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Introduction

Medi-Cal provides health care services to 6.7 million beneficiaries.
  Over 1.6 million are seniors and persons with disabilities, who account for 24 percent of all Medi-Cal beneficiaries and an estimated 67 percent of annual total Medi-Cal expenditures in 2005-2006.
  Approximately 60 percent of the seniors and persons with disabilities are eligible for both Medicare and Medi-Cal, generally referred to as dual eligible.
  In California, Medi-Cal and Medicare have historically operated in isolation of each other resulting in a confusion of rules, services, and providers that is difficult for consumers to navigate.  In addition, the implementation of federal prescription drug coverage, Medicare Part D, in January 2006, has created a third and very challenging system for consumers to navigate.  As a result, dually eligible individuals face three critical problems in obtaining health and long term care services: lack of coordination between Medicare and 

Medi-Cal; lack of continuity of care across care settings; and limited alternatives to institutional long term care.

The federal Medicare Modernization Act allows Medicare Advantage Plans to offer a new type of coordinated care plan for Medicare beneficiaries.  Medicare Special Needs Plans (SNPs), approved by the federal Centers for Medicare and Medicaid Services (CMS), can elect to provide care to individuals in one of three categories: 1) those who are institutionalized; 2) those who are dually eligible; or 3) those with severe or disabling chronic conditions.  Managed care plans must apply to CMS for approval to become a SNP or Medicare Advantage Plan with Part D (prescription drug) coverage.
  To date, there are at least nine health plans in California that have received approval from the CMS to become SNPs beginning January 2006.  Several of these plans, and others that intend to apply to CMS, have approached the Department of Health Services (Department) seeking a Medi-Cal contract option that would enable dually eligible individuals to enroll in a single health plan for both Medicare and Medi-Cal services.  Most of these plans have also requested to add long term care benefits to their scope of covered services.  

In response to this new federal opportunity and the need to provide coordinated and consumer-oriented services to dually eligible individuals, the Department is proposing to implement two new plan types of Medi-Cal managed care:  Access Plus and Access Plus Community Choices.  Both types of plans will coordinate Medi-Cal and Medicare benefits to improve continuity of acute care, primary and long term care, simplify health care access for enrollees, and maximize the federal Medicare benefits.  Both types of plans will exclude the In-Home Supportive Services (IHSS) program.  Most of the new plans will rely on voluntary enrollment of eligible individuals.  Implementation of Access Plus is intended to cover Medicare, Medicare Part D (prescription drug), traditional Medi-Cal managed care benefits (acute and primary care), institutional long term care (nursing facility), and Adult Day Health Care (ADHC).  Access Plus Community Choices will include home and community-based services in addition to Access Plus Medicare and Medi-Cal benefits.  Each new plan is specifically designed to address the unique health care needs of dual eligibles.  Access Plus Community Choices will also be available to the adult Medi-Cal/SSI-only population.
  

Current Medi-Cal And Long Term Care Systems In California

The Medi-Cal System

Two health care delivery systems currently serve individuals eligible for Medi-Cal.  The Medi-Cal fee-for-service system operates in all 58 counties and serves 50 percent of eligible beneficiaries, primarily seniors and persons with disabilities, pregnant women, and parents and children who need emergency or catastrophic care.  The fee-for-service system accounts for 77 percent of Medi-Cal expenditures.
  
California’s Medi-Cal managed care system provides the basic scope of Medi-Cal benefits plus additional services to enrollees not available under fee-for-service Medi-Cal.  These services include:  guaranteed and timely access to physicians and other providers; coordination of care and case management of medical services; preventive care; health education; and under special circumstances, specialized case management services.  The Department enters into managed care contracts with qualified health plans and monitors performance in the provision of care to enrollees and ongoing quality improvement.  Medi-Cal managed care serves 50 percent of the total eligible population and accounts for 23 percent of annual total Medi-Cal expenditures.
  
Three primary Medi-Cal managed care delivery models provide health care to approximately 3.2 million Medi-Cal eligible beneficiaries in 22 of the state’s 58 counties:  the Two-Plan model, the County Organized Health System (COHS) model, and the Geographic Managed Care (GMC) model.  Each county served by Medi-Cal managed care is designated as one of these three models.  (See Attachment 1:  Medi-Cal Managed Care Models)  Enrollment into a Medi-Cal managed care health plan is mandatory for families and children who are eligible in the 22 counties.  Dually eligible individuals are currently required to enroll only in the COHS counties.  Overall, the majority of seniors and persons with disabilities (including those who are dually eligible) currently access health care through the Medi-Cal fee-for-service program; approximately eight percent of seniors and persons with disabilities are enrolled in Medi-Cal managed care in counties where they voluntarily enroll (Two-Plan and GMC).
 
In addition to the three primary Medi-Cal managed care models, California operates some smaller managed care plans that more fully integrate acute and primary Medi-Cal services as well as Medicare-covered services for eligible seniors.  These include the Program of All-inclusive Care for the Elderly (PACE)
 and the Senior Care Action Network (SCAN), a Social Health Maintenance Organization (S/HMO).  Both models differ from other managed care plans by offering a broader range of benefits including home and community-based services and extensive care management services.  PACE also offers long term nursing facility care.  The PACE and SCAN models are operational in some of the existing managed care counties (for example On-Lok and San Francisco Health Plan are currently operational in the same county, Sutter Senior Care and Sacramento GMC plans co-exist in Sacramento County).  Both PACE and SCAN focus on keeping participants at home and in the community as an alternative to institutionalization.   

Benefits of Managed Care

Experience from other states as well as California suggests that managed care offers a number of benefits that can improve health outcomes for seniors and persons with disabilities.  (See Attachment 2:  Lessons Learned from Other States and Attachment 3:  Medi-Cal Best Practices)  In the fee-for-service system, seniors and persons with disabilities must manage their own complex health needs, which may impede their access to services and specialists.  When these individuals are dually eligible, they must navigate three distinct and confusing systems, especially when enrolled in one health plan for Medicare, another for Medi-Cal and yet another for prescription drug coverage.  The result is often a lack of coordinated, consistent and appropriate care.  In a managed care plan, an individual will experience better care coordination, greater emphasis on identifying a primary care physician, an effort to find the best provider matches, and improved access to pharmacy, specialists and specialty services.  

Managed care also provides the opportunity for a better use of available services, thereby reducing the inappropriate or premature use of higher cost services such as emergency room and/or nursing facility care.  Research has revealed there to be a lower incidence of preventable hospitalizations – those that could be avoided if conditions such as asthma, diabetes, and hypertension are well-managed in an outpatient setting– among managed care enrollees as compared to fee-for-service enrollees.
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The Long Term Care System

Advocates, consumers, services providers, and local and state officials all agree that California’s current system of providing long term care services is fragmented and difficult for consumers to navigate.  Most of the existing long term care system is organized around single services, fee-for-service funding streams and state and federal reporting requirements.  These multiple stand-alone programs also have unique eligibility criteria and a narrow scope of service options.  Additionally, home and community-based programs are often not in communication with Medi-Cal and Medicare health care plans, programs and services.  The outcome is a fragmented system that creates barriers to coordinated services and results in inconsistent care.  Nursing facility coverage, when viewed across Medi-Cal and Medicare, is one example demonstrating the fragmented and confusing funding streams that providers and consumers must navigate.  Medicare offers full coverage of some nursing facility stays, partial coverage of other stays and no coverage for extended stays.  Extended nursing facility stays for dually eligible individuals are covered by Medi-Cal.  In addition, most Medi-Cal managed care plans are not financially responsible for individuals once they require extended nursing facility care, covering only the month of enrollment into the facility plus one additional month.  Thereafter, these individuals are currently disenrolled from Medi-Cal managed care and then served by the Medi-Cal fee-for-service program.  Under the current system, there is no fiscal incentive for plans to avoid placing enrollees in long term institutional stays.  This transfer of responsibilities and costs creates a substantial gap in the ability of, or incentives for, health plans to coordinate services and assure the best potential long term outcomes for seniors and persons with disabilities.  

Project Overview

Overview

The Department proposes the implementation of Access Plus and Access Plus Community Choices plans in a limited number of counties to provide Medicare and Medi-Cal services under one managed care plan to seniors and persons with disabilities.  IHSS will be excluded in both types of plans.  As stated earlier, Access Plus is intended to cover Medicare, Medicare Part D (prescription drug), and traditional Medi-Cal managed care benefits (acute and primary care), extended nursing facility care and ADHC and will enroll individuals on a voluntary basis.  Access Plus Community Choices will provide home and community-based services in addition to Access Plus Medicare and Medi-Cal benefits.  If approved, the Department will implement Access Plus pilot projects in two GMC counties/regions, and Access Plus Community Choices pilot projects in a COHS county, a Two-Plan county and SCAN (in three counties).  A one page summary of the proposed pilots is found in Table 4 on page 12.  Mandatory enrollment will be added for one Two-Plan model county. 

The Department considered a number of policy and program issues in developing the features of Access Plus and Access Plus Community Choices plans.  First, the Department is proposing pilot projects to ensure a smooth transition for eligible individuals with chronic illness and disabilities into these plans so that access to critical health care services is not compromised.  Implementation of a statewide program would be challenging to develop, implement, manage and evaluate, while ensuring appropriate safeguards for this medically vulnerable population.  Pilot projects, on the other hand, allow the Department to ensure participating health plans provide quality care and implement rapid adjustments, if needed.  

The 2005-2006 proposed State Budget included an Acute and Long Term Care Integration (ALTCI) proposal to implement three county-wide pilots in Contra Costa, Orange and San Diego counties.  The ALTCI proposal was not approved primarily because of unresolved issues associated with including In-Home Supportive Services (IHSS) as health plan covered benefits.  IHSS has been carved out of this year’s proposed pilots and, will instead, be coordinated with health plan benefits.  Coordination will allow IHSS recipients to enroll in an Access Plus Community Choices plan and still receive services through the existing IHSS program and through the IHSS provider(s) of their choice.  In addition, neither plan includes California Children’s Services, county mental health services, regional center services (for those who are developmentally disabled) or Intermediate Care Facilities for the Developmentally Disabled.  Instead, the Department will require memoranda of understanding with each of these programs to coordinate services for individuals enrolled in Access Plus and Access Plus Community Choices.

Finally, it is important to note that the Access Plus and Access Plus Community Choices pilot projects will not disrupt the PACE program or PACE participants.  Eligible individuals will still have the option of enrolling in PACE plans, if available, and both existing and new PACE plans will be allowed to continue enrolling and serving eligible individuals in counties where the pilot projects operate.  

The Department will contract with health plans that have been approved by CMS as SNPs or Medicare Advantage Plans with Part D coverage in counties where existing managed care models (COHS, Two-Plan and GMC) exist.
  All state health plan contracts for these coordinated Medicare/Medi-Cal plans will be separate and distinct from existing Medi-Cal managed care contracts.  The contractors for both Access Plus and Access Plus Community Choices will assume financial responsibility for covered services and will be reimbursed through a per member, per month capitated rate.

Target Populations

Currently, there is a relatively low percentage of Medi-Cal managed care enrollment among the dually eligible and Medi-Cal/SSI-only populations.  Implementation of Access Plus and Access Plus Community Choices presents an opportunity to increase managed care enrollment of these individuals in counties identified for participation in the pilot projects.  
Table 1

	Plan Type
	Enrollment Population



	Access Plus


	Seniors and persons with disabilities, including those under 21, who are Medi-Cal and Medicare eligible.



	Access Plus Community Choices


	Seniors and adult (over 21) persons with disabilities, who are Medi-Cal and Medicare eligible or eligible for Medi-Cal only.  




The Department expects enhanced benefits, coupled with additional outreach and education efforts,
 to increase enrollment of seniors and persons with disabilities into Medi-Cal managed care program through Access Plus and Access Plus Community Choices.  The expected increase in managed care participation will be due, in part, to:

· Each plan’s ability to provide increased coordination of services to dually eligible seniors and persons with disabilities;

· Inclusion of an extended nursing facility benefit that will eliminate the current policy of disenrolling a participant once they need extended nursing facility care; and 

· Mandatory enrollment of seniors and persons with disabilities who are both dually eligible or Medi-Cal only eligible in one Two-Plan pilot county for Access Plus Community Choices.

The Department also anticipates the extended care management provided by the Access Plus Community Choices plans will reduce disenrollments from the Medi-Cal managed care program in participating counties.

ACCESS PLUS

Access Plus Benefits 

The Access Plus plan enables dually eligible individuals to enroll in one health care plan for Medicare, Medicare Part D and Medi-Cal services.  The plan is also intended to include extended nursing facility and ADHC in addition to the traditional scope of services offered by Medi-Cal and Medicare.  The inclusion of these long term care services and the use of capitated financing will provide incentives for providers to maintain and improve the health status of participants, to increase the use of services in the home and community, and to avoid or delay higher cost, institutional care.  
Access Plus Counties 

The Department proposes to establish county-wide Access Plus pilot projects in two GMC counties/regions.  Enrollment will be voluntary.  There are currently only two GMC counties/regions in California, Sacramento and San Diego.
  As new counties start up through Medi-Cal Managed Care expansion, additional counties may become available to consider for the two Access Plus pilots.

GMC counties/regions are proposed for Access Plus pilot participation because: 

· GMC model counties/regions already have traditional Medi-Cal managed care plans in place.  Therefore, GMC counties/regions will provide the greatest opportunity for multiple health plans to participate in the pilot, which affords the greatest opportunity for consumer choice of plan.

· Each existing GMC county/region has a diverse and substantial network of health plans, medical and specialty providers, and health facilities.

Access Plus pilots will provide dually eligible individuals the opportunity to choose among multiple qualified health plans in their home county.  The Department anticipates four or more health care plans will participate in Access Plus in each county/region.  Some will be existing plans already doing Medi-Cal managed care business and others may be new to the county or State as Medi-Cal providers.  Each approved plan is intended to provide Medi-Cal and Medicare services and enhanced coverage (nursing facility and ADHC).

Access Plus plans will be selected using the existing GMC application process; any plan meeting state requirements/standards will be allowed to participate.  An Access Plus plan must: 

· Be CMS approved as a Medicare SNP or Medicare Advantage Plan with Part D coverage; 
· Be Knox-Keene licensed; and
· Meet all other State and federal requirements for Medicaid managed care; including quality standards and fiscal solvency.
Enrollment of dually eligible seniors and persons with disabilities in Access Plus plans will be voluntary.  Eligible seniors and persons with disabilities will continue to have choice between enrolling in a traditional Medi-Cal managed care plan (acute and primary care coverage), in an Access Plus plan (acute, primary care, nursing facility coverage and ADHC) or accessing services through Medi-Cal and Medicare fee-for-service providers.  Medi-Cal managed care enrollment numbers are expected to increase as dually eligible beneficiaries receive additional outreach and education on the benefits of managed care and experience the resulting coordination of Medicare and Medi-Cal services in Access Plus health plans.

ACCESS PLUS COMMUNITY CHOICES

Access Plus Community Choices Benefits

The Access Plus Community Choices plans will address consumer needs by coordinating care across care settings and increasing the availability of and access to home and community-based alternatives.  A care manager will work with the enrollee to proactively identify and assist in obtaining the most effective and appropriate mix of health and supportive services designed to enable the enrollee to live independently as long as possible.  By focusing on the enrollee’s preference for services in the community in lieu of institutional nursing facility care whenever possible, the Access Plus Community Choices plan supports the Olmstead
 principles of maintaining the highest level of independence, avoiding unnecessary institutionalization and providing services in the most integrated setting possible.  Mandatory enrollment of eligible individuals will be added in only one Access Plus Community Choices county. 
Access Plus Community Choices benefits include:
· Medicare covered services, including Part D prescription drugs.

· Medi-Cal covered services.

· Care management across Medi-Cal and Medicare services.

· Care management across treatment and service settings; e.g. home, hospital and nursing facility.

· Care management that incorporates an individual’s needs and preferences.

· Coordinated medical and home and community-based services.
  Home and community-based services include services such as home nursing services, personal emergency response systems, and minor home modifications (ramps, grab bars, etc.).
  IHSS will not be included within a plan’s coverage, but plans will coordinate IHSS within the enrollee’s plan of care.

Capitated financing and the inclusion of both nursing facility and home and community-based services costs provide health plans with a strong financial incentive to provide proactive preventive care and home and community-based services to participants who are at risk for nursing facility placement.  The Department anticipates an increase in the availability and use of home and community-based services, as well as a greater avoidance of high cost inpatient hospital, emergency room and nursing facility care.  

Access Plus Community Choices Counties

The Department is proposing county-wide Access Plus Community Choices pilot projects in a COHS model county and a Two-Plan model county.  Likely counties for participation include Orange (COHS) and Contra Costa (Two-Plan) because:

· Each has substantial county government involvement and commitment to developing integrated medical care, long term care and home and community-based services networks. 

· Each has an array of home and community-based service providers.  

· Each has an active stakeholder process that engages health plans, medical providers, community programs and consumers in the development process.

In addition to these two counties, an Access Plus Community Choices contract will be developed specifically with SCAN in order to continue Medi-Cal and Medicare services to those individuals currently enrolled in the SCAN health plan.  SCAN currently operates under a federal S/HMO demonstration program that ends on December 31, 2007.  CMS has indicated that SCAN must convert to a Medicare Advantage Plan before that time.  An Access Plus Community Choices contract will allow SCAN to add long-stay nursing facility care to its scope of covered benefits and to retain Medi-Cal Managed Care health plan status.  This pilot will prevent termination of services for 4,272 frail and disabled SCAN enrollees by enabling SCAN to continue serving the multi-county area of Los Angeles, Riverside and San Bernardino.
   

The Department expects to select the Access Plus Community Choices plans as indicated in Table 2.  Access Plus Community Choices plans must: 

· Be CMS approved as a Medicare SNP or Medicare Advantage Plan with Part D coverage;
· Be Knox-Keene licensed; and 
· Meet all other State and federal requirements for Medicaid managed care; including quality standards and fiscal solvency.
Table 2

	Medi-Cal Managed Care County Model
	Expected Number of Access Plus Community Choices Contracts
	CDHS Plan Selection

	COHS
	1
	Contract will be offered to the COHS organization.

	Two-Plan
	2
	Contract will be offered to the Local Initiative and the current commercial plan.  If the commercial plan declines, a competitive procurement will identify another commercial Access Plus Community Choices plan.

	SCAN 

(Los Angeles, Riverside, San Bernardino)
	1
	Contract will be offered to SCAN in order to continue services to enrollees after the termination of the federal S/HMO demo.


Proposed Access Plus Community Choices pilot counties have been identified based on past discussions and expressed interest in health care delivery innovation.  If two or more counties express interest in participating in the COHS or Two-Plan pilots, the Department will utilize selection criteria relative to the following:

· Interested and available home and community-based service providers.

· Established local process working with stakeholders and advocates on health plan, Medicare, Medi-Cal and home and community-based services design.

· Support of County Board of Supervisors.

· Health plan commitment to implementation.

· Health plan experience and innovation with seniors and adult persons with disabilities.  

Enrollment of seniors and adult persons with disabilities, both dually eligible and those eligible for Medi-Cal only, will be mandatory in the Two-Plan county and will continue to be mandatory in the COHS county.  Mandatory enrollment is expected to:

· Encourage health plan interest to participate in the pilot
 and to provide the best health plan performance; and

· Reduce inherent adverse selection that results from high percentages of individuals with high-cost needs or low-cost needs gravitating to enroll or not enroll in a particular plan.   

Enrollment will be voluntary under SCAN.  Evaluation results of the impact of both types of enrollments will be used to inform state policy decisions for future expansion of managed care options for seniors and adult persons with disabilities.
COHS County

COHS provisions already require enrollment of seniors and adult persons with disabilities, including dual eligibles.  CalOptima, the current COHS organization in Orange County, has experience in serving the target population and has been approved by CMS to operate as a Medicare SNP.  For many years, CalOptima has also been pursuing the concept of adding home and community-based services to its scope of coverage.  The organization is currently an MSSP provider, is experienced with enhanced care management concepts and provides long term care services.  CalOptima is well positioned to implement Medi-Cal/Medicare services with the extended home and community-based services coverage of Access Plus Community Choices.

Current enrollees in the COHS county will be provided with enhanced care management, extended home and community-based services coverage and the opportunity to receive their Medicare covered services and drugs under one plan instead of under a separate Medicare HMO.  Under Access Plus Community Choices, the consumer will be mailed a notification letter and thereafter will be provided with access to additional services.  The primary difference for the COHS county provider organization will be a new contract and a new scope of covered benefits with accompanying rates.   

Two-Plan County

Seniors and adult persons with disabilities currently have the option to enroll in Medi-Cal managed care in a Two-Plan county but are not required to do so.  Contra Costa is the most likely Two-Plan Medi-Cal managed care county.  Contra Costa Health Plan (CCHP) is the Local Initiative health plan and Blue Cross is the commercial Medi-Cal managed care plan in the county.  CCHP has been working towards integrated acute, primary and long term care (including home and community-based services) for many years.  A wide array of stakeholders, including consumers, providers and others, have invested many hours of internal organizational work in anticipation of implementing an integrated medical and home and community-based services system.  CCHP plans to apply to CMS to be a Medicare SNP in March 2006, and, therefore, could potentially have one year of experience as a Medicare provider before becoming an Access Plus Community Choices provider.  The Department also anticipates Blue Cross will apply to become a Medicare SNP.    

Although enrollment of seniors and adult persons with disabilities in Access Plus Community Choices in the Two-Plan county will be mandatory, consumers will be able to choose between the Local Initiative and the commercial plan.  There are two possible plan selection scenarios that may occur in the Two-Plan county pilot:

1. Offer pilot project contracts to the existing Local Initiative and the existing commercial plan.  If both accept, implement Access Plus Community Choices through contracts with the existing two plans.  

2. If the existing commercial plan declines the opportunity to participate, the Department will hold a competitive procurement in order to identify a qualified and willing commercial health plan for this county.  (NOTE:  Until there are two health plan choices for enrollees, enrollment in the Two-Plan county’s Access Plus Community Choices plan will be voluntary.) 

Comparative Charts

The differences in benefits between traditional Medi-Cal managed care and the proposed Access Plus and Access Plus Community Choices Medicare/Medi-Cal managed care plan types are summarized below in Table 3.

Table 3

Benefit Comparison:  Traditional Medi-Cal Managed Care, 

Access Plus and Access Plus Community Choices

	Benefits
	Current Plan Type
	Proposed New Plan Types

	
	Traditional Managed Care
	Access Plus
	Access Plus Community Choices

	Primary Care
	(
	(
	(

	Hospital Care, Emergency Room Services, Surgeries
	(
	(
	(

	Case Management of Covered Medical Services
	(
	(
	(

	Medi-Cal Scope of Benefits 
	(
	(
	(

	Nursing Facility Services (including extended stays)
	
	(
	(

	ADHC
	
	(
	(

	Required Expanded Care Management:  

· Consumer participation. 

· Interdisciplinary team support.  

· Focus on managing care across all settings (nursing facility, home and community-based services, hospital).

· Priority on avoiding institutional placement.
	
	
	(

	Home and Community-Based Services (for example, home nursing services, home modifications, personal emergency response systems, and others.) 


	
	
	(


Table 4 compares the features of Access Plus and Access Plus Community Choices by type of health plan and county.  These variations will provide the framework for assessing these new plans, the most effective programmatic approach to serve seniors and persons with disabilities, as well as the opportunity to determine the most effective array of and approach to providing services for enrolled individuals.  
Table 4  

Features of the Access Plus and Access Plus Community Choices Plans

	Health Plan

Type and Models
	Eligible Population & Enrollment
	Proposed Scope of Coverage
	CDHS Health Plan Selection Process
	Federal Waivers
	Considerations

	Access Plus: GMC 

(In Two GMC Counties/  Regions)


	· Dually eligible SPDs*

· Including under 21 

Voluntary Enrollment 
	Medicare, Medi-Cal services including acute and primary care, long term care (nursing facility) and ADHC.

Excludes IHSS
	Request for Applications in two GMC counties/

regions
	N/A
	· Non-competitive application process for two GMC counties/regions will be work intensive.

· Adds extended nursing facility and ADHC to benefits, which provides incentive for proactive and timely care mgmt.

· Requires additional rate calculations.

	Access Plus Community Choices: COHS 

(In One COHS County)
	· Adult SPDs (21 & over) 

· Dual Eligibles and

· Medi-Cal only 

Mandatory Enrollment 
	Medicare, Medi-Cal services including acute and primary care, long term care (nursing facility), ADHC and HCB services.**

Excludes IHSS


	None – Limited to existing COHS contractor
	1915(c) to provide HCB services
	· Adds ADHC and HCB services to the current list of COHS covered benefits.

· Allows plan flexibility to provide alternative HCB services in lieu of institutional placement.

· Requires additional rate calculations.

	Access Plus Community Choices: Two-Plan 

(In One Two-Plan County)


	· Adult SPDs (21 & over) 

· Dual Eligibles and

· Medi-Cal only 

Mandatory Enrollment
	Medicare, Medi-Cal services including acute and primary care, long term care (nursing facility), ADHC and HCB services.

Excludes IHSS
	Possible competitive procurement if the current commercial   plan in the Two-Plan county declines to participate
	1915(b/c)

to provide mandatory enrollment and HCB services
	· Adds extended nursing facility care, ADHC and HCB services.

· The timeline for mandatory enrollment may be delayed if procurement is required.

· If so, enrollment will be voluntary until a 2nd plan is identified.
· If procurement is necessary, additional State resources may be requested.
· Requires additional rate calculations.

	Access Plus Community Choices: SCAN 

(In Current SCAN areas – LA, Riverside, and San Bernardino).
	· Adult SPDs (21 & over) 

· Dual Eligibles and

· Medi-Cal only 

Voluntary Enrollment
	Medicare, Medi-Cal services including acute and primary care, long term care (nursing facility), ADHC and HCB services.

Excludes IHSS
	None
	1915(b/c) to provide HCB services
	· Current federal S/HMO demo is ending 12-31-07. 

· Adds extended nursing facility to current SCAN coverage.

· Enables current enrollees to continue receiving services under SCAN.

· Requires additional rate calculations.  


*SPDs = seniors and persons with disabilities 
**HCB = home and community-based

Implementation

The Medi-Cal Managed Care Division will implement the Access Plus pilot projects and the Office of Long Term Care will lead implementation of the Access Plus Community Choices pilots.  Implementation activities for both proposed plans will be conducted simultaneously to maximize the sharing of resources in administrative tasks where possible, e.g. contract development, program standards and plan requirements, reporting demographic and quality outcomes, capitation rate structure and methodology for new benefits, and evaluation design and timeframe.  Implementation of the Access Plus Community Choices, however, will require additional development of new and unique administrative and oversight standards for:

· Comprehensive care management.

· Home and community-based services and provider networks.

· Quality measures unique to the home and community-based services.

· Additional fiscal reporting to CMS.

In addition, it is important to note the impact of an additional related 2006/07 proposal submitted by the Department.  MC-61 will develop education and outreach materials aimed at increasing managed care enrollment of seniors and persons with disabilities, and statewide standards and requirements specific to this population.  Staff activities, infrastructure development and support functions related to this proposal are fundamental to the successful implementation of the Access Plus and Access Plus Community Choices pilot projects.  The limited staff and resources requested by the Department for Access Plus and Access Plus Community Choices pilot projects assumes the approval of and close coordination with MC-61 activities.  

In addition, the Department is currently analyzing and considering the recommendations proposed by the California HealthCare Foundation (CHCF) project entitled “Performance Standards for Medi-Cal Managed Care Organizations Serving People with Disabilities and Chronic Conditions.”  CHCF worked with The Center for Disability Issues and the Health Professions, The Center for Health Care Strategies, The Lewin Group and a wide array of stakeholders to recommend these performance standards for Medi-Cal managed care plans serving persons with disabilities and chronic conditions.  While most of the CHCF recommendations apply to both seniors and persons with disabilities, additional standards may be needed to fully address needs unique to seniors.  Office of Long Term Care staff will take the lead to work with the Olmstead Advisory Committee and senior service stakeholders to identify and develop additional managed care performance standards for seniors.  

The Department is committed to developing a process to ensure the participation of stakeholders, including but not limited to, consumers, the Olmstead Advisory Committee, industry representatives, service providers, health plans, and advocates in the development of policy, quality of care and performance standards and measures.  

Access Plus and Access Plus Community Choices development and implementation milestones are detailed in Table 5.

Table 5

Access Plus and Access Plus Community Choices Development and Implementation

	Phase
	Timeframe


	Milestones/

Deliverables



	I. Development
	Jul. 1, 2006 – Dec. 31, 2006
	· Development and implementation of program standards and deliverables (regulations, application requirements, contract language, review criteria, etc).

· Development of standards for operational readiness reviews of health plans and geographical areas (policies and procedures, provider networks, facility site reviews, etc).

· Begin work to develop actuarially certifiable rates unique to both types of plans.

· Information Technology (IT) systems development (for identification, tracking and enrollment of the dually eligible population).  A Feasibility Study Report will be developed in late 2005-06 to incorporate the systems changes necessary to implement the program prior to January 2008.  

	II. Solicitation of            Applications 
	Jan. 1, 2007 – Apr. 30, 2007

	· Release of solicitation announcements to potential applicants.

· Completion of two pre-submission applicant conferences.

· Application submission by interested organizations.  

	III.  Evaluation  

and Selection 
	May 1, 2007 – Sep. 30, 2007


	· Technical review of applications to determine that applicants have met minimum qualifications and requirements for participation in the program.

· Professional reviews by multi-disciplinary staff to determine that applicants are capable of achieving program standards and performance requirements.

· Announcement of contract awards to all successful applicants.  

	IV.  Readiness Review and Start up of Plan Operations
	Oct. 1, 2007 – Mar. 31, 2008
	· Conduct plan readiness reviews of each approved contractor/plan at least 3 months before Start-up of plan operations.  Critical readiness elements include:

-Collection, review, and approval of contract deliverables (Knox-Keene license, policies and procedures, provider network, provider sites, etc.);

-IT Systems testing (compatibility testing between Information Technology Services Division and Health Care Options);

-Transition Plan Protocol to ensure continuity of care for consumers;

-Establishment of the provider network;

-Creation and distribution of beneficiary/provider information and enrollment materials and processes.

· Activate the necessary IT systems to open enrollment to the health plans, once designated start dates have been assigned by the Department. 

· Begin monitoring ongoing operations.


Evaluation

An evaluation methodology will be developed to assess outcomes and the experience of seniors and persons with disabilities in each of the pilot projects.  Potential evaluation components include (but are not limited to):

1. Cost Effectiveness: Compare costs for those who remain in fee-for-service to those who enroll in pilot plans.  Compare costs before and after implementation.

Opportunities for preventive and proactive care management in a managed care system provide the potential for ongoing cost savings to the State.  At minimum, the State should realize cost savings over time by moving Medi-Cal long term care benefits from fee-for-service to managed care with rates set at less than fee-for-service costs.  
2. Carve Outs:  Assess the impact on utilization of services (for example, certain drugs), the population (for example, individuals with terminal illnesses), and costs (for example, overall costs for those with long term care needs).

3. Adverse Selection:  Determine if there is a trend for beneficiaries enrolling or disenrolling when they first begin to use long term care services.  Determine the number of long term care institutional days for enrolled recipients compared to those in fee-for-service and to those in health plans that do not include the long term care institutional benefit. 

4. Quality of Care:  Assess participant satisfaction with quality of care and services after enrollment in pilot projects.

Data gathered though the evaluation process will allow the State to determine the best and most effective approach(es) to providing services to seniors and persons with disabilities in a managed care environment.  A five-year time frame is proposed in order for the pilots to demonstrate the potential for targeted incentives, cost avoidances and/or cost savings.  

Attachment 1

Med-Cal Managed Care Models

Three managed care delivery models to provide health care to Medi-Cal beneficiaries.  

Two-Plan

Generally, in Two-Plan counties, the Department contracts with one locally developed health care service plan, known as the Local Initiative, and one Commercial Plan selected through a competitive procurement process.  In general, enrollment is mandatory for families and children.  The non-mandatory eligible groups (mostly seniors and persons with disabilities) access services through Medi-Cal’s fee-for-service delivery system or can choose to enroll in a managed care health plan.  The following twelve counties participate in this model:  Alameda, Contra Costa, Fresno, Kern, Los Angeles, Riverside, San Bernardino, San Francisco, San Joaquin, Santa Clara, Stanislaus, and Tulare.  

County Organized Health Systems

County Organized Health Systems (COHS) are health-insuring organizations that are organized and operated by a governing board appointed by the county’s Board of Supervisors.  All Medi-Cal beneficiaries residing within the county are required to enroll regardless of their eligibility category.  Five COHS plans operate in the following eight counties: Santa Barbara, San Mateo, Solano, Napa, Orange, Santa Cruz, Monterey, and Yolo.

Geographic Managed Care

Under the Geographic Managed Care model, the Department contracts with multiple health plans in the county via a non-competitive application process in which any plan meeting state requirements/standards is permitted to negotiate a contract with Medi-Cal. Medi-Cal beneficiaries have the option of choosing from among multiple commercial managed care plans for their health care services.  Under this model, enrollment is mandatory for families and children.  The non-mandatory eligible groups access services through traditional fee-for-service.  This model has operated in Sacramento County since 1994 and in San Diego County since 1996.  

Attachment 2

Lessons Learned From Other States

Data suggest that other states experience in providing services to seniors and persons with disabilities under managed care has been favorable.  

 Oklahoma:   An Oklahoma survey conducted by the Heartland Health Plan of Oklahoma showed overall significant satisfaction after managed care became mandatory for persons with disabilities.  
	ASPECT OF SERVICE
	Some or Much BETTER
	About the SAME
	Some or Much WORSE

	Ease of obtaining prescriptions
	60 percent
	31 percent
	10 percent

	Satisfaction with services received
	61 percent
	32 percent
	8 percent

	Ease of seeing a doctor
	46 percent
	36 percent
	18 percent

	Rating of doctors and providers
	43 percent
	49 percent
	8 percent


In addition, provider satisfaction was also high, with 100 percent of providers perceiving the managed care organization at least as good as or better than fee-for-service in home health care, case management services and ability to obtain information.  Success, in part, was attributed to outreach, training, education and strong provider partnerships.

Texas: STAR+PLUS integrates acute health services with long term care services using a managed care delivery system.  Of the approximately 63,300 STAR+PLUS eligibles in Harris County, about half are dually eligible.  STAR+PLUS Medicaid Only clients are required to choose an HMO and a Primary Care Provider in the HMO's network.  These clients receive all services - both acute and long-term care - from the HMO.  Dually eligible clients choose an HMO but do not choose a Primary Care Provider because they receive acute care from their Medicare providers.  The STAR+PLUS HMO only provides Medicaid long term care services to dually eligible clients.
 In 2002, over 74 percent of surveyed managed care enrollees reported it was easy to get help from their care coordinator, 81 percent reported they had no problem getting needed home health or attendant care, and 84 percent would consider recommending their health plan to others.  The number of Star Plus managed care enrollees receiving adult day care services and personal assistance services increased by 30 percent and 31 percent, respectively.   Lessons learned from the Texas Star Plus program include:

· Educate and inform providers and stakeholders to help ensure a successful transition to managed care. 

· Simplify administrative processes to improve provider satisfaction. 

· Care coordination is key for integrating acute and long term care services.
  
Arizona:  Arizona is the only state that provides all long term care through managed care.  The Arizona Long Term Care System (ALTCS) provides an array of fully integrated long term care services including home and community-based services, case management, behavioral health and nursing facility, as well as comprehensive medical coverage.  ALTCS serves individuals who are aged (65 and over), blind, or disabled and need ongoing services at a nursing facility level of care, who meet specific financial criteria.  Approximately 60 percent of the more than 22,000 elderly and physically disabled individuals enrolled in ALTCS reside in home and community-based settings.  
In surveys conducted in 2000 and 2001, consumers indicated high levels of satisfaction with ALTCS health plans, particularly with case managers, doctors, home and community-based caregivers and nursing facility caregivers.  In 2001, 91 percent to 95 percent of consumers reported being very satisfied or satisfied with their health plans, depending on the health plan serving them.
  
Minnesota:  Minnesota Senior Health Options (MSHO) is the first (implemented in 1997) and largest state-sponsored demonstration to integrate Medicare and Medicaid financing and benefits and acute and long term care services in a managed care delivery system under a Medicare+Choice contract with the federal government.  Care coordination is responsible for providing a seamless point of access to primary, acute and long term care services.  MSHO serves individuals age 65 and older who are eligible for Medicaid, with or without Medicare.  As of January 2004, MSHO’s enrollment was 5,205.  MSHO has experienced high consumer satisfaction, enrollment growth, a disenrollment rate of less than 3 percent, lower institutional utilization than the fee-for-service base, and low complaint and appeal rates.  In September 2001, the state expanded the MSHO model to enroll individuals 18 through 64 with physical disabilities in a program called the Minnesota Disability Health Options (MNDHO).
 

Wisconsin:  The Wisconsin Partnership Program is an integrated health and long term care program serving frail elderly and people with disabilities.  Partnership goals are to: (1) improve quality of health care and service delivery while containing costs; (2) reduce fragmentation and inefficiency in the existing health care delivery system; and (3) increase the ability of people to live in the community and participate in decisions regarding their own health care.  A 2004 participant satisfaction survey indicated:

· 93-100 percent of members “always” or “usually” have access to physician care.

· 92.9 percent of members felt they were always treated with dignity and respect.

· More than 96 percent of members indicated the (case management) team involved the person in making decisions.

In another survey, 88 percent of the physicians reported that membership in the Program made it easier to manage their patient’s care.
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Medi-Cal Best Practices

The following examples represent efforts undertaken by current Medi-Cal managed care plans to meet the unique health care needs of their enrollees who have chronic and/or disabling medical conditions.  They are not intended to represent a standard or minimum practice that has been established for plans in caring for seniors and persons living with disabilities.  



The way long term services are organized and delivered now just doesn’t work.  It doesn’t work for consumers, it doesn’t work for providers and it doesn’t work for payers.  





Dr. Kathleen Wilber, Professor of Gerontology, University of Southern California, From the PI:  Why Long Term Care Integration?, The Integrator, Issue #3, Center for Long Term Care Integration, Spring 2002.








Wheelchairs That Work





CalOptima, a COHS organization, serves over 290,000 enrollees in Orange County, including members with disabilities.  To ensure access to quality equipment, CalOptima established Seating Clinics at St. Jude and Tustin Rehabilitation Hospitals.  Each Seating Clinic has a physical therapist who specializes in rehabilitation equipment and qualified vendors.  CalOptima nurses coordinate care with the Seating Clinics, vendors, members, caregivers, and a Durable Medical Equipment Consultant, as needed.  The Seating Clinics have served over 1,000 members and have reduced the time from request to receipt of custom wheelchairs from 120 to 52 calendar days.  Over 90 percent of Seating Clinic clients report high satisfaction.











Informing Enrollees about Access to Provider Offices





Inland Empire Health Plan (IEHP) enrolls 285,000 enrollees in Riverside and San Bernardino counties.  The IEHP provider directory notes if providers’ offices are accessible with an easy-to-see icon.  The “access” code category identifies which offices have accessible parking, access from parking to building, and adjustable exam tables.  





Provider:�Address:��Phone:�AfterHours: �
DR. RIGHT�1111 1st St.�POMONA, CA 91767�(909) 123-4567�(888) 123-4567 �
Gender:�Type:�Age Limits:�IPA:�Hospital: �
FEMALE�PEDIATICS �UP TO AGE 21 �CARE FOR U MEDICAL GROUP �UNIV HOSPITAL �
�
Access: �
� INCLUDEPICTURE "https://www.iehp.org/secure_site/Doc_Search/images/HCap.jpg" \* MERGEFORMATINET ���   � HYPERLINK "https://www.iehp.org/secure_site/Doc_Search/Scripts/..\\forms\\accesstrans.asp" \o "Click to view additional Access Details" �LIMITED ACCESS� �
Bus: �
� INCLUDEPICTURE "https://www.iehp.org/secure_site/Doc_Search/images/Bus2.jpg" \* MERGEFORMATINET ���   �
�









� All federally approved SNPs are also required to provide Medicare Part D (prescription drug) coverage effective 1-06.


� For the purposes of this paper, “Medi-Cal/SSI-only” is defined as seniors or persons with disabilities who are not eligible for Medicare.


� PACE is a federally defined program that successfully integrates Medi-Cal and Medicare programs and is available only to persons who are 55 years or older and who are certifiable for nursing facility placement.  


� Any existing Local Initiative and commercial Medi-Cal managed care contractors can apply to CMS to become a Medicare SNP or a Medicare Advantage Plan with Part D coverage; state approval is not required.  Additionally, plans that do not participate in Medi-Cal can be federally approved as a SNP or Medicare Advantage Plan.


� A capitated rate is a fixed payment, usually on a per member per month basis, that is paid to an entity to cover a prescribed set of benefit/services the entity is responsible for delivering to that individual.


� The Department has proposed additional outreach and education efforts to increase voluntary enrollment of the Medi-Cal/SSI-only seniors and persons with disabilities population in managed care counties.  (BCP MC-61)


� Stakeholders in San Diego have expressed strong support for comprehensive and integrated medical and home and community-based services that would include IHSS.  Because San Diego is still working on its design to cover and fund the IHSS benefit through health plans, the county is proposed as an Access Plus GMC pilot project rather than as an Access Plus Community Choices pilot.  Implementing Access Plus will allow San Diego County and participating health plans to take the initial steps to become Medicare/Medi-Cal plans with enhanced benefits.  They will then be positioned to become an Access Plus Community Choice plan and add the more comprehensive home and community-based services when the county has solved the issues associated with including IHSS.  


� The July 1999 U.S. Supreme Court Olmstead Decision challenged federal, state and local governments to develop alternative choices for individuals living with disabilities through more accessible systems of cost-effective community-based services that prevent or delay early institutionalization.  


� Individuals enrolled in current Medi-Cal Home and Community Based Services (HCBS) waivers will access services under the plan instead of under MSSP or the Department’s HCBS waiver care management.  HCBS waiver providers will be reimbursed by the pilot health plans instead of through the Medi-Cal HCBS waivers.  The Developmentally Disabled and AIDs waivers will not be affected.


�  In a managed care model, the number of individuals who can access home and community-based services is not capped as it is under fee-for-service Medi-Cal federal waiver programs.


� Figure as of January 11, 2006, California Department of Health Services, Office of Long Term Care, PACE Unit.


� The Department has been informed by both health plans in Contra Costa, the proposed Two-Plan County, that without mandatory enrollment, their interest in participating in the pilot is, at best, uncertain due to the high costs of building a new service delivery system.


� If the commercial plan in the Two-Plan county declines to participate, a competitive procurement process will be necessary to select a new commercial plan.  This process will affect the timeline for mandatory enrollment in the Two-Plan county.


� Future resources may be needed to fund federally required External Quality Review Organization activities.
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