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Finger Lakes & Southern Tier Behavioral Health Collaborative 
Pay- For -Performance Pilot Proposal to Improve Outcomes for Excellus Members 

May 10, 2019 
 
  

Background: 
The Finger Lakes and Southern Tier Behavioral Health Care Collaborative (FLST BHCC) is a network created 
about one year ago with the vision of developing a service delivery system that significantly improves 
quality of care for those served through true integration across the continuum of services. FLST BHCC 
covers twelve counties including: Cayuga, Chemung, Livingston, Monroe, Ontario, Seneca, Steuben, 
Wayne, Yates, Tioga, Schuyler and Broome 
 
Those agencies involved as network providers include: Baden Street Settlement of Rochester Inc.; Finger 
Lakes Area Counseling and Recovery Agency (FLACRA), Council on Alcohol & Substance Abuse of 
Livingston County/Trinity of Chemung County; Endeavor Health Services; Lakeview Health Services; 
Mental Health Association of Monroe County; Wayne ARC; Cayuga Counseling Services; Pathways, Inc.; 
Rochester Rehabilitation; Syracuse Behavioral Health; Arbor Housing and Development; DePaul 
Community Services; Delphi Drug and Alcohol Council; Family Service Society of Chemung County; East 
House; Council On Addiction Recovery Services; Capabilities; and Compeer West. 
 
FLST BHCC has developed a PSYCKES Performance Dashboard that will drive our practice improvement 
work moving forward. Based upon our review of the dashboard, we have found opportunities to improve 
impact exist in areas that are of mutual importance to both FLST BHCC and Excellus. In follow up to a 
series of meetings between the two parties, we have been asked to develop a proposal that will improve 
continuity of care and engagement of Excellus members in services that will improve outcomes and 
reduce utilization of expensive services, as well as provide an opportunity for the FLST BHCC providers to 
practice skills of working together in a pay-for -performances environment. 
 
Population of Focus: 
The FLST BHCC providers will  focus on Excellus Medicaid Managed  enrollees receiving behavioral 
health services through one or more of the network providers who are experiencing gaps in essential 
services.  Specifically,  FLST BHCC proposes that the network focus on improving continuity of care for 
those enrollees  identified as struggling in one of more of the following care areas: 

• Excellus members not having been seen by a Medical Provider within the last 12 months 

• Although eligible for Health Home Services, members, not currently enrolled and receiving 
Health Home Care Management Services 

• Excellus members hospitalized due to mental illness, substance abuse, or medical concerns who 
are in need of follow-up treatment. 

• Members requiring follow up support after being seen in an Emergency Department issues 
related to mental illness or alcohol and other drug abuse. 

 
Very likely, many of these individuals will be HARP enrollees who have not been successful in engaging 
with the health care delivery system, resulting in lack of continuity of care and excessive use of expensive 
services such as inpatient and Emergency Department services. Characteristics common in the population 
of focus include: chronic physical conditions, frequent utilization of acute services, and intensive 
behavioral health needs. As related to their Medicaid status, this population meets the poverty criteria 
and may have transportation issues and other barriers to care.      



2 
 

 
With the assistance of PSYCKES data, FLST BHCC estimates that the network agencies have delivered a 
Behavioral Health service to approximately 12,000 Excellus enrollees in the last twelve months.  
 
The individuals of focus for this pilot will be identified in three ways: 

• Client engagement lists provided by Excellus identifying those enrollees having received services 
from one the FLST BHCC network providers that have not been seen by a PCP in twelve months 
and/or who are eligible for Health Home Care Management services, but not enrolled.  

• Individuals identified in the PSYCKES Dashboard as not having been successful in securing services 
linked to the areas of focus. 

• Alerts provided to the network by the RHIO for those Excellus enrollees supported by our 
providers that are recently admitted to an inpatient program or being seen in the ED 

 
Outcomes to be Impacted: 
Through the work of the FLST BHCC Network, Excellus will see a measurable improvement in the 
following metrics for their Medicaid population as measured by PSYCKES, or another data source. 

• Increase the percentage of clients that have seen a medical provider last 12 months  

• Increase the percentage of eligible clients enrolled in Health Home services   

• Reduce the percentage of Emergency Department services utilized by Excellus enrollees 

• Reduce the percentage of inpatient medical or behavioral health services utilized by Excellus 
enrollees     

 
Client Engagement Approach to be Used by the BHCC: 
The FLST BHCC network has developed practice strategies that will be used to address the gaps listed 
above. These activities include: 

• A team of Outreach and Engagement Specialists (OES) would first seek to obtain current contact 
information and send a friendly and welcoming letter to the client, explaining the role of the 
OES and seeking to establish rapport. 

• The OES follows up the letter with a call or with direct outreach to the client’s home. Current 
practice is for one or two OES staff to go on this first appointment outreach with the client. 

• The OES works to quickly assist the client in overcoming barriers to treatment, such as 
transportation, links to day care, or ensuring benefits are in place.   

• Assist client with renewing the relationship that already exists between the Excellus enrollee 
and behavioral health professionals they have seen previously  

• Support provided based upon the individualized goals of the enrollee and would include: 
o Taking the time to understand the immediate needs of the enrollees (such as food, child 

care, housing, etc.) and work to meet those needs prior to engaging the enrollee in a 
conversation about other licensed services that might be of benefit. 

o Navigating the local Department of Human Services to ensure that all benefits are in 

place. 

o Developing strategies to improve attendance at mental health, substance use and 

medical appointments, including attending initial appointments with the enrollee 

o Developing and completing a thorough review of the enrollee’s crisis plan    

o Work together to develop peer goals that reflect what makes the enrollee’s life 

meaningful 

o Consistently promoting the value of having a PCP as well as a Health Home. 

o Promoting and developing wellness activities 



3 
 

o Linking the client to community and social supports to reduce social isolation 

o Listening and sharing lived experiences as appropriate  

o Modeling strategies and behaviors that will promote ongoing and successful 

engagement in the health care delivery system 

o Modeling behaviors for having a good life within the context of the illness. 

• Orient the Outreach and Engagement Specialists to person-centered practices, including 
Motivational Interviewing, trauma-informed care, and culturally competent relationships.  

• Immediate clinical support is available to all OES staff during the hours of operation. 

• Provide ongoing coaching, problem solving sessions and supervision to the Outreach and 
Engagement Specialists. 

 
Obtaining Feedback from Clients that are Frequently in Emergency Departments 
An additional feature of this pilot project involves the use of the “Minute Survey” approach to gather 
feedback from clients who are identified on the PSYCKES “Frequent ED” lists. The Outreach and 
Engagement Specialists will administer a brief “ED Survey” to clients and the results of these surveys will 
be summarized and reported back to Excellus as part of this project. The ED Survey uses five questions 
based on a 5-point Likert scale from “Strongly Disagree” to “Strongly Agree” to obtain the client’s view    
of the reason for the ED visit.  
 
Both the quantitative data related to the Likert scale questions and the qualitative data related to the 
open-ended questions will be summarized and reported back to Excellus on a quarterly basis. 
 
Similar Projects Currently Underway  
Work  currently underway by the FLST BHCC network members demonstrates the effectiveness of this 
approach. Specifically: 

• The FLST BHCC Health Engagement Project began in early 2019 and is funded by the Finger 
Lakes Performing Provider System (FLPPS). This project focuses on employing Outreach and 
Engagement Specialists (OES) to provide clients with the person-centered and trauma-informed 
services and supports needed to improve their health outcomes. Working in partnership with 
the Health Homes of Upstate New York (HHUNY) Care Management system, the OES staff work 
with clients that have chronic health conditions or frequently use acute services to link them 
with the supports they need.  Clients are identified through a Statewide data base and the OES 
staff help clients overcome barriers to treatment by addressing needs related to transportation, 
system navigation, links to Medical, and access to community-based supports. The Health 
Engagement Project currently has over 14 Outreach and Engagement Specialists working with 
our network of agencies and is showing very positive results for the clients working with our 
team: 

o Since completion of the orientation and training of the Outreach and Engagement 
Specialists on 3/28/19, the Rochester-based team of alone has identified 230 clients 
that meet project indicators related to their use of acute services, need for medical 
follow through, or need for assistance with linking to treatment.  

o As an example of effective outreach, the program has assisted 29 clients with follow 
through for their diabetes care, and has engaged 10 clients that frequently use ERs with 
outpatient treatment.     

• CASA Trinity has redesigned their practice to assure timely follow up when one of their clients 

goes to an Emergency Department. Specially they utilize an on-call system that dispatches a case 

manager/peer to the ED .  Their role is to create a therapeutic alliance with the client and stay 



4 
 

with them through all transitions of care, focused on successful engagement with  case 

management and/or treatment.   Once engaged, a “hub and spoke” model is used to transition 

the client to the agencies that would best address the need for treatment as well as essential 

needs tied to social determinants of health.  The impact of this program is described below:  

o For the month of December 2018, 51 patients were seen for opioid withdrawal and 
seeking MAT therapy in the ED 

o Of the 51 clients, 43 were successfully transitioned to the peer manager on the same 
day or next business (84% success rate) 

o Of those 51 patients, 39 met the criteria and were given buprenorphine (76% of total) 

▪ Of the 39 given MAT,  28 were admitted to CASA for more than 90 days 

▪ Of those 28 patients who have been retained in treatment for more than 90 

days, 14 are still engaged  (50% of total) 

• CASA Trinity is also involved in the Pennsylvania Opioid Use Center of Excellence.  From 2017 to 

2018, CASA Trinity saw the following changes: 

o 150% increase in clients engaged with an Opioid Use Disorder seen per month 

o 100% increase in relevant activity codes per client per month. 

• With financial support from OASAS, in June 2017 FLACRA opened a Center of Treatment 

Innovation (COTI) mobile response clinic and services. This mobile response team, with 24-hour 

capacity,  specifically serves individuals with immediate access or crisis needs surrounding 

Opioid use disorders and other substance use disorders.  COTI is designed to offer treatment 

and services consisting of community mobile licensed trained mental health professionals, 

addiction treatment professionals, Care Managers, and a large Peer and Family Navigation 

service.  The Peer model continues to serve as the largest successful model for the outreach and 

engagement activity for this program.  The impact of this initiative is described below: 

o 3183 individuals were served in all capacities across the Finger Lakes Region in 2018.  

Out of the total served, 970 individuals were engaged and admitted into formal 

treatment.   

o COTI began formally tracking referrals from local hospitals, law enforcement and court 

systems for individuals diverted from a more restrictive setting in September 2018. 

During this eight-month period, FLACRA received 40 such referrals.   

 
Impact of Engagement and Outreach:  
The therapeutic benefit to the Excellus client population will result from linking them to the following 
types of programs and services:   

• Enrollees linking to Peer-based supports instead of hospital and emergency rooms 

• Encouraging the active engagement in their own self-directed treatment plan, including 
Wellness Recover Action Plans (WRAP) and crisis management 

• Participants improved follow through with medical supports and services. 

• Active involvement in treatment and support groups. 

• Improving quality of life: 
o Increase natural support system 
o Engagement in social networks and supports 
o Assisting in preparing for work and meaningful volunteer experiences 
o Higher level of satisfaction with the service delivery system because the service 

recipients are better informed. 
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• Promoting better health for the whole person: 
o Providing the client with basic information about chronic health conditions and 

encouraging them to be consistent in addressing medical needs  
o Promoting better emotional health which has a direct impact on the individual’s physical 

health. 

• Offers support in moving towards recovery: 
o Reducing social isolation 
o Providing hope and a sense of hopefulness 

 
Steps in the Process to Identify Enrollees, Document Impact of Outreach, and Communicate with 
Excellus:  

• Permissions will be put in place for Excellus to provide Engagement Lists for that identify clients 
that would benefit from outreach services. Network agencies will focus outreach and 
engagement efforts on the clients identified on these lists.  

• FLST will also utilize the PSYCKES data base to identify clients in need, including: 
o PSYCKES reports noting clients that frequently use ED and Inpatient services 
o PSYCKES reports on clients that have not had a medical appointment in the past year 

• previously. 

• All outreach and engagement efforts will be documented in tracking files and all face-to-face 
outreach efforts will be documented in Client Encounter files.  

• As medical appointments are secured and attended, lists would be updated accordingly 

• As client enrolls in Health Home Care Management, the lists would be updated. 

• When RHIO alerts are received, the enrollees name would be added to the Specialist’s list.  
o For these individuals, a very timely follow up would take place to assure that follow up 

outpatient services are being scheduled and that the importance of attending the 
appointment is discussed.  

o The Specialist would also attend the first appointment (and second?) with the enrollee. 
o Engagement Lists would be updated accordingly. 

• Once the connection to PCP and/or Health Home has been accomplished, the Outreach and 
Engagement Specialist will continue to check in with the Excellus enrollee for up to three 
months, (or until the end of the contract period) to assist in addressing new challenges that may 
develop.  

 
 
Reporting Strategy and Frequency: 
Excellus will be provided with monthly progress reports on the pilot’s implementation and status 
relative to the use of CQI processes.  
Excellus will be provided with quarterly data reports that include the following detail:    

• The percentage of clients that have seen a medical provider last 12 months and status relative 
to pilot targets 

• The percentage of eligible clients enrolled in Health Home services and status relative to pilot 
targets 

• The percentage of Emergency Department services utilized by Excellus enrollees and status 
relative to pilot targets 

• The percentage of inpatient medical or behavioral health services utilized by Excellus enrollees 
and status relative to pilot targets 
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Pilot Term: 
Beginning in July 1, 2019, we would ask that the pilot continue for 12 months in order for Excellus to 
fully benefit for the practices to be put in place to address the gaps in service . 
 
Proposed Financial Arrangement:  
We propose that the reimbursement for the Pilot has two components. An infrastructure payment for 
the outreach and engagement services and a performance incentive for achievement of targeted 
objectives: 

• The infrastructure payment recognizes the ongoing costs for the outreach and engagement 
specialists and the systems they use. The infrastructure payment of $800,000 would be paid in 
four quarterly installments at the beginning of each quarter.  

• The performance incentive creates an incentive and risk structure for active coordination, 
collaboration, and innovation by the network providers for the delivery of behavioral health 
and community-based services. The performance incentive will be a maximum of $350,000 and 
a minimum of $0 based on the outcomes achieved for the defined objectives, paid six months 
after the end of the pilot term to recognize the effects of data run-out.  

 
The performance incentive will be structured in the following tiers: 
 
Definitions:  

• An attributed life is a person with one or more encounters with an FLST BHCC network member 
during the twelve-month term of the contract, who was enrolled with Excellus for at least three 
months during the term and whose first encounter with an FLST network member occurred by 
the end of the third quarter of the contract term. 

• Base performance is measured on the outcomes for attributed lives for the twelve months 
preceding the contract term. 

 
Increase in the percentage of attributed lives with a PCP Linkage during the twelve-month term: 

<1% $0 

1-3% Receive additional $5,000 

>3%-5% Receive additional $7,500 

>5%-8% Receive additional $10,000 

>8-10% Receive total $25,000 

 
 
Increase in the percentage of Health Home enrollment    

<1% $0 

1-3% Receive additional $5,000 

>3%-5% Receive additional $7,500 

>5%-8% Receive additional $10,000 

>8-10% Receive total $25,000 
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Reduction in the Emergency Department Admission per attributed member per year for admissions with 
a Principal Diagnosis for Behavioral Health (where the patient is not admitted to an Inpatient setting) 

<1% $0 

1-3% Receive additional $25,000 

>3%-5% Receive additional $25,000 

>5%-8% Receive additional $25,000 

>=8% Receive total $100,000 

 
 
Reduction in the Inpatient Admissions per attributed member per year for admissions with a Principal 
Diagnosis for Behavioral Health: 

<1% $0 

1-3% Receive additional $50,000 

>3%-5% Receive additional $50,000 

>5%-8% Receive additional $50,000 

>8% Receive total $200,000 

 
 
Key Agreement Elements: 

• The contract will be between Excellus and FLACRA, the lead agency for the BHCC. The network is 
creating an IPA, but the IPA will not be ready to function as the contracting entity for the 
network this summer.  

• FLACRA would be responsible for paying each network provider based upon linkages created. 

• Excellus would make an advance payment to FLACRA in the amount of $200,000 (25% of 
infrastructure budget)  once the contract is signed. These funds would be used to hire Outreach 
and Engagement  Specialists. The compensation for the first series of linkages achieved would 
be used to offset the advance payment. 

 
 

  
 
 
 
 

                        
 


