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MVACO Care Model

ÅTaking 3 entities and creating one care model
–GLFHC, LGH, NHP
–Breaking down silos –single point of contact on the care teams for patient and CPs
–Decreasing duplicative work
–Forming integrated teams
‐Members from all 3 entities, including:
–Nurse and social worker care managers
–Clinical pharmacists
–Behavioral Health clinicians from NHP Beacon Health
–Community Health Workers
–Population Health Managers
–Primary Care Clinicians
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Community Partners

ÅMy Care Family will also be contracting with Community Partners (CPs):

–CPs are entities experienced with care coordination and care management of 
individuals with significant behavioral and social health challenges, as well as 
those who require complex, long-term services and support (LTSS). 

–For these members, ACOs/MCOs are expected to work together to jointly address 
the patient’s care needs.

–My Care Family will provide care management, and the CPs services will conduct 
comprehensive assessments, create member-centered treatment plans, and 
perform outreach and engagement, and more. 

–We're looking forward to implementing the CPs in July, and continuing to                                
address the total health needs of our members in new ways.
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Who does what?

ÅBehavioral Health Community Partners (BH CP)
–Limited number of slots available for the patients with Serious Mental Illness (SMI)
–BH CP has primary responsibility for care management (leads the care team)
‐Not necessarily providing the mental health care services, but coordinating
‐First outreach to patient within 60 days
‐ACO responsible for those SMI patients who qualify but do not get a CP slot

ÅLong Term Social Services Community Partners (LTSS CP)
–Limited number of slots available
–ACO has primary responsibility for care management (leads the care team)

ÅACOs/MCOs and CPs are expected to collaborate on care coordination and care 
management including the PCP or PCP Designee
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Key aspects of connected care

ÅWho are the patients??
–MassHealthmaking CP assignments for patients for the first 2 quarters (7/1 and 10/1)
–ACO/MCO may refer up to 20 patients
–Starting 1/1/2019, ACO or MCO assigns patients to CPs from EOHHS identified patients
–Not all patients who qualify for BH CP assignments will get a slot (not enough BH CP slots)
–ACO responsible for care management of all patients

ÅAccess to Data
–Combining data from claims, EMRs, hospital, Patient Ping, etc.
–Create a mutually agreed upon exchange of information
–Process if patient wants to transfer to another BHCP

ÅCommunication 
–Design a system of closed loop communication
–Secure texting/emailing, data sharing, interdisciplinary work
–Single point of contact for the CPs and the patient –someone who speaks their language
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Example of specifics to discuss ACO/CP

ÅProcess and turn around time expectations for notifications/communications

–Patient wants to transfer to a different BH CP

–Moves out of service area

–Loses MassHealtheligibility

–Changes ACO/MCOs

–Has had no contact with BHCP for six months 

–Incidents of gross misconduct by either the enrollee or provider warrant 
immediate transfer of enrollee to new BHCP

–Care Coordination and communication between CP, Care Teams, and PCP 



9

Example: Care Coordination Information 
Exchange
ÅACO/MCO # 

ÅACO/MCO Primary Contact name, phone, fax, email 

ÅMCO Primary Contact name, phone, fax, email

Å Identified person at ACO/MCO or in Enrollee’s PCP’s practice to whom BHCP Care Coordinator should reach out to for assistance with 
outreach to Assigned Enrollees

ÅOther known or recent address 

ÅPCP Fax and Email

ÅPCP Designee

Å Last PCP visit date 

ÅNext scheduled PCP visit date 

Å Is the Enrollee's PCP new to him/her

ÅACO/MCO Complex care manager, if applicable 

ÅCCM Manager phone

ÅEmergency contact information- name, phone, email, address 

ÅGuardianship information- name, phone, email, address
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ACO/MCO/PCP requirements

ÅTransitional Care Management

ÅMedication Reconciliation (performed by the PCP)

ÅInitiating referrals for Medically Necessary specialty care (performed by the PCP)

ÅReviewing and signing the patient’s Person-Centered Treatment Plan or Care Plan 
(performed by the PCP) –Care Plan to be completed within 4 calendar months

ÅMeet with CPs quarterly
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Challenges

ÅAdministrative:
–Receiving/sharing accurate patient assignments in a timely, actionable manner

ÅInformation Sharing
–Substance Use Disorder
–Care plan review and approval by PCP –process for making this possible

ÅPatient Engagement
–Many patients on our roster have never seen our PCPs
–Some patients we see regularly were not on our roster

ÅPerformance Measurement
–Developing key metrics to monitor cost and quality to be able to course correct quickly 

enough within the performance year
–Quality metrics: care plans within 90 days, # days CP patients do not utilize acute/post-

acute services




