commission will meet again in mid-May with a goal to develop an initial reorganization plan by June.  Final recommendations are due to the Governor by November.”
· Mandate Relief Redesign Team—The Governor established the Mandate Relief Redesign Team to focus on mandate relief (“unfunded mandates” in particular) with a preliminary Report March 1, 2011 with quarterly updates and a final Report March 31, 2012.  Some of the recommendations included in the preliminary report include:
1. Eliminate the July 1, 2013 sunset date of the SED Professions Waiver, applicable to DMH licensed, operated and funded facilities.  It is estimated the cost avoidance to affected programs operated/sponsored by DMH agencies would be $289 million (gross) , including $67 State Operations.

2. Convert OMH Aid to Localities from “net deficit financing” to service based and/or pay-for-performance grant.  No saving estimate is made in the Preliminary Report.
3. Change and simplify the Consolidated Fiscal Report (CFR) and procedures.  No savings estimate is made in the preliminary report.

4. Establish Medicaid eligibility for residents about to be discharged from a broad array of State and county IMD’s. Suspension rather than Termination of Medicaid Eligibility in IMDs.  Savings not determined.  This proposal was adopted in the FY 2011-12 state budget.
5. Eliminate “prior authorization” for all Medicaid claims for OMH licensed ambulatory services.  Savings not determined.

· Medicaid Resign Team-A final MRT report was submitted February 24, 2011 and where required the implementation language was included in the Governor’s 30 day amendments to the budget.  The budget was adopted April 1, 2011 so the descriptions here include the final result of the MRT report, the 30 Day Amendments and the changes made in the adopted budget.

1. MRT 26-Behavorial Health Clinics visit threshold controls, effective date 4/4/11.  See Coalition April 7, 2011 Briefs for a description: “The MRT proposed thresholds for OMH for annual visits over 30 to be reimbursed at a 25% discount, and 50 at a 50% discount.  On the OASAS side, the thresholds were set at 65 and 85.  After this proposal was released, The Coalition sought language changes in the bill to allow OMH and OASAS some leeway in protecting high need populations.  While the exact changes put forward did not make it into the final bill, the Legislature did make some helpful revisions.  OMH and OASAS are authorized to waive utilization thresholds for patients “enrolled in specific treatment programs.”  The language also states that annualized reductions for Article 31 clinics shall not be more than  $10,900,000. and $13,250,000 for Article 32 clinics (the original language said not less than). Visit thresholds may be established on a provider-specific or patient-specific basis.  OASAS officials have confirmed that they plan to implement thresholds at the provider level, based on averages.  This will allow for better flexibility rather than limiting services per individual.  A formal policy is expected to be released soon.  At this moment, we believe that OASAS will not exempt specific populations.  With regard to OMH policy, we are still working with them to verify which populations will be exempt from utilization thresholds.”
2. MRT 93-Implement Regional Behavioral Health Organizations.  Again see The Coalition April 7, 2011 Briefs:  “…the FY 2011-12 Budget…included language to establish behavioral health organizations (BHOs).  According to the BHO provisions stated in the law, OMH and OASAS in consultation with DOH, jointly authorized to designate regional BHOs to provide administration and management of behavioral health services.  However, the legislation also authorizes the BHO to oversee prior approval, coordinating and utilization of behavioral health services.  These added provisions are broader and potentially more troubling than what was originally proposed by the MRT.  The Coalition is in the process of….learning more about how the BHO will be implemented…New York City will be eligible to establish a limited number of specialized managed care plans and/or integrated physical and behavioral health provider systems no later than April 1, 2013.  Under these plans, providers would be paid on a capitated rate basis or other managed care payment methodologies to manage, coordinate and pay for behavioral and medical services.” Thus, while the MRT early proposals relating to “carve in” (MRT 91,96) were not in the final MRT recommendations or the adopted budget the language approved for BHOs appears to provide for some level of managed behavioral care beyond what was understood to be the original plan
3. Other MRT actions included in the adopted State budget for FY 2011-12, such as MRT 70 and 89 (Health Homes) may be important to providers either in the clinic or other related programs; many other MRT recommendations relate to other parts of the system such as hospitals, long term care and others.
· NYS FY 2011-12 Adopted Budget-most of the budget actions related to clinics have been covered in the comments above. Specifically the MRTs reviewed above were incorporated into the budget via the 30 day amendment process.  The SAGE and Mandate Relief Team work is ongoing and will be monitored for future budget actions.  The adopted budget accepted the executive proposal to defer the Human Services COLA.  One change added during the adoption process was that clarification of the language that the 2% Medicaid rate cut does not apply to agencies funded through OMH.  

· NYC Executive Budget-May, 2011-not released in time for May 5 sessions.
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