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THE COORDINATED CARE PROGRAM

KEY POLICY ISSUES

June 2011

The Medicaid reform law adopted by the Illinois General Assembly in 2011, P.A. 96-1501, mandates that 50 percent of all Illinois Medicaid recipients be in coordinated care by January 1, 2015. (Relevant language from this law is attached to this document.) While outlining a general sense of direction for the Medicaid program, the legislation leaves key operational issues to be determined by the Department of Healthcare and Family Services. This paper helps identify some of the issues and seeks public and stakeholder advice on how to implement coordinated care in Illinois. 


Initially we are inviting stakeholders to provide written comment in response to the following specific policy questions. Subsequently, we will hold public hearings to discuss the responses, focusing particularly on those areas where there is no consensus. 


Please note that "Medicaid" is used in this document to apply to all State comprehensive medical health programs, including the Children's Health Insurance Program and certain related state-funded programs, as enumerated in the legislation. 


Please submit your comments electronically to hfs.webmaster@illinois.gov no later than close of business, July 1. All comments will be posted on the Coordinated Care tab on the HFS website. We will subsequently announce hearings during the summer.

Although the legislation requires at least 50% of all clients to be enrolled in coordination care by January 1, 2015, there are two important realities that will shape implementation of this policy: and are useful to set the context for the issues in this paper: 


• About 45% of our current enrollees live in Chicago, another 14% live in Kane, DuPage, Lake and Will counties, and another 10% in a handful of downstate urban counties. The remaining 30% of our clients are scattered over 87 rural counties. While we believe everyone should have coordinated care, it will be difficult to offer the same delivery systems in the 87 rural counties that we offer in the more densely populated areas. Therefore, it will be practical to focus initially on the higher density areas – possibly enrolling materially more than 50% of the clients in these areas to meet the 50% statewide target. 


• The Department will begin enrolling newly eligible Medicaid clients under the Affordable Care Act in the fall of 2013. This means we will have to establish coordinated delivery systems in place prior to the fall of 2013. 


Below are the specific questions on which we are seeking comments. Comments do not need to address all questions, but as much as possible, all comments should respond to specific questions. Since many of the issues are interconnected, there may be multiple ways of arranging responses. Issues for comment are organized as follows: 


• How comprehensive must coordinated care be? 


• What should be appropriate measures for health care outcomes and evidence-based practices? 


• To what extent should electronic information capabilities be required? 


• What are the risk-based payment arrangements that should be included in care coordination? 


• What structural characteristics should be required for new models of coordinated care? 


• What should be the requirements for client assignment? 


• How should consumer rights and continuity of care be protected? 


• What is your organization’s preliminary anticipation of how it might participate in coordinated care? 


1. How comprehensive must coordinated care be? 

The legislation is clear that to meet the definition of coordinated care, an entity must provide or arrange for the “majority of care”, including a patient-centered medical home with a primary care physician, referrals from the primary care physician, diagnostic and treatment services, behavioral health services, inpatient and outpatient hospital services, and when appropriate, rehabilitation and long-term care services. The law also requires arrangements where the State pays for performance related to health care outcomes, the use of evidence-based practices, the use of electronic medical records, and the appropriate exchange of health information electronically. 


This comprehensive definition does not contemplate coordinated care coverage for specific diseases, such as management of asthma or diabetes. It does not preclude, however, organizations that offer comprehensive services or care management tailored to people with specific diseases or conditions working with other entities serving a broader population. In addition, medical homes will be required components of coordinated care, but by themselves will not be sufficient to meet the requirement for accepting responsibility over all services. 


Coordinated care in Illinois is contemplated to include a wider range of potential arrangements than traditional, fully capitated managed care. Coordinated care entities could be organized by hospitals, physician groups, FQHCs or social service organizations. While the Department would like to test these new models, we need to determine the current level of interest and capacity to offer these comprehensive, risk-based services through the Medicaid Program. 


Questions for Comment 

a) Do you think that coordinated care should require contracts with specific entities that arrange care for the entire range of services available to a client via Medicaid, across multiple settings and providers? Are there any alternatives you would recommend for consideration? 

Contracts can outline clear, legal standards, obligations and role definition for providers who act in the role of care coordinators. Contracts provide protection for both the contractor & contractee and are typical in the behavioral health provider’s experience in the private and public sector.

b) Must all of these elements be required in any entity accepting a contract, or just some elements? Might these change over time, i.e. start with a base set of requirements and gradually increase over time? 

From the behavioral health perspective, all 6 elements should be required to attain the “whole-person” approach outlined in CMS guidance for Health Homes. Behavioral health providers have extensive experience is service provision of all 6 elements and bring those skills to relationships with health care providers, who may not have approached treatment in the same way. 

A staged approach is appropriate for many of the requirements required by the ACA to attain healthcare reforms, particularly EHR operations and Outcomes reporting, which have more technical complications to launch. Care coordination as a service to Medicaid enrollee is the most attainable and has the most immediate impact, so should be rolled out as a whole package. 


c) Medical homes are generally considered the hub for coordinated care. How should the existence of a "medical home" be operationalized? Would existence of a medical home require NCQA certification? Would all primary care physicians be required to be in practices that meet these requirements? What requirements are essential for every practice? Presumably it would be possible to increase requirements over time. What progression would make most sense? 

First, clarity on the differences between HFS’ vision for a Medical Home vs. a Health Home is going to be important for behavioral health providers. Those terms reflect different services/obligations and agencies need clarity in order to make informed decisions about applying to serve as a Health Home. Agencies will need to evaluate the impact for agency licensing, accreditation, insurance, other contracts, and site modifications, to name just a few operational impacts. 

Standardized reporting of quality measures can bring benefits for agencies to implement: it avoids the time investment of tracking down applicable measures and determining whether the measure will meet requirements, it brings some assurances that outcomes are meeting the needs of HFS, it provides for benchmarking, etc. However, behavioral health providers are currently accredited by a variety of national accrediting  organizations (CARF, JCAHO, COA, etc) that best match their service delivery and may not meet the needs of quality measures for a Health Home. NCQA certification would be an additional layer on top of agency efforts to maintain current accreditation standards, many of whom have just passed re-certification that will not expire for a few years. Requiring NCQA certification, while it is a good practice standard, is not a good idea at this time. Adding another layer or level of certification is too much for behavioral health providers, does not take into account the behavioral health practice types, and goes against recent state efforts to reduce the administrative burden that providers currently bear.


A staged or grandfathering approach would make operationalizing the health home model more attractive to providers in both the medical and behavioral health arenas. Quality measures independent of certification would be best, at least until national accrediting bodies update certification standards to be inclusive of healthcare reforms. If requirement increase over time, clearly defined timetables with adequate allowances for agencies to review options, make decisions, and implement changes is necessary. These changes cannot be implemented quickly, even with electronic capability. IT systems will need to be configured, electronic upload to HFS or an HFS authorized agent and the provider’s information system will need to be tested and proven. Also, downloads of summary/detailed reports of agency performance has not historically been available from state departments for agency use in monitoring the quality of services. Isolated, web-based data entry is duplicative, wasteful, and costly for an agency and should be avoided. Technical assistance would also be key to maximizing success.


d) How explicit should requirements be about how an entity achieves coordinated care? For instance, should the care coordination entity be required to assign an integrator or care coordinator to each enrollee? 

Standards are important for clients to receive a quality service approach and for HFS to “get what it pays for.” That being said, there should also be levels of coordinated care, reimbursed at different rates, to accommodate the variances in client/patient need and reflecting the “person-centered” approach. Caseload sizes and coordinated care approaches can be provided along a continuum of need and should be adaptable over time, to accommodate health declines and health improvements.

For example, a lower level of Care Coordination over the phone with a nurse/care manager may be sufficient for patients needing appointment reminders, wellness checks, resource identification, brief symptom consultation, and minor medication consultation. This could occur efficiently through the care-manager-of-the-day approach. At a higher level of care, home visits, meeting face-to-face during doctor’s appointments, medical consultation, and assertive health education is appropriate for persons with multiple conditions or at higher levels of risk. The higher level of care would be more effective with an assigned care manager who would have longer-term relationships and knowledge of the patient, the patient’s family & supports, and treatment response.

e) Where, if at all, should HFS provide some kind of umbrella coverage for entities, e.g. negotiate a master pharmaceutical contract that would be available to all coordinated care entities? 

Lowering costs through HFS preferred providers would be helpful in facilitating client/care coordination linkages to resources. Pharmaceutical coverage, transportation providers, durable goods, diagnostic laboratories are examples of client-related services that HFS could oversee. 

Most importantly, HFS should provide a technical assistance team to agencies to facilitate electronic exchange of information. Priority areas would include: 


· access to claim data after care coordination services are implemented; 


· electronic authorizations, billing, and EOBs (including reasons for denied claims); 


· electronic upload/download of quality measures; access to provider-locator registries;


· medication prescription databases to flag poly-pharmacy issues & drug-seeking behaviors,


· on-line clearinghouse of technical assistance or training materials, such a preferred care-coordination models, quality measures, satisfaction surveys, etc 


Each electronic exchange is a cost to providers and is highly dependent on HFS’ or a department’s/ division’s ability to send, receive, and summarize data in a meaningful way. Prioritizing these exchanges would be a great help to providers, know that as they move to electronic capacity, the state is capable and will provide technical assistance to achieve exchange.

f) What incentives could be offered to enlist a wide range of providers, in key service areas, to join coordinated care networks? 


While not necessarily incentives, the following is a list of issues requiring correction for providers to retain their interest in serving as a Medicaid provider: Higher reimbursement rates that cover costs; Medicaid rule changes to create a single rule that encompass the full service package for medical and behavioral health service needs; create reduced documentation standards for brief assessment & intervention within the rule; prompt payment.


Incentives: rates that increase with risk/intensity of need; rates that reward prompt engagement of referrals; achieving electronic capability; achieving meaningful use; performance payments for meeting quality standards. 


2. What should be appropriate measures for health care outcomes and evidence-based practices? 

The law requires payment based on outcomes and use of evidence-based practice. How should this be operationalized? There is an emerging body of research and analysis on outcomes and evidence-based practice. Presumably the State will establish a set of measures and standards and create incentives relative to those measures. The difficulty will be balancing the number of measures that could possibly go into defining high quality care with the need to keep the incentive packages administratively manageable. Whatever measures are used should be chosen from nationally accepted measures (e.g. HEDIS, CMS Quality Measures, etc.). 


Questions for Comment 

a) What are the most important quality measures that should be considered? 

HFS could look at the body of work completed in state Medicaid pilots for integrated care around the country. These pilots have produced a lot of lessons-learned that can make Illinois’ transition much easier. Quality measures continue to emerge, so HFS should look to standards considered by CMS, DHHS, HRSA, SAMHSA, IOM and NCQA, and for National Outcomes Measures. Since CMS and SAMHSA are charged with helping states develop their plan amendments, these two sources should provide adequate advice on quality measures. 


b) Is there one set of measures that should be applied to all coordinated care or might there be different measures for different kinds of clients--for instance, children versus adults or disabled versus non-disabled? 

Different measures for adults and children are critical, as they are different biologically, emotionally, and intellectually. Variances in medical and behavioral health diseases/conditions will also not be captured in a uniform measure. However, simplified quality measures would be appreciated, as providers cannot manage tracking of complex structures of data tools to achieve expectations. Already, standard measures that can capture the essential elements of care coordination and the triple aim of reform will need to come from different sources, and quality will need definition (timeliness does not necessarily equate to person-centered care). Some data will need to come from service data, others from cost analysis, and still others will need to come from consumer satisfaction responses.  

HFS might consider variable measures for different client populations with some foundational measures that cover all care coordination cases. For example, the problems or barriers facing those with mental illness may not be the same as those with COPD. 


c) How should the Department think about client risk adjustment in order to level the playing field as providers deal with patients across a wide range of situations? 


Many patients will not change health behaviors quickly, nor will complex, chronic, or acute diseases respond easily to treatment interventions. Quality measures will need to accommodate those degrees of complexity via incremental improvements in vitals, weight, lab measures, etc. Measures should also include behavioral improvements known to lower risk factors (engagement in health-improvement activities like diet modification, smoking cessation, increasing exercise/activity level, reducing stress, etc.) This is standard practice in private insurers offering Wellness plans.  If providers document enrollment in health promotion activities, known to eventually lower health risks, this can level the playing field for more difficult conditions.

d) What kind of guidance is available concerning the number of measures that would make sense, especially since coordinated care covers a broad spectrum of care? 


Many state pilots have used claim data to show the usage patterns and costs improvements. This is the clearest and cleanest data that can demonstrate impact of care coordination services. Data should show that some services go up (pharmacy data, office visits, care management encounters) while other should go down (poly-pharmacy, multiple prescribers, emergency/crisis contacts, inpatient care, duplicative lab testing & diagnostic data).


e) What percentage of total payment should be specifically tied to quality measures? 


We will be able to estimate the percentage as we begin to understand more of the covered services and are able to gather outcomes data, which are anticipated to be more sound toward the end of the second year of care coordination services.

f) How can the Department most effectively work with other payors to adopt a coordinated set of quality measures so that providers would have a clear set of measures toward which to work? 

Some of the following might be helpful:


· Advocate with CMS for coordinated Medicare & Medicaid standards, 

· establish agreements with private insurers in the state to attain uniform measures, so that these will be continuity as clients move from one insurer to another.

g) How will we know when we have achieved care coordination, i.e. how should we measure success? 

HFS could work with the provider community to identify the appropriate period of time to allow for the provision of services aimed at achieving the identified outcomes, which over time will assist in reducing costs.


We are currently looking at the HRSA-SAMHSA Center for Integrated Health Solutions measures that are being used for grantees to indicate integration of care. These measures take time to show improvements in health conditions. Many of these indicators reflect the essence of care coordination and perhaps some of these measures could be used as the basis for Illinois’ model.

3. To what extent should electronic information capabilities be required? 

The state and federal governments are strongly committed to the concept that all medical practice in the 21st century needs to operate in the context of an electronic health record that, in some degree, is connected to all other providers. But that is not the current situation. Even the progress taking place and anticipated in response to the incentive payments created by ARRA will not result in universal electronic coverage and information exchange in the near term. Accordingly, it would be unrealistic to require these capabilities initially, even though we expect material progress from the current situation by 2013. 


Questions for Comment 

a) What type of communication related to the clinical care of a Medicaid client should be required among providers until electronic medical records and health exchanges become ubiquitous? 

The following types of communication related to clinical care could be shared: diagnosis/problem list, lab results, and current medication list, which are all part of the Meaningful Use criteria. Those three pieces are crucial to almost all practices. 


b) Should the Department offer bonuses for investments in EHR systems, above the substantial incentives from ARRA? 

While these incentives are important, they occur much later than the EMR/EHR purchasing and implementation costs that providers may not be able to finance on their own.


Equitable use of incentives should be considered for the investment of an EHR. These should not in addition to ARRA incentives, but serve to balance out the lack of incentives for behavioral health providers who meet the Affordable Care Act’s eligibility for Health Home providers. Creating state incentives for medical entities that are already receiving federal incentives will only further prevent non-profit behavioral health providers from serving as a Health Home for the thousands of clients who use non-profits as a trusted provider of care.


Once electronic capacity is achieved, the higher reimbursement rates and penalties proposed for Medicaid/Medicare service reimbursement, under Meaningful Use standards, seem to be equitable to all providers. However, if behavioral health is excluded under service reimbursement incentives/penalties, then that, too, should have parity.

c) If additional incentives were going to be added for being electronically enabled, that would inevitably mean less reimbursement somewhere else. How important are incentives above and beyond the ARRA incentives to induce electronic connectivity? What trade-offs would be appropriate to support such incentives? (For instance, should the amount of money available for outcome incentives be reduced to increase these incentives? Or should there be a lower base rate with specific incentives for increasing connectivity?) 

Incentives are important and may mean the difference between a provider entering the electronic arena or not. However, incentives that are paid long after the large financial burden required to purchase an EHR is will not be an incentive to the provider, particularly as agencies must finance their operations without the large amounts of money currently owed to them by the state.


An earlier approach to incentives could be a means to manage provider costs for EMR/EHR implementation, with benchmarks established for incentive payments. A matching funds initiative could be included in the incentive package to verify provider participation in the EMR/EHR at the purchase stage or for implementing stages such as e-prescribing. Payment for performance is important, but could be delayed to make more money available up-front to enhance participation.

Base rates with incentives for connectivity is a good plan, but requires that both the sender & receiver have electronic capacity. Providers who have established the capacity for connectivity will be limited by a healthcare partner who has not. This should be considered in any incentives.

d) On what time frame should we expect all practices to be electronically enabled? How would we operationalize the requirements? Is tying them to the official "meaningful use" requirements sufficient? 


Timetables should vary based on incentives, meaning that if a provider has received an incentive, it would follow that they have been given an advantage to reach electronic capability earlier than a provider who has not. 


Meaningful Use provides clear examples of requirements and should be the basis for all timetables, providing enough flexibility for providers to meet criteria. However, the options provided in Meaningful Use will create disparity between providers on their ability to report out to HFS on the items the practice has selected for tracking. Setting minimal state standards, based on practice type might be helpful and provide a “like” comparison.

4. What are the risk-based payment arrangements that should be included in care coordination? 

The Medicaid reform law is clear that risk is a key component of coordinated care. Capitated payments paid to traditional managed care organizations are obvious; however, the law is not specific as to whether coordinated care entities need to assume 100% of the risk and other risk-based arrangements might be considered. The Department is mindful that provision of efficient, high quality care is most determined by the people closest to providing that care, and providing appropriate incentives is the best way to fully engage them in focusing on outcomes. We understand, however, for many providers this is a challenge to current operations. 


Questions for Comment 

a) How much risk should be necessary to qualify as risk-based? 

Behavioral health providers are currently in a risk filled contracting environment.  We are willing to discuss the specifics for both the potential investment and losses of a risk-based contract with HFS, so that we can more fully engaged in conversations on this topic. 

b) Could "risk-based arrangements" include models with only up-side risk, such as pay-for-performance or a shared savings model? But if it's only up-side risk, is there any "skin in the game", without something to be lost by bad performance?

Most non-profit providers, in this current environment, will only be able to handle the up-side risk. As the years progress, we will be able to tolerate more risk based on the data learned, and can then knowingly enter into such a contract.


c) If initially included, over what time frame should these arrangements be replaced with the acceptance of down-side risk? 

Behavioral health providers would need at least 2 years before we could accept more risk. Many pilots in other states have takes the first year in which to establish the array of services and gain the technical and work-force infrastructure to transition to care coordination and health home models of care. Continual refinements of practices and data gathering in the second year make data gathering iterative, so by the end of year 2, the data structures are more established and reflect better sense of risk.

d) What should be the relative size of potential payments conditioned on whether a provider is accepting full risk as compared to a shared savings model? 

We are asking that the first 2 years of the contract not be full-risk and that the payments for full-risk be delayed until the third year of contacting. 


e) In the case of either a capitated or a shared-savings model, what should be the maximum amount of "bonus"? Stated differently, what is the minimum Medical Loss Ratio for a provider? 

LSSI is currently reviewing what we believe will be acceptable, given the various uncertainties of the content of the contract, so we do not have a percentage at this point.


f) Who should be at risk? Is it sufficient that the coordinated care entity accepts risk, or must there be a model for sharing that risk with direct providers? 

We would support that everyone should share a certain level of risk, including direct providers of care. It is yet to be determined how much and when. 


g) How should risk adjustment be included in the model? Conversely, how should "stop loss" or "reinsurance" programs be incorporated? 

That is a discussion for year 3 of contracting and is not something that we can address at this time.

h) How can the state assure that capitated rates or other risk-based payments are not used to limit appropriate care or serve as a disincentive to diagnose and treat complex (i.e. expensive) conditions? 


Work with providers, advocates, & experts to truly understand the full cost of care. Then, contract with providers who have a demonstrated history of providing quality of care in specific area.


5. What structural characteristics should be required for new models of coordinated care? 

Assuming the Department enters into contracts with entities other than managed care entities, the Department must have criteria to determine if the entity has the capability to successfully coordinate care for Medicaid clients. 


Questions for Comment 

a) Should Medicaid lead or follow the market? Should we contract only with entities with operational, proven models or should we be willing to be an entity’s first or first significant client? 

HFS should lead, using the lessons learned from other states in their integrated care pilots across the country.  

If HFS is interested in local solutions, then flexibility in contracts with providers would make sense. There are many quality-oriented and experienced providers across the state that do not have the large financial and corporate resources, or public presence, that managed care providers have. Coordinated care models that are evidence-informed are good resources, but may not apply to all practices. For example, p-care is a model designed for medical providers and would not be applicable to a mental health provider. A clearinghouse of promising models, including outcomes measures, would give providers a resource around which they can organize their care coordination services. 

b) What is the financial base necessary to provide sufficient stability in the face of risk-based arrangements? How should the determination of “minimal financial base” be different for one and two-sided risk arrangements? Should Department of Insurance certification be required? 

We can start to address the minimal financial base when we begin to understand the covered array of services. We would need to understand more of the specifics of the contract to be able to give a clear response to the minimal financial base. Regardless of the specific of the contract, we need to ensure that we have sufficient cash flow.

In terms of the department of the insurance, we would need to have more information about the costs and benefits of Department of Insurance certification.

c) Should there be a minimum number of enrollees required in an entity for it to be financially stable and worth the administrative resources necessary to accommodate it and monitor it? Should that amount differ by types of client? Can it be different for entities taking one-sided as opposed to two-sided risk? 

Agency financial stability and administration issues are more dependent on the financial model that HFS chooses for care coordination services. The number of enrollees to be served can be scaled, dependent on the payment structures chosen in the contract. However, as discussed in section 1d, higher need/higher risk clients will need more care coordination, so the number of enrollees per entity should reflect that level of need.

d) What primary care or access to specialty care should be required? How extensive should be the network of providers to be able to offer access to a full range of care? 

Access to providers will directly impact the level of risk taken on by care coordination agencies. If there is no/limited access to needed care, then the agency would be much more concerned with the risk associated with the lack of treatment. Primary care and a reasonably extensive specialty care are critical for continuity of care. The specifics of requirements of primary care or access to specialty care would need further clarification as it relates to this contract.


e) Should special arrangement be made to accommodate entities that want to provide coordinated care to particularly expensive or otherwise difficult clients? 


Yes. Providers who are both willing to serve difficult conditions and have expertise in helping clients with complex conditions (for example, serious & persistent mental illness) should be viewed as valuable resources to HFS and be compensated for the full expense of the work.

6. What should be the requirements for client assignment? 

Care coordination entities must serve an identified population that is enrolled in Medicaid; they cannot exclude any member of the population for which they are responsible – or individually “cherry-pick” their own enrollees. The current Illinois Health Connect program (Medicaid’s Primary Care Case Management program) requires that all Medicaid clients be enrolled with a specific primary care provider. Under the new policy, Medicaid clients may be required to enroll in a specific care coordination program, with enrollee protections to assure quality and access. Steps should be taken to maximize the proportion of clients who voluntary enroll (self-assign), but when clients do not choose, how should they be assigned? 


Questions for Comment 

a) The Medicaid reform law requires that clients have choices of plans, as do federal regulations. Would it make sense to limit the choices of clients by underlying medical conditions? (For instance, can all clients with specified behavioral health issues be required to choose among a different set of providers than clients not so identified?) Is this practical?

The Four Quadrant Model would be a good source to help determine which providers should be offered to clients. That matrix looks at both medical and behavioral health needs, at both lower and higher levels of need. For persons with high behavioral health needs, offering a choice of behavioral health care coordinators makes most sense. Likewise, persons with high medical needs would be better managed by medical providers. 


For behavioral health issues as the qualifying diagnosis for Health Home services, I think that consumers would find it reasonable to be offered mental health providers are their care coordinator, except for first-time diagnoses, who may be more comfortable being managed by their primary care provider. 

As much as it’s reasonable, we recognize the importance of health consumers to have as much choice as possible.

b) How much should the Department stratify choice areas by geography? Considered alternatively, would a provider need to have network coverage throughout a major area, such as Chicago? Or could a coordinated care entity limit its offerings to a particular neighborhood? 

For clients, geography is a major factor for how they utilize services and for providers, geography plays a big part non-billable travel time and resource knowledge when doing community-based work. 

There are clear advantages of using the current local providers and provider relationships with the healthcare community, which offer an existing structure on which to base services. If geographic issues are addressed, it would be important to simplify the boundaries and not add another level of delineation on top of the current system.


c) Can entities limit the eligible population they serve, and how narrowly can they limit their population? (Can providers, for instance, limit themselves to AABD or TANF populations, or even more narrowly, such as children with complex medical needs or individuals with serious mental illness)? 

We would need more clarification on whether this is referring to care coordination or to providers who contract for direct service.


d) On what basis should assignment of clients who have not self-assigned be made in the first year? 

HFS could look at claim data to identify current service providers for clients who have not self-enrolled. Those clients could be assigned to one of their providers who can provide the correct level of care coordination for their need. There are a number of clients who will not take the initiative to enroll out of fear. Then if a client is not currently seeing a provider, they could be assigned randomly to a provider in their area.

e) One approach would be to make auto-assignment to capacity in proportion to the self-assigning choices. Another approach would be to allow providers to bid on slots, with lower rates getting a larger proportion of the auto-assignees. What are the strengths and weaknesses of these approaches? Are there other approaches? 

We recommend that you consider level of care when assigning clients. Lower rates do not necessarily equate to quality care when looking at high-need clients, and this document has previously discussed (1f, 2c, 5e) the need to reimburse providers who take on higher risk cases that require more assertive care management. 

f) Over time, the auto-assignment bases could change: one approach would be to make auto-assignment in relation to outcomes. Cost could also be a factor. How long a period should be allowed before switching to a more experienced-based formula? 

Regarding auto assignment using an experienced-based formula, this would be a discussion point as we look at a year 3 contract.

g) Whether for self or auto-assignment, should there be a client lock-in period? If so, for how long? What safety mechanism should exist for clients where stringent enforcement of the lock-in would be detrimental? 

We would support client’s being able to make choices as often as is reasonable in this type of contracting.


h) If the Department sponsors some demonstration projects to launch care coordination, how can enrollment be mandated? 

Use HFS claim data for high users of inpatient and ER care, consumers who are transient users of care, etc.


i) How should care be coordinated for Medicaid recipients who are also enrolled in the Medicare program? 


We would encourage as much benefit similarity with respect to Medicare-Medicaid enrollees, with the recognition of the differences in rates, credential, and service options. If particular outcomes are to be achieved, it would be critical that those services are paid for.


7. How should consumer rights and continuity of care be protected? 


Over the last 20 years, the managed care model has matured significantly. It has moved from an emphasis on disapproving care to an emphasis on actually coordinating care. This emphasis has been reinforced by the more rigorous review of managed care entities (such as NCQA assurances) and, at the current time, there is good reason to believe that the degree of quality assurance and oversight in the managed care market is greater than what exists in the fee-for-service market, in which every patient is required to fend for herself with little oversight or assistance. As part of maintaining, and building on, these improvements, however, it is appropriate to assure that clients have reasonably defined ways of expressing their satisfaction with the care they are receiving and have issues addressed, whether they are enrolled in traditional managed care entities or some alternative coordinated care model. 

In addition, after January 1, 2014, the Health Benefits Exchange will become operational under the Affordable Care Act. Newly eligible Medicaid clients in Illinois would likely be offered coordinated care; other clients over the 133% Federal Poverty Level threshold would be shopping for private health insurance, with tax subsidies. The Department is committed to making sure that clients' can continue to use the same providers, even if their source of funding is changed due to shifting income.

Questions for Comment 

a) How do we assume continuity of care as entities come and go or change contractual status? (This issue could be particularly acute if HFS "leads" the market by allowing contracting with entities for whom Medicaid is their only coordinated care contact.) 


Continuity of care will be related to proper payments and incentives that will attract providers to contract for services to both Medicaid and insurance clients. The more that you provide that capability, the more fluid providers can be.


b) Although not strictly a coordinated care issue, how can continuity of care be maintained for low income clients across Medicaid and other subsidized insurance programs--such as will be provided by the Health Benefits Exchange under the ACA? In that respect, how important to continuity is a Basic Health Plan (a provision in the ACA that allows States to create a plan for clients with incomes between Medicaid eligibility and 200% of the Federal Poverty Level)? 

Basic Health plans appear to fill a gap in insurance coverage for individuals and families that struggle to make ends meet. Living above the FPL should not be interpreted as having financial means to afford even a basic residence, let alone afford utilities, food, clothing, and travel expenses. These are the people who suffer the most and who often live just a $100 above the 133% margin. Providers are well-acquainted with this group and know that this will be a reluctant group that will be very difficult to persuade to pay for subsidized insurance. But without addressing that group’s issues, ER’s and health clinics will struggle to serve them, and this population will not benefit from healthcare reform.

c) Should plans be required to offer plans in both Medicaid and the Exchange, with essentially transparent movement from one to the other if client income or circumstances change? 

Yes, in order to accomplish this, we would encourage HFS assist us in dealing with provider panels & provider enrollment issues, which can be arduous for providers to complete. Agency enrollment, plus office-site enrollment makes much more sense than enrolling all agency staff individually, which is a common insurance practice. Agency staff could be in the hundreds and include bachelors level (MHP), high-school level (RSA), and consumers who do not meet usual criteria of enrollment standard.  Under the individual enrollment model, staff turnover means that new staff will always be unavailable to provide service until notification by the insurer that they have become an approved provider. If, for example, an agency has 25% or more annual turnover, then 25% of the workforce is unavailable to provide service for  3-6 month period of time (3-6 months is a standard turn-around time for provider approval). This is not a good business model and certainly will not be experienced as a seamless transfer by the health consumer. 


d) What rights, if any, should the client have to continue a medical home relationship in changing circumstances? 


We would need more clarity on this question. If a provider pulls out of a contract, then there is no possibility of continuing that relationship. Likewise, if HFS decided to eliminate a plan at the end of a contract and replace it with another, then the enrollee would also have to make the shift to a new plan. This would be similar to what employers do with benefits contracts during open enrollment. If there were critical circumstances (like being in the middle of cancer treatments or surgery) then an extension could be provided until the treatment is completed.

e) What mechanisms should be required to obtain client information on an ongoing basis about plan quality? What appeal rights might be necessary? 


HFS should complete randomized interviews with consumers annual for each plan to evaluate the quality of coverage and services under each plan. Consumer choice and service authorization will directly conflict in many cases, so an appeal process by a different reviewer should be available in all plans.


8. What is your organization’s preliminary anticipation of how it might participate in coordinated care? 

While this paper makes it clear that there are numerous policy issues that are open for discussion, it is our hope that the range of issues raised also makes it clear that the State is committed to testing new models in addition to traditional managed care. Recognizing that any intentions at this point are preliminary, it would be useful to get some sense of how various providers and provider groups are thinking they might participate in coordinated care. 


Questions for comment: 

a) How would your organization participate in coordinated care? Entities might be considering responses such as contracting with coordinated care entities or forming Community Care Networks or Accountable Care Organizations (ACOs) that could directly accept risk. If you aren't sure how your organization would participate, what would be some of the factors impacting your choice? 

LSSI is interested in serving as a health home for the behavioral health population as a place to start. We would be willing to consider being a member of an ACO or Community Care Network that provides a local solution for our clients and open doors for access to care. Recognizing that clients have providers from many networks, we would join multiple ACO networks to be able to act as a Care Coordinator. 

b) Do you have some model in mind that you think would work to meet the terms of the law and also work well for you and the patients you serve? If so, please share it. 


LSSI has put considerable energy into following healthcare reforms and the models of care that have been piloted in other states. We believe that there are applicable models that could be of assistance to Illinois’ plan. We will follow up you separately as the content of this answer far exceeds the content of this questionnaire. 

c) Is your organization considering developing a Medicare ACO? Do you see opportunities for entities like ACOs in the private market? How do you see yourself involved in either Medicare or other forms of ACOs? 


LSSI is currently reviewing many potential funding opportunities and challenges, and an ACO would be one of them.

d) If your organization is considering participating in Medicaid coordinated care in some way beyond contracting with coordinated care entities, do you think you will be ready to do so by mid-2013? If not, when? 


LSSI desires to be a care coordinating entity and can be ready by mid-2013

e) For how many Medicaid clients could you anticipate taking coordinated care responsibility? Is there a particular group of clients for whom you believe your organization is particularly suited or for whom it has developed particular expertise? 


We are well-suited for serving the seriously mentally ill and substance abuse populations. Currently, LSSI currently serves 10,000 clients a year, 3000 adults in crisis services,  1,800 adults in detox services, and 5,200 children and adults in longer-term community-based care.  We also are located in a hospital emergency department, so would be able to fulfill requirements for hospital linkages to follow-up care. We can increase capacity for care coordination, taking on new clients who choose us either though HFS referral process or hospital linkages. We are willing to take on higher risk cases who frequently cycle through ERs or hospital inpatient care.

__________________________________________


There are undoubtedly areas for comment that we have failed to include or specific questions that we omitted within the general areas we selected. Please feel free to offer comments beyond the specific questions posed, but try to make your comments as specific as possible. The purpose of this paper is to receive your input as HFS moves from the broad policy outlines provided by the law to policies necessary to implement the law in a fair and beneficial manner. 


Once again, please submit comments to hfs.webmaster@illinois.gov  by close of business, Friday, July 1. If you have specific questions, please pose them to the same address and we will get back to you. You should watch the Coordinated Care tab in the HFS website as we will post updates and, as relevant, clarifications and answers to broadly relevant questions as we have them prior to July 1. 

Thank you very much for your input. We want to make this process as open and participative as possible.
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IL Council of Care Coordination Units 
 

Response to HFS Request for Stakeholders Comments 

July 1, 2011 

The IL Council of Case Coordination Units would like to thank HFS for this opportunity to 
comment on policy questions related to Medicaid Coordinated Care. The IL Council of Case 
Coordination Units represents 42 community based agencies designated by the IL Department 
on Aging to be Case Coordination Units (CCUs). The CCUs provide Comprehensive Care 
Coordination to assist frail older adults to remain as independent as possible, provide access to 
community based long term care services, provide case management for the Community Care 
Program, and prevent or delay nursing home placement. The IL Department on Aging’s 
Community Care Program is a significant program to allow individuals who would otherwise be 
in a nursing home to remain at home. 
 
Case Coordination Units speak from 28 years experience in evaluation and coordination of care 
for older adults and experience in improvement of services through innovations. Older adults 
and families often turn to nursing home because they do not know how to package community 
services or negotiate services. When frail older adults and their families need to make decisions 
and secure long term care assistance, the Case Coordination Units play an important role to 
assist older adults to be able to stay in the community, as an option to nursing home placement. 
Care Coordination Units provide assessment and coordination services in the individual’s home 
which is the most accessible delivery to frail older adults. Care Coordination Units have years of 
established cross referral patterns with a wide variety of community services, resources and 
faith organizations. 
  
As the state moves toward a different Medicaid delivery system, it is essential to consider the 
community based long term care system’s strengths and advantages. A high percentage of 
older adults generally have chronic care conditions that must be addressed comprehensively. 
 
In response to Question #8. What is your organizations preliminary anticipation of how it might 
participate in coordinated care? 
 
Frail older adults are high users of the Healthcare system. Over the years, Illinois has benefited 
from the growth in a community based system to serve older adults and help them to remain in 
the community. The concept of Coordinated Care/ Medicaid Managed Care is focused on the 
primary medical services which are the needed core services. However successful plans for 
care with the older population involve much more than medical services. Case Coordination 
Units have many advantages to bring to the concept of Medicaid Coordinated Care: 
 

• The IDOA Care Coordination Units have 28 years of experience in meeting the complex 
needs of frail older adults and currently serve approximately 70,000 older adults each 
year. Older adults with chronic conditions are the highest users of the healthcare 
system.  
 

• The individuals served by Care Coordination Units have complex needs including 
financial, housing, environmental, social, psychological, cognitive, and functional needs 



for assistance with daily living that impact their health status. Case Coordination Units 
can link with health systems to offer a means to address those related needs. In this 
way, Care Coordination Units comprehensive assessment and care plan services could 
assist in the reduction of re-hospitalizations 
 

• One of the big issues in healthcare reform is facilitating better transitions between 
settings. Care Coordination Units have the unique function of care coordination across 
the settings of home, hospital, discharge from hospital, rehabilitation settings, facility 
placement, congregate and other housing settings, assisted living settings, and nursing 
home settings. Care Coordination Units follow the person and even assist with return to 
the community from a nursing home setting. This assistance with transitions could be 
enhanced to include earlier notice of discharge and follow up activities. Healthcare 
outcomes can be improved by integration across silos of care. CCUs have an 
established presence across all care settings. Enhancing the role of CCUs with the 
Medicaid Coordinated Care model will reduce unnecessary duplication of services, 
decrease confusion and errors in patient self care and promote the goal of a seamless 
community care. IL Council of Case Coordination Units recommends that CCUs should 
play an important role in the Coordinated Care system. Duplication of existing services 
does not serve the patient or system well. 
  

• Four Case Coordination Units are currently in a national demonstration project with their 
local hospitals called the Bridge Transitional Care model which enhances transitions 
between settings. The Bridge model is one of the suggested models from the IL Hospital 
Association. CCUs around the State are currently working toward expansion to other 
sites in rural, urban, and ethnically diverse communities.  
 

• As a key part of community based network, Case Coordination Units currently receive 
thousands of referrals and serve as a single point of access for older adults to secure 
community based services as options to nursing home placement.  CCUs respond with 
assessment and services in a prompt, efficient way thereby insuring participants will not 
wait for needed services on which they depend. 

•  As part of the ADRC with some Area Agencies on Aging, Case Coordination Units are 
also serving people with disabilities and some CCUs provide prescreening services for 
the people with disabilities as well as aged. 
 

• Care Coordination Units provide eligibility determination and care coordination for the 
Community Care Program which provides homecare, adult day care, emergency 
response, money management and other services to help frail elders to remain at home.  
 

• Care Coordination Units assists with expediting Medicaid and other benefit applications 
for individuals receiving Community Care Program services. Medicaid enrollment 
enhances the Medicaid match for the Community Care Program.  
 

• Because Care Coordination Units services are delivered in the home, CCUs have an 
advantage in developing care plans that utilize family and other informal supports. In the 
hospital, the older person or family may over estimate the capacity to assist. The intent 
of the Community Care Program is to supplement, not supplant family or other supports. 
CCUs provide service authorization for Community Care Program services and assure 
that services are cost effective and appropriate for participant’s needs 



 
• Case Coordination Units provide reassessment and monitoring of needs as they change 

over time. This is especially important for the management of the ever changing needs 
of individuals with chronic conditions. 

 
Thank you for the opportunity to provide comments and your consideration of these 
recommendations. 
 
Karen Freda,  
Executive Director  
 
Carol Aronson,  
Vice President  
IL Council of Case Coordination Units 
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