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A. EXECUTIVE SUMMARY
Description of Proposed Project: Over the past three years, San Diego’s local organizing group, the Planning Committee, has developed a vision and prepared a draft blueprint for acute and long term care (LTC) integrated service delivery for aged and disabled individuals that builds on the local Medi-Cal managed care model of Healthy San Diego (HSD).  This grant application proposes the completion of the actuarial studies and other assessments required to test and refine the feasibility of this blueprint, and to permit its development into practical plans for implementation.  Financial and other information from other models of integration have been examined and will be compared with the Healthy San Diego approach to assure that the implementation design developed meets the interests of the State and the vision of local stakeholders. It is in the best interests of all involved to continue exploring other options through parallel planning while we determine the financial feasibility of expanding Healthy San Diego.  Financial feasibility must be established before San Diego can move forward to realize the stakeholder vision.

     Key characteristics of the local Long Term Care Integration (LTCIP) vision are: 1). a single point of entry to an integrated system with risk assessment identifying individuals in immediate need of full assessment, care planning, and service brokerage to maintain his/her highest level of well-being and independence; 2). a single, electronic, case management record for each consumer to insure that all services, medications, and equipment are coordinated among all providers; and 3). capitated rates that pool and remove restrictions on primary, acute, and in-home care (e.g. In-Home Supportive Services (IHSS) and 1915(c) waivers), that effectively change incentives from managing cost to that of managing care.

     The emphasis of much of the LTCIP planning in San Diego this past year has been on exploring the potential for expansion of the existing and successful Healthy San Diego (HSD) model to include integrated LTC.  This model is based on contracts between the State and multiple managed care plans, capitated payments under these contracts for mandatory Temporary Assistance to Needy Families (TANF) enrollees and a few thousand voluntary ABD eligible persons, and a strong collaborative local stakeholder process to monitor and advise on system performance.  A major focus of this proposal is on taking the next steps in further testing feasibility, evaluating risk, and analyzing functional organizational structures for building on the strengths of the Healthy San Diego model.  Comparable financial, risk, and performance information from other integrated LTC models will be obtained and analyzed.  The work plans and schedules, implementation phases, and other aspects of development activity will be adjusted to reflect the information that emerges from these analyses and comparisons.

     Accomplishing LTC integration through the expansion of HSD could build on that program’s existing governance and operation structures, local oversight of quality and consumer satisfaction process, 1915(b) waiver, and consumer and provider participation.  Approaches to HSD expansion included in this proposal will be refined and revised as additional financial and other analyses provide further information.  As described in this proposal, HSD expansion implementation would include education to providers on the needs of ABD individuals and to these consumers on how to best use the integrated care system.  Health plans’ relationships for long term care “wraparound” services would need to be developed, and plans will need expanded expertise on additional community resources.  In Phase I of the potential HSD approach, the 36,000 aged and disabled persons with Medi-Cal only could have mandatory enrollment into integrated services, Phase II could include about 59,000 Medicare beneficiaries who are dually eligible to Medi-Cal, necessitating a unique capitated Medi-Cal rate.   Capacity would be sought for the HSD health plans to receive Medicare as well as Medi-Cal. Phase III of Implementation may include all aged and disabled persons who “opt in” through private pay or assignment of benefits. 

Overview of the Local Organizing Group: San Diego’s local organizing group has been the County’s LTCIP Planning Committee.  Over 400 individuals representing consumers, consumer advocates, providers, and interested parties have participated on this committee that is open to all interested in joining.

Responsible Agency: The County of San Diego Health and Human Services Agency (HHSA) Healthy San Diego program currently monitors Medi-Cal managed care, in conjunction with the health plans and the State Department of Health Services Managed Care Division.  This office may be expanded to form the LTC Agency. 

Governance/Advisory Structure:  The statutory advisory body of the current Healthy San Diego program is the Joint Consumer and Professional Committee, responsible for advising on quality oversight.  Three members of the LTCIP Advisory Group were added to this committee in July of 2001 for the purpose of representing LTCIP stakeholders. 

LTCIP Operational System:  Health plans that participate in LTCIP through the State contracting process would be the systems that administer LTCIP service delivery if Healthy San Diego were expanded.  Local LTCIP Workgroup recommendations regarding quality, case management, network of services, etc. would be proposed for inclusion by the State in health plan contracts.
B. CURRENT STATUS

     San Diego’s Long Term Care Integration Project (LTCIP) is positioned to begin the development phase toward full, at risk, acute and long term care integration with the information to complete a final actuarial analysis to determine feasibility.  The Local Organizing Group or LOG is known as the Planning Committee, which has supported plans to keep moving toward full, at-risk long term care integration (LTCI).  The County of San Diego has also made a commitment to begin parallel planning to develop options other than HSD expansion for local LTC system reform. 

     Approximately 7000 hours of stakeholder time has been devoted to LTCIP over the last three years in San Diego.  Over 400 consumers, advocates, and providers have participated in the planning process, taking time for education on relevant projects and issues as well as spreading the word about the project.  The County of San Diego has funded the development and maintenance of a LTCIP web site that is used to chronicle all local activity and serve as a communication tool between Planning Committee staff and members.  The county has also provided a dedicated staff position to the project from Aging & Independence Services (AIS) and staff time from HSD.

     Over the last three years, thirteen workgroups have been established to complete specific goals to further the planning process.  (Please see San Diego’s Year End Reports for FY 1999 and 2000 and the Interim Report for FY 2001 for workgroup findings and recommendations.)  Two new workgroups, established since January 2002, include the Community-based Providers Network Development Workgroup and the Stakeholders for Persons with Developmental Disabilities Workgroup.  In addition to these two workgroups, Data/Finance and the Health Plan Workgroups are very active with sub-group meetings almost weekly.  

     Research completed in San Diego includes expert presentations from some of the nation’s largest and most successful integration projects (Oregon, Arizona, Texas).  Demonstration projects were also examined during expert testimony from Programs of All-Inclusive Care for the Elderly (PACE) and two generations of Social Health Maintenance Organizations (SHMOs).  A thorough search of case management practices was completed by project staff.  The “best practice” elements are included in a matrix on the LTCIP web site.

     Planning Committee members have educated each other by presenting “industry (e.g. hospital, SNF, in-home care) issues” to each other to gain an appreciation and build trust for providers across the continuum.  The implications of the Olmstead Decision have been analyzed.  The local research has focused on what exists in San Diego and what works for successful LTCI projects in the nation.  This information has led the Planning Committee past the vision of integration to consensus to explore service delivery models to implement the vision.

     The Planning Committee has repeatedly recommended that ALL health, social, and supportive services and ALL aged, blind, and disabled sub-populations be included in LTCIP.  Members do not support “carve-outs” of any kind and want everyone to benefit from the plan for an improved and user-friendly system of care.  This is clearly evidenced by the stakeholder-generated initiation of the workgroup which will make a recommendation regarding participation of persons with developmental disabilities within LTCIP.

     The Data/Finance and Health Plan Workgroups have had the advantage of a full day’s education and discussion from experts of both the Arizona and Texas models of LTCI.  The experts presented on the practical aspects of planning and implementation, problems encountered, rate-setting procedures in conjunction with their respective States, and recommendations for San Diego’s LTCIP.  The Workgroups were encouraged by the success of these two programs.  Quality of life improvements for consumers are exhibited by the shift in expenditures from institutional to community-based care.  Providers report adequate levels of reimbursement.   Based on these presentations, the Workgroups found that the Texas StarPlus model is the national model most closely aligned to the vision of San Diego’s LTCIP stakeholders.  Research into evaluation material on the StarPlus program proved encouraging.  The nationally respected firm of William Mercer, Inc., performed a comprehensive assessment of Texas’ Star and StarPlus programs for the State of Texas.  The evaluation found that both programs had succeeded in improving upon the former system in all desired outcomes, such as improved access, improved consumer satisfaction, and lower State and federal costs.  The one negative finding included administrative burden experienced by providers.  The StarPlus Program is only in its third year of operation and San Diego will continue to monitor its progress.  With the information on this similar environment and successful service delivery system, the Workgroups renewed their planning efforts for San Diego’s LTCIP.  

     Currently, the commitment of the Health Plan representatives, working in conjunction with the Data/Finance workgroup, has brought the project to the point of potential recommendations for phasing in populations and services during implementation.  Completion of this activity assist in preparation for the final actuarial study.  It brings San Diego to a logical place to begin defining the specifics of developing the plan for implementation.  All required reports describing past activity leading to this development phase have been submitted to the Office of LTC for Fiscal Year (FY) End 2000-2001 and The Interim Report FY 2001-2002.  

     During the Development Phase, local efforts must include a renewed dedication to increasing the number of consumers who participate in the planning process.  Many consumer advocates and representatives have participated, but it has been difficult to find aged and disabled persons who are able to actively participate in the discussions and consensus-building for LTCIP.       

     While much work has been produced over the last three years by LTCIP stakeholders, funding to complete the necessary financial analysis has been unavailable from the State or other resources.  This Development Grant award and use of the resources toward establishing financial feasibility for the stakeholder vision is essential.  Development Grant resources may not be sufficient to fund an adequate actuarial study, and the county may need to explore other resources for assistance.  The finalizing of financial feasibility must be completed before San Diego’s LTCIP planning and development can continue to move forward.

C. IDENTIFICATION OF THE LOCAL ORGANIZING GROUP (LOG)
Description of LOG:  San Diego’s LOG is known as the LTCIP Planning Committee. The Planning Committee is comprised of 400+ consumers, advocates, and providers.  (See 2001-2002 Planning Grant for complete description of membership.) The LTCIP Organizational Chart following this section illustrates the relationship of Planning Committee sub-groups.  Since July 2001, new members have been recruited to better meet the current scope of work and more adequately reflect the proposed population to be served and the health care service delivery system under consideration. New Planning Committee participants include health plan representatives, health plan financial officers, and developmental disabilities advocates and consumers.    The individuals and agencies involved in the local LTCIP planning process have participated in many activities including:

· Education on the enormity of LTCIP and the need for thoughtful planning

· Seeking input from and providing feedback to stakeholders concerning local LTC issues requiring reform

· Research, analysis and distribution of information about successful national models of LTCI

· Meetings with  local LTC industry experts to understand their issue (building mutual trust)

· Stakeholder meetings to discuss current system, both merits and weaknesses, concluding that the current system is not serving consumers or providers well

· Developing consensus to research, plan and develop a system that includes all LTC populations and services

· Developing consensus to explore the expansion of the current Medi-Cal managed care system to meet the needs of San Diego’s aged and disabled citizens.

LOG Relationships: The LTCIP workgroups and staff formulate and forward recommendations to the Planning Committee membership for consensus-building.  Once approved, the recommendations are forwarded to the Advisory Group, which is the official decision-making body for the Planning Committee.  The Advisory Group includes over 50% consumers/consumer advocates, membership having been decided by the LOG. The Advisory Group will actively participate in the newly formed San Diego LTC agency (see below) and will work to ensure that the vision and goals of the stakeholders are represented during the implementation and operations of LTCIP.  As previously noted, stakeholders are exploring the expansion of San Diego’s Medi-Cal managed care model for LTCIP.  To the extent this model is feasible, the governance structure of HSD would be blended (three LTCIP Advisory Group members currently sit on the HSD governing body) with the LTCIP Advisory Group.  The HSD governing body is known as the Joint Consumer and Professional Advisory Committee.  This group has participated in LTCIP, received regular updates at monthly meetings, and is supportive of expanding HSD for LTCIP.  San Diego’s Board of Supervisors has committed its support and matching funds for three previous Planning Grants on the recommendation forwarded to County administration by the Advisory Group.  LTCIP Development Grant Support has been added as an item requiring “action” on the Board of Supervisors agenda for the regularly scheduled April 23, 2002 meeting.  A copy of the Board’s final decision will be forwarded to the Office of Long Term Care by the date of grant award.

LOG Role in Managing LTCIP Development:  Providing key leadership for LTCIP activity, the County of San Diego has dedicated staff time and in-kind resources to lead the LOG in the planning process.  Currently, county staff involved in the LOG are employed with various departments within the Health and Human Services Agency.  A number of staff have experience with developing the local Medi-Cal managed care program in conjunction with community primary care providers and consumers.  Health stakeholders have been organized into several different advisory bodies in the county, which have supported the on-going activity of LTCIP.  These include the Health Services Advisory Board, the HSD Joint Consumer and Professional Committee, and the Community Health Improvement Partnership.  As progress is made toward defining the service delivery model for San Diego’s LTCIP, the decision-making bodies described above will continue participating in development efforts with coordination and input from other interested health care stakeholder groups in the community.  County staff will continue to lead the planning process, in conjunction with LOG decisions.

Long Term Care Agency:  One of the benefits of expanding HSD for LTCIP is that a managing agency already exists and can be expanded to include LTCIP oversight.  This HSD agency is authorized by legislation (as explained in Section F) and has gained the respect of both the State DHS Division of Managed Care and local stakeholders.  Expertise in aging and disability and long term care services would need to be combined with existing staff expertise.  LTCIP duty Statements follow for staff who will be leading the community planning and development effort during 2002-2003.  The county is in the process of enlarging the LTCIP “team”, adding experts to develop optional LTC reform programs to HSD expansion in a parallel planning effort.

Long Term Care Integration Project Organizational Chart

Project Director - Duty Statement

Pamela B. Smith

Job Summary:

Has ultimate responsibility for the grant project. Serves as liaison with the Director of Health and Human Services Agency and the County Board of Supervisors.  The County process provides that department heads enter into revenue agreements on their behalf.  Provides leadership and direction on associated policy initiatives.

Primary Duties and Responsibilities:
1. Is authorized to enter into the agreement with the State.

2. Has ultimate responsibility for the grant project.

3. Directs the Project Manager in the planning phase.

4. Key liaison with the Director of Health and Human Services Agency and the County Board of Supervisors.

5. Provides leadership and direction on associated policy initiatives.

6. Responsible for ensuring coordination with other county health care initiatives and programs.

7. Responsible for chairing the LTCIP Advisory Group.

8. Spokesperson for the LTCIP and responsible for community outreach to ensure community commitment and understanding of the LTCIP. 

Project Manager - Duty Statement

Evalyn Greb

Job Summary:

Responsible for providing leadership and management of San Diego County’s LTCIP.  Accountable for outcomes of the LTCIP and assuring the Scope of Work for the State Planning Grant is met.  Responsible for ensuring broad and meaningful consumer, provider and key stakeholder involvement and participation in the planning process.  Key LTCIP liaison with the State Office of Long Term Care and County of San Diego agency staff.  

Primary Duties and Responsibilities:

1. Responsible and accountable for overall and day to day project outcomes.

2. Ensures stakeholder involvement in process is diverse with a fair representation of providers across the service array, and consumers across the continuum of need.

3. Serves as key liaison with State Office of Long Term Care, County of San Diego Health and Human Services Agency, and Planning Committee.

4. Responsible for the Scope of Work goals and objectives being met.

5. Responsible for fiscal and contract oversight, ensuring that contract terms between the State and County and between the County and Contractor are being met.

6. Responsible for the County progress reports to the State.

7. Ensures coordination with other community managed care initiatives, such as Healthy San Diego, Improving Access to Healthcare, proposed PACE Project, etc.

D. PROBLEM STATEMENT AND PROPOSED SOLUTION

Current Delivery System of Services to be Integrated:  Acute and primary health care for most aged and disabled persons in San Diego is provided by Medicare.  Sixty-two percent of persons eligible for Medi-Cal under the Aged, Blind, and Disabled (ABD) aid category are dually eligible to Medicare.  For Medi-Cal beneficiaries aged 65 or older, over 90% are dually eligible.  Fully half of San Diego’s Medicare beneficiaries have chosen to enroll in a Medicare managed care organization (MCO).  However, in 1997, very few (4%) dual eligibles chose to participate in a Medicare MCO.  It is widely held that the dual-eligible population experiences more chronic conditions and often requires access to specialists for treatment. In San Diego, approximately 59,000 dual eligibles receive primary health care through the Medicare fee-for-service system with no systematic assurance of a medical home and little case management of multiple medications, conditions and services.   A report from the California Pharmacists Association on October 22, 2000 estimated that the annual national costs of treating medication-related problems is over $100 billion.  Seniors take over half of all medications that result in over 70% of drug misuse problems in California. The San Diego population is traditionally assumed to be just greater than 1% of national figures.  Therefore, San Diego elderly incur in medical care costs over $70 million annually due to medication mismanagement.  The report also estimated that medication-related problems are responsible for an estimated 25% of skilled nursing facility and hospital admissions.

     Social services are provided by the County of San Diego and a myriad of community-based organizations, both large and small.  Funding for social service programs are varied with funding from federal, State and county sources in addition to local fund-raising activities and grants received from private foundations. Some geographic areas are rich with services, while some individuals in the County are miles from the nearest provider.  The United Way InfoLine and AIS Call Center are available and provide extensive health and social service referrals but many individuals seeking services are unaware that these resources exist. 

     Supportive services, including personal care and chore services at home, are provided by the County of San Diego and other community-based providers.  The County’s In-Home Supportive Services Program (IHSS) supports the Individual Provider program and has a provider contract for a “mixed mode” of service.    The Board of Supervisors has approved a Public Authority that is currently hiring staff to start business by the end of the year.  The Public Authority is San Diego’s Board of Supervisor-approved option to provide an employer of record for individual providers.  It will also improve in-home care employment with screening, training, supervision, benefits, and improved wages for individual providers.

Problem Statement:  Individuals in need of long term care in San Diego experience problems similar to the rest of the nation.  Many services exist, but individuals are unprepared, apprehensive of rules and regulations, and are often in crisis when seeking assistance.  LTC is commonly required following an acute health care episode or for advanced chronic conditions, both of which compromise the individual’s ability to spend time and resources on calling agencies, keeping appointments and seeking additional help.  In addition to illness, fatigue, and other post-acute or chronic symptoms, many aged and disabled persons also lack transportation, the ability to advocate for themselves, or the resources to connect with appropriate services to help prevent further functional decline and remain independent.  When referrals are made by institutions, such as hospitals, there is often little case management to ensure referrals are made and resources are provided.  Duplication of effort is likely when home health agencies, IHSS, waiver programs, and a variety of other programs and services are enlisted to assess functional need in the home following hospital discharge.

     Other problems arise due to the cost-shifting incentives between Medicare and Medi-Cal and the institutional bias for LTC under Medi-Cal.  Cost-shifting is exemplified by hospital discharge plans for individuals who are dually eligible and enrolled in an MCO for Medicare, being placed in a nursing home rather than with intensive home care, so that the post-acute cost will be covered by Medi-Cal.  Medi-Cal’s institutional bias for long term care is apparent.  For example, a couple can keep $89,000 in assets and qualify for Medi-Cal if one spouse is placed in a nursing facility.  If the couple elected to receive care at home, they would have to spend all but $3,000 of their assets to qualify for home care covered by Medi-Cal.  These cost-shifting incentives also expend significant administrative resources that could be used more appropriately for direct service.  In addition, the vast federal and State categorical programs which are meant to provide for a broad range of health and social needs, often prove more duplicative and confusing than helpful, and result in a fragmented set of services for the consumer.   

     There are numerous gaps in the system that are not currently addressed due to the categorical program guidelines that offer a specific set of services for the consumer, rather than having the flexibility to provide individualized care and service needs.  Some of these gaps include home modifications, “disability management” counseling, nutrition education and counseling, socialization and recreation, and fitness and exercise activities.  The problems with the current categorical programs stem from their development to focus on quality of care rather than quality of life. 

Proposed Solution:  To meet the identified fragmentation, complexity and conflicting priorities of the current health delivery system, the LTCIP proposes expanding the Healthy San Diego (HSD) model to mandatorily enroll the aged, blind and disabled (ABD) population.  The County will accomplish this through an amendment to the existing Medicaid 1915(b) waiver for Medi-Cal managed care.  Additionally, the LTCIP seeks to provide a full range of home and community based services through the addition of a concurrent Medicaid 1915(c) waiver.  Inclusion of the ABD population under HSD allows for an integrated and streamlined, system providing: 

· Prevention, education, early intervention to improve outcomes/promote wellness

· Administrative efficiencies resulting in increased funding for direct client services

· Enhanced continuity of care due to ability to manage care over time in a single system across the full continuum of services

· Governance and infrastructure that ensures stakeholder involvement and buy-in, eliminates need to replicate structure for LTCIP start-up/implementation

· Insulation for the County of San Diego from financial risk, with the State contracting directly with health plans qualified locally for participation

· Local oversight under HSD to assure access and quality of care

· Expansion of an existing 1915(b) waiver with request for home and community based services through a concurrent 1915(c) waiver. 
The expansion of HSD to include the ABD population and home and community-based services also provides benefits to the State and federal government:

· Addresses costs associated with the increase in the number of old and very old 

· Addresses the issues of administrative/financial fragmentation between aging, health and social services agencies at the federal, State and local level

· Addresses inefficient use of resources, consumer confusion, barriers to care

· Builds on a successful Medi-Cal managed care model with stakeholder support. 

     The target population for the San Diego LTCIP is defined as adults residing in San Diego County, and eligible under the Aged, Blind, and Disabled (ABD) Medi-Cal aid codes.  The inclusion of the entire ABD population makes the county rate setting process and methodology more simplified, less expensive, and timely by eliminating the need to extract a subset of data based on level of functioning, and makes risk-bearing more feasible with greater volume.

     LTCIP presents great opportunity for the County of San Diego to work collaboratively with the State toward a budget neutral capitated rate and to develop risk adjustment mechanisms.  This will be increasingly important to all stakeholders when considering the State Legislative Analyst has recommended mandatory enrollment into Medi-Cal managed care for the ABD population as a method of reducing the future State budget deficit.  LTCIP provides the opportunity to plan for 100% of current total Medi-Cal expenditures with the inclusion of wraparound services currently funded and the potential for additional home and community-based care services with a concurrent 1915(c) waiver.

E. IMPLEMENTATION PLAN AND TIMELINES FOR PHASES

Proposed LTCI Program Implementation and Timelines/Milestones for Phase-in

     The Development Phase described below is contingent upon San Diego receiving final actuarial information that supports the expansion of HSD for the LTCIP service delivery system.  It will also be of primary importance to have the actuarial study recommend the smallest increments of phase-in that are actuarially feasible for the protection of the consumers during start-up.  It will be very important to recruit a larger number of consumers to assist in making start-up recommendations.  If recommendations support HSD expansion, and the County of San Diego is assured of being exempt from risk, the following description is what LTCIP implementation might look like under HSD expansion.

Development Phase:  Starting July 1, 2002, the Development Phase may last up to 24 months as it will require both the planning and implementation of specific tasks needed to be accomplished for LTCIP start-up.  The Development Phase will complete feasibility on the populations and services to be included for final actuarial analysis, and will complete a Major Projects Plan with timelines, tasks, responsible persons, risks and anticipated problems of implementation.  This Plan will provide the blueprint for LTCIP start-up activities in a manner that will coordinate timing and help prioritize the enormous amount of work to be completed.  Some of the major goals will be: phase-in based on feasibility recommendations by the actuary; providing framework for the health plan contracts; preparing the community education and outreach plan and content; procuring funding for infrastructure; planning and building the mechanisms to support the web-based central client database; and assisting health plans in gaining expertise and contracts with providers for the new population to be served.  Some of these goals will be accomplished within the scope of this Development Grant, while others will need to be completed closer to actual implementation phase-in.   

Implementation Phase I: With a potential beginning phase-in date approximately two years after award of the Development Grant, San Diego’s LTCIP plans to enroll Medi-Cal ABD eligibles, who are not Medicare beneficiaries, into mandatory integrated care during the month of renewal for Supplemental Security Income (SSI) or recertification for eligibility to Medi-Cal over at least a one year period.  The expansion of the expertise and service scope within HSD for the purpose of LTCI will hereafter be referred to as Healthy San Diego Plus or HSD+.  The HSD+ care will be administered by health plans who have contracted with the State for a capitated rate that is developed by pooling all existing Medi-Cal funds to provide the full scope of health, social, and supportive services (see service list in Section J).  The HSD+ office, or local LTC Agency, will develop contract language that reflects the system of care required of a health plan to contract with the State.  Currently, staff, health plans, and other stakeholders are working on the specifics of the expansion of the HSD model for LTCIP that will be required within that contract process. In addition to current existing funds, HSD+ will work with the State to procure the resources of a concurrent 1915(c) waiver while amending HSD’s current 1915(b) waiver.  Waiver dollars will be capitated by the State to the health plans for those HSD+ members who are at a skilled nursing facility level of care.  

     Six months prior to the commencement of enrollment, a major educational campaign will be launched on two fronts.  Consumer education will include media coverage, direct mail, and personal or video presentations at all natural gathering places of the target population (such as residential care facilities, senior centers, etc.) and at homes for those who are homebound.  This campaign will include information on the newly improved system of care for elderly and disabled.  It will include information on how best to use the system and how to choose a provider.  It will include rights and responsibilities of consumers.  It will seek to empower consumers to be proactive to improve their current health maintenance activities through improved choices regarding exercise, diet, and care plan input and compliance.  It will explain the care management and quality assurance activities that will help to measure the new system’s success in reaching these goals.  

     The second part of the education campaign will be targeted to providers across the acute and long term care continuum.  Physician forums will be held regarding the new system and the need for their participation.  Training will be offered physicians on geriatric and disability standards of care.  Resources will be made available to all providers through the “Network of Care” web site that the California Department of Aging funded in Alameda, and which has been loaded with San Diego information.  Access to the web-based HSD+ client database will be assigned to providers at varying levels of security and confidentiality.  Community-based health and social service organizations are already in a formal planning process to develop networks to prepare for participation.

     Implementation of the project will begin with consumer enrollment and risk-screening.  An individual’s chosen health plan will provide all Medi-Cal acute and long term care benefits as authorized by his/her care manager.  However, the Data/Finance Workgroup and the final actuarial analysis may lead to feasibility recommendations to phase in the risk associated with specific services/populations at varying phases of implementation.  (It should be noted that the stakeholders have been steadfast in supporting full integration of all health, social, and supportive services for all aged and disabled persons.)  Health plans will contract with the State for a capitated rate for the full scope of health, social, and supportive services.  Health plans then will subcontract with existing community-based organizations to provide community-based long term care services.  Two of the guiding principles of the local LTCIP initiative have been to 1) utilize existing community providers rather than developing new resources, and 2) insure fair and equitable compensation for all providers across the continuum.  Contract language included between the health plans and the State will operationalize these principles.

     HSD health plans have infrastructure in place that currently serves some 160,000 members of the Temporary Assistance to Needy Families (TANF) program.  HSD has quality ratings higher than the Statewide average according to several recent independent studies, referenced in Section F.  Health plans and the LTC Agency will have added aging and disabled expertise regarding health and social service needs and resources for the HSD+ expansion.  Health plan benefits will be expanded to include social and supportive funding and services to be authorized based on consumer need.  This pooling of funds will mark the beginning of a new era in San Diego: the creation of an integrated system of care where the incentive is to provide low cost community-based services to stabilize the consumer and avoid high cost services and unnecessary utilization.  Integrated care under HSD+ will have the primary goal of effective care management, which will result in cost containment. 

     There is a distinct advantage in expansion of the HSD system in that it is highly regarded by the California Department of Health Services Division of Managed Care staff and by local stakeholders.  The successful and mature infrastructure of HSD will provide a foundation to build HSD+ and reduce the time and resources that must be dedicated to building all the appropriate consumer and provider safeguards into the system. It is the intent of HSD+ to enroll all Medi-Cal only recipients within 12 months of start-up or an extended period if deemed actuarially feasible.  The ensuing 12 months will allow for responding to unanticipated start-up issues so that the system is running smoothly before Phase II Implementation activity takes place.  Required Medi-Cal managed care trend analysis and consumer satisfaction surveys will be coupled with actuarially advised monitoring data to continuously improve the system for consumers and to evaluate readiness to move to Phase II of Implementation.

Implementation Phase II: During the last 12 months of Implementation Phase I, staff and stakeholders will work with the State and federal government to gain approval to begin enrolling the county’s Medi-Cal ABD population dually eligible to Medicare.  It will be very important to health plans to receive both Medicare and Medi-Cal (“Medi-Medi”) rates, as this will align the incentives for one entity to provide stabilizing, in-home services to prevent acute utilization for those who are dually eligible.  HSD+ systems will need to be expanded to serve the larger population with the full range of acute and LTC services.  Enrollment will occur as in Phase I during the month of SSI renewal or Medi-Cal recertification.  Approximately 95,000 members will be enrolled in HSD+ by the end of Implementation Phase II.   As described for Phase I, consumer response will be evaluated before consideration of moving forward to Phase III of Implementation.

Implementation Phase III:  As the final year of Phase II Implementation unfolds, it will become clear whether or not HSD+ will be a system that could also support private pay and LTC insurance buy-in, and perhaps even sliding fee scale participation.  LTCIP resources have not yet been focused on the specifics of planning for Phase III.  However, the stakeholder vision includes the availability of the improved, integrated system of care to all aged and disabled persons in San Diego.  

F. IDENTIFICATION OF THE AGENCY RESPONSIBLE FOR LTCIP

     During the Development Phase, it is anticipated that the responsibilities of the Healthy San Diego (HSD) section of the Health and Human Services Agency (HHSA) will be expanded to meet the legislative requirements for the LTCIP. It is proposed that the expanded agency role will be defined as Healthy San Diego Plus (HSD+).  Many of the requirements for administration and operations will be contracted to the HSD+ health plans by the State, with the balance of duties clearly delineated in an administrative contract between the State and HSD+ agency.  Therefore, it is important to note that the local LTC Agency is the agency that is responsible for the operation of LTCI rather than one that directly operates LTCI.  Direct operation of the LTCI system will be contracted to the health plans by the State as part of the overall operational plan.  The specific roles and responsibilities of HSD+ health plans will be identified during the Development Phase, completed in cooperation with the State Office of LTC, with specific requirements well defined in contract language.  The current Organizational Chart for HSD follows this section and will be modified to appropriately address the expanded role and meet the needs as required by the administrative contract with the State.

    Currently, HSD staff, under administrative contract with the State, enroll and disenroll eligible Medi-Cal beneficiaries into managed care health plans of their choice and perform other specific tasks, functions, and responsibilities outlined in the State contract.  These tasks include: coordination with Public Health; education and advocacy for beneficiaries; certification of public health providers; management of member grievances; quality improvement; and development of local standards.  The contract also requires HSD to designate Knox-Keene licensed health plans as eligible to contract with the State for HSD and to establish and staff the Joint Consumer and Professional Committee that is advisory to the HHSA Director.

     Expanding the scope of the Healthy San Diego program 1915(b) waiver and securing a concurrent 1915(c) waiver to implement HSD+ has many benefits, as described in Section D of this proposal.  A challenge for the expansion will be that the ABD population is known to have higher utilization of services due to the greater prevalence of chronic health and age-related problems.  A primary reason for stakeholder support to continue exploring HSD for expansion to deliver LTCI is the successful accomplishments of this local Medi-Cal managed care program.  Several independent sources outside of the county have analyzed managed health care delivery indicators and the results illustrate that the San Diego model is cost-effective, beneficiaries are satisfied and the model is well respected in the community.  Findings include:

· HSD is meeting and/or exceeding both its organizational goals and Medi-Cal managed care requirements set by CMS and the State Department of Health Services for healthcare access and quality.

· The HSD program for the waiver period of October 1998 through October 2000 was cost-effective when compared to comparable fee-for-service Medi-Cal population.

The federal Center for Medicare and Medicaid Services (CMS) requires a periodic independent evaluation of all Medicaid 1915(b) waivers.  In a State analysis of the most recent evaluation, conducted by Pacific Gateway Group (PGG), it was determined that the balance between the need to protect the liquidity of health plans, and to pay provider rates sufficient to maintain access, appears to have been successfully met during the HSD waiver period.  During an April 2001 meeting between PGG and State officials, PGG representatives Stated that the HSD model was the “ultimate model of how managed care should work.”  Results of the 2000 Consumer Assessment of Health Plans (CAHPS) 2.0H Member Satisfaction Survey issued in December 2001 indicate an overall level of satisfaction among HSD members that is higher than the Statewide average.  In every category for which percentages were available at both the local and State levels, HSD met or exceeded the Statewide average.  

     These effectiveness indicators reflect improved access to care and improved satisfaction with a medical “home” under HSD managed care.  The results speak to the success of the staff and stakeholders in forming a solid foundation upon which LTCIP can be built.  This model offers San Diego an opportunity to expand on a program firmly established and widely recognized as effective in the community.  Staff with specific aging, disability and managed care experience will be added to HSD for development and implementation of HSD+.  The HSD+ staff will be responsible for designating health plans who have proven capabilities and readiness to participate in the HSD+ program along with the State and to administer the full-continuum system of health, social, and supportive services to HSD+ members.
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G. DEFINITION OF GOVERNANCE/ADVISORY STRUCTURE

      If expansion of the Healthy San Diego model is chosen for San Diego’s LTCIP service delivery, the HSD statutory governance structure will be examined for expansion representative of the consumers and providers of LTC.  The authorizing legislation for HSD (W&I Code section 14089.05) has defined the local governance structure.  Governance as defined by AB 1040 is different than that of HSD legislation.  Due to the contracting relationship being between the State and the health plans under the scenario of HSD expansion for LTCIP, the State will remain responsible for most governing duties.  However, one of the successes acknowledged on the part of the State and local HSD stakeholders, is the advisory ability maintained during the legislative process, that allows for local influence over the program by the advisory body.

     Two advisory committees are established to monitor Medi-Cal Managed Care issues or other issues concerning health care delivery that may impact upon this system, and to advise the Director, Health and Human Services Agency, concerning those issues.  The Consumer and Professional Advisory Committees may elect to meet jointly as the Joint Consumer/Professional Advisory Committee (CAC/PAC) and have done so since the inception of HSD. 

     Representative membership is required by the legislation.  It includes representation from specific consumers and professional groups with prescriptive information on how individuals from each advocacy category are to be selected.  For consumers, it requires: 3 Medi-Cal beneficiaries; 3 consumer representatives; 5 countywide consumers (selected by each member of the Board of Supervisors); 1 organized labor; 2 business sector; 1 children’s issues; 1 children with special needs; 1 foster children; 2 mental health consumers; 2 taxpayer representation; 3 Members at Large; 1 consumer who is a member of each participating health plan; and 2 “others”.  Professional representation is required for: participating Health Plans; 5 physicians; 3 hospitals; 1 nursing; 1 public health; 1 community clinic; 1 education; 1 legal profession; 1 mental health professional; 1 optometry; 1 pharmacy; 1 podiatry; 1 dentist; and 1 “other”.   The existing LTCIP Advisory Group has LTC stakeholders, over 50% consumer representation, and membership having been determined by the LOG or Planning Committee.  With the expansion of HSD for LTCIP, it is anticipated that membership on the HSD Consumer/Professional Advisory Committee will be adjusted to fairly represent the interests of the acute and long term care needs of all Medi-Cal beneficiaries in San Diego.  Currently three members of the Consumer Advisory Committee represent acute and long term care interests.

     Under the HSD model, the Medi-Cal managed care plans contract directly with the California Medical Assistance Commission (CMAC) to provide the system of care for enrolled members.  This includes all administrative responsibility for the day-to-day operations of the health care delivery system.  Expansion to LTCIP will enlarge these systems for new populations and will require a broadened array of services and network providers to meet health, social, and supportive needs of the new eligible group.   It is hoped that a budget-neutral LTCIP capitated rate(s) will be established, rather than negotiated, by CMAC.

     The HSD Joint Consumer and Professional Committee has a Quality Improvement Sub-Committee that continuously conducts surveys and examines member satisfaction to improve the systems that serve consumers.  Other sub-committees include:  Enrollment, Consumer Education and Advocacy, and Management Information Services (MIS).  These subcommittees review issues and make recommendations to the Joint Committee on system implementation and improvement.  Prior to the implementation of Phase I, the Joint Committee will fully represent LTC stakeholders.  This phase is projected to offer full-continuum LTCI to a portion of the Medi-Cal aged, blind, and disabled population as described above.  Phase II will expand the covered population to include the Medi-Cal aged, blind, and disabled population also eligible to Medicare.  Phase III will look to include private resource enrollees into LTCIP.  It is anticipated that some representation adjustment to the Joint Consumer and Professional Committee will be made prior to Phase II and III to include advocates for the broader populations.  

     The local HSD operating agency is a section of the County Health and Human Service Agency (HHSA).  It is planned to expand this agency to meet the requirements of a Local LTC Agency. It is this agency that will staff the Joint Consumer and Professional Advisory Committee, support quality improvement activities, and prepare oversight information for the State under the administrative contract.  The Committee advises and the Agency reports to the Director of HHSA with recommendations for policy changes, consumer problems, system issues, etc.  All aspects of LTCI implementation will be reviewed by the Committee and forwarded to the Director of HHSA for a decision before being forwarded to the State for approval.  An Organizational Chart for HSD immediately precedes this section of the proposal.

H. CONSUMER AND PROVIDER INVOLVEMENT

     San Diego LTCIP continues to have a dedicated community of stakeholders assisting with the planning process. (Please refer to FY 2001-02 Grant Application for a listing of participating agencies and individuals.)  The LTCIP Organizational Chart, which follows Section C above, depicts the structure of the different LTCIP groups and the direct involvement of stakeholders in the decision-making process.  Workgroups forward recommendations to the Planning Committee for consensus.  The Planning Committee develops consensus and forwards recommendations to the Advisory Group.  The Advisory Group, with representation of consumers at over 50% and membership approved by the Planning Committee, has final stakeholder approval of recommendations before forwarding to County administrators and the Board of Supervisors, which approves recommendations to forward to the State Office of Long Term Care. San Diego will actively recruit consumers of direct and current LTC services to participate in decision-making during this phase.  It is estimated that over 7000 hours of consumer, advocate, and provider times has been dedicated to the LTCIP planning process over the last three years.

     While San Diego is geographically as large as the State of Connecticut, with three million residents, the professional health and social service providers have a long history of working together for the good of the community.  One of the LTCIP accomplishments over the last few years has been education between health and social service providers to create an atmosphere where understanding the issues faced by other industries results in appreciation and trust for the role of all providers across the continuum.  Daily operational issues of large organizations, such as hospitals, skilled nursing facilities, and home health agencies who receive Med-Cal funding, are now known to the smaller community-based organizations who have shared their struggle, time, and energy spent on fund-raising.  Consumers and advocates have shared in this process and have come to believe in the great dedication of providers across the continuum to improve the system of acute and LTC.  

     During the current planning phase, LTCIP has begun to work more closely with advisory groups of the health care community as LTCIP implementation will rely on health and social service provider participation and support.  To-date, LTCIP has received support on the progress being made toward acute and long term care integration from the Health Services Advisory Board, the Healthy San Diego Joint Consumer and Professional Committee, and the Community Health Improvement Partnership.

     Two recently formed workgroups have been initiated by providers and consumer advocates.  The Community-based Provider Network Development Workgroup has organized to consider how best to participate, and perhaps plan to share risk, with LTCIP health plan contractors.  The Stakeholders Group for Persons with Developmental Disabilities has organized to provide a recommendation to the LTCIP Planning Committee on how best to include persons with developmental disabilities in LTCIP.

     As recently as March 21, 2002, an Ad Hoc Planning Committee meeting, with over 50 stakeholders present, confirmed their support for continuing toward full integration of acute and long term care in San Diego.  At the same meeting, everyone also confirmed the need to do diligent planning to create additional options for improving the LTC system in San Diego, in case it is determined that HSD expansion is not feasible. 

I. LONG TERM CARE SYSTEM

Long Term Care Integration in San Diego must be planned carefully, mitigating risk to the State, County, and consumers to the highest degree possible.  Added resources, such as the 1915(c) waiver resources, must be available during all phases of implementation if success is to be insured.  Actuarial feasibility recommendations must include the consumer number, pace and timeframes for implementation phases, and what trends to study for future phase-in as implementation occurs.   San Diego is determined to balance the approach between what is actuarially feasible and the time needed to mitigate predictable operational problems.  The LTCI system must be an improved system of care for San Diego consumers.

(1) Service Delivery

     Healthy San Diego Plus (HSD+) will shift the aged, blind, and disabled Medi-Cal beneficiary from a fee-for-service health system to a managed, integrated care continuum that provides access to health, social, and supportive services.  Access to all services will be provided through a single contact.  Care management will provide the point of contact to the provider continuum for the consumer. Contracted health plans will become the care “home” of every covered individual.  A consumer will no longer have to find a doctor when he is sick or have multiple physicians prescribing medications/treatments unknown to each other. Medication problems will be mitigated as all providers will be able to review the medication list on the shared consumer’s electronic care plan.  For the first time, consumers will receive education and counseling on choosing a plan that best meets his needs, where value added services start with risk screening and scheduled, preventive care. No longer will the consumer have to provide the same information to multiple providers.  For the first time, education and wellness activities will be available to assist the consumer in making better lifestyle choices to improve his/her own health outcomes and quality of life.  

The envisioned system of care under HSD+ during Phase I is characterized by:

· Member education during 6 months before enrollment

· Member choice of and enrollment into a HSD+ plan after Options Counseling

· Risk screening and assignment to plan care manager (CM) within 30 days

· High risk members assessed at home for needed services within 60 days

· High risk members include IHSS and waiver clients (before HSD+)

· Members receive all health and social services through HSD+ plan 

· Primary care physician (may be specialist) is contact for health care

· CM is contact for all but health services

· All services authorized/referred by CM based on need with member agreement

· Consumers may change plans with 30 day notice.

     Existing Medi-Cal home and community-based services in San Diego will no longer be separate programs, but will be integrated into the array of services available from HSD+ health plans.  These include home health, IHSS, 1915(c) waiver services, and Adult Day Health Care.  Please see Section J. Scope of Services for funding streams and HSD+ services available to meet member need.  It is a Guiding Principle of the local LTCIP that the existing providers of health and social services will provide services under HSD+.  Some new networks/relationships are under discussion among the community-based providers who may be interested in networks with risk-sharing contracts with the HSD+ health plans.  An individual’s care manager will authorize health-related, social, and supportive services or refer to resources available outside of the HSD+ funding pool for non-covered services.  The care manager has primary responsibility for access and service quality for each member served.

     A concurrent 1915(c) waiver will be requested for HSD+ for the number of estimated Medi-Cal persons who are aged and disabled at a skilled nursing facility level of care and who reside in a community-based setting.  That number is currently estimated at 20,000 individuals.  These waiver resources will be capitated from the State to the HSD+ health plans for community-dwelling members assessed at SNF level of care.  Waiver resources are required to provide “payment of last resort” after all traditional funding sources have been exhausted.  Care managers will constantly be updated on non-integrated care resources for the purpose of referral before service and payment authorization to HSD+ providers, as appropriate.  Under Medi-Cal managed care rules, the health plans must pay service providers within 30 days of billing.  Different (higher) capitated rates will be developed for HSD+ members who are at a skilled nursing facility level of need, and qualify for 1915(c) waiver resources, than for those who do have a skilled level of care need.  In Phase I and II, persons not eligible to Medi-Cal in San Diego will be impacted by this change only in the positive sense.  The “single point of entry” to HSD+ will have a rich resource database that will enable response to assist all callers with information regarding resources to meet health and social service needs, regardless of income and eligibility.

     The vision for this new integrated system has been developed and supported in conjunction with over 400 stakeholders in the county of San Diego (see Section H. Consumer and Provider Involvement).  Much work remains to be completed before a decision to move forward with implementation can be made.  Once financial feasibility is established, the system description provided here would represent the current concept which will evolve as more questions are answered and an Implementation Plan is developed over the next 12 to 15 months.

     The impact of Phase I Implementation on current programs to be integrated is projected to be the shift of:

· 3000-4000 Medi-Cal only IHSS clients to HSD+ for in-home care services

· services currently authorized by/billed to distinct categorical programs will be authorized by/reimbursed by HSD+ plans.

     During all phases of implementation, health plans will provide services that meet the needs of special populations for language translation, cultural competency, religious preference, and continuity of care with providers who were in service to the member before transition to HSD+.  For new HSD+ members who reside in assisted living or skilled nursing facilities, it will be especially important to provide a “seamless” transition between fee-for-service Medi-Cal and HSD+, which will deem all skilled facility residents as high need for immediate assessment and  care management interventions.

     Minimal disruption to those receiving long term care services at transition will be a priority goal in the development of activities for transition as a part of the Implementation Plan.  This goal is one of the bases for the local LTCIP Guiding Principle to use existing community organizations in the LTCIP provider networks.  This goal will be a joint goal during the planning and development process as health plans, community-based organizations, and current Medi-Cal providers develop implementation activities together.  The over-arching goal of LTCIP is improving the quality of life for San Diego’s elderly and disabled individuals through improving the system of care. 

     During Phase II of Implementation, service delivery will be expanded to persons who are aged and disabled and eligible to Medi-Cal and Medicare.  They will be enrolled in HSD+, as in Phase I, during the month of their Medi-Cal recertification or Supplemental Security Income (SSI) renewal linked to Medi-Cal eligibility.  Outreach and education regarding the new system will be provided to these individuals during the 6 months before their recertification month.   HSD+ anticipates that authority will be granted by the State and federal government to allow HSD+ plans to contract for a Medicare capitated rate as well as a Medi-Cal rate for the dually eligible.  During Phase II, the Multipurpose Senior Services and AIDS Waiver Programs clients and balance of IHSS clients who are over 21 years old will shift to HSD+ from the existing County programs.  IHSS currently serves approximately 500 children and youth, who will not become part of the HSD+ program.  An approved recommendation from the Stakeholders for Persons with Developmental Disabilities will guide LTCIP in the inclusion of integrated services to this population during Phase II.

     The concurrent 1915(c) waiver application will seek to phase-in all current “IHSS residual” clients by requesting higher income and asset levels for waiver eligibility.  The goal will be to transition those previously IHSS eligible through “Share of Cost” and those with a spouse as provider to HSD+ authorization and reimbursement for in-home care.  Transition from the current system to the integrated system will be planned by all involved stakeholders with the goals of avoiding disruption of service to consumers, minimizing impact to all, and providing fair compensation to providers.  Transfer of County of San Diego programs will necessitate stakeholder planning to re-train and/or relocate impacted staff.  As the County re-tools itself for the phased-in implementation of HSD+, many new opportunities exist for expanding health and social services offered to HSD+ health plan members and all San Diegans seeking information and services for the aged and disabled population.

     During Phase III of Implementation, service delivery may be expanded on an optional basis to persons not eligible to Medi-Cal who are aged or disabled and want to take advantage of the integrated system of care.  Phase III will be known as the “HSD+ Buy-in Phase”.  It is anticipated that private LTC and other health insurance, private pay, and a sliding fee scale premium will be developed to enable all those in the community to participate as desired.  A separate and unique administrative tracking structure will be developed for Phase III funding, services, and consumers.

2) Consumer Access To Services

     During the first two phases of implementation, the annual date of SSI renewal or Medi-Cal recertification will be the point at which the Medi-Cal only, aged, blind, or disabled consumer will be enrolled into HSD+.  Information will have been received about the new system during the 6 months prior to recertification.  Options counseling will be provided to assist consumers in choosing a health plan that best meets their individual needs, usually based on the member’s current primary care and/or specialty provider.  (Permission will be sought during the 1915(b) waiver amendment process to allow an expanded set of specialty physicians to fill the role of primary care provider for those with specified chronic conditions.)  During the process of choosing a health plan, the consumer will be asked to complete a tested and approved self-report risk screen, such as the Pra (Predictor of readmission for acute care).  The health plan chosen by the consumer will receive the results of the risk screen or will be responsible for getting risk information from those consumers who did not forward the completed screen.  Screening information will allow health plans to identify education and wellness needs of the population not at significant risk.  For those members at high risk, health plans will assign appropriate care management, which will begin with a multidimensional in-home assessment.  Risk screening updates will be required annually for those not yet screened to a high risk category.

     Once enrolled in a health plan, the assessment process and service or care plan development by the care manager (for those consumers determined to be at high risk based on contract criteria) will include input from the consumer and his/her caregivers and family.  For consumers who are too cognitively impaired to adequately participate, the legal representative and significant others will participate in assessment and care planning on behalf of the member.  Care managers will have responsibility for referring/authorizing care plan services, as agreed upon with the member/caregiver. The care manager becomes the consumer’s contact person for all health-related and social and supportive services.  The health plan will have a 24 hour, seven day per week, “800” number response line to assist consumers in immediate need.  Care plan development and implementation will include consumer preference for religious, cultural and language needs.  It will also provide professional discussion of resource information, so that the consumer is able to choose the options for care that meet his/her individual need and preference.   The care plan will include timelines for monitoring, reassessment, and contact with the consumer.  Consumers will be encouraged to work with their care manager as a team within the health and social service system developed for HSD+. Medi-Cal managed care requires participating plans to have a formal, published appeal and grievance procedure to insure consumer access.  LTCIP in San Diego proposes to expand the existing Ombudsman Program to provide the first line of consumer assistance in accessing needed services. 
     During the first phase of implementation, new referrals to HSD+ will include those non-Medicare beneficiaries who have just become eligible to Medi-Cal under the aged, blind, or disabled (ABD) aid categories.  During Phase II, new referrals will include newly eligible ABD persons who are dually eligible to Medicare.  During both Phase I and II, it may happen that an individual who was previously ineligible to Medi-Cal is identified as having a skilled nursing facility level of care need, and qualifies for Medi-Cal under the expanded waiver eligibility criteria.  Policy and procedure for this occurrence will be developed in conjunction with the State Department of Health Services.   

3) Care Management

     Healthy San Diego Plus (HSD+) contracting health plans will be responsible for the care management of each enrolled member.  One of the options for participation as a health plan will include a model in which high risk member care management may be sub-contracted; however, the health plan will still have full responsibility for all care management and integrated services received by the member.  In San Diego, local care managers and consumer advocates have spent many hours in examining “best practice” case management models across the country. Once a final decision is made about the service delivery system locally, the Workgroup will re-convene to assist in developing care management requirements and guidelines to be included in health plan contracts with the State. The Workgroup’s recommendations include:

1.  An integrated care management model having a) teams that include the physician, ancillary health and social service professionals involved in the individual’s care, and the consumer, family, and caregivers; b) full continuum health, social and supportive services; and c) tiered levels of care management based on severity of consumer need for frequency of contact and credentials/expertise.

2.  Single point of entry with a) access to services provided through a single point  with streamlined, non-duplicative application and eligibility, coordinated with Medicare, Medi-Cal eligibility, Social Security, etc., with those not eligible to LTCIP being provided access/advocacy to existing community services; b) a baseline risk assessment at enrollment; c) a single case management database for each consumer with secured, confidential access for the care management team and providers.

3. Standardized data collection, including a) a standardized risk screen; b) a standardized assessment tool that has “triggers”, based on health and social domains, that indicate the need for further assessment/intervention; c) tools used to document baseline consumer information, and to periodically update with consumer status, without duplication of unchanging data elements; and d) assessment information used as the basis for Care Plan development. 

4. A prescriptive, integrated Care Plan that includes a) health, social, and supportive services to be referred/authorized; b) the name of the primary care manager; c) scheduled care manager contact intervals, and d) secured, confidential levels of access to all involved in the member’s care.

5. Care management quality assurance measures, including a) contract language with specific and detailed standards and requirements; b) contract monitoring of health plans to assess care management quality on a periodic basis; and c) formation of a Quality Improvement Committee to provide oversight, and identify methods to improve policies and procedures continuously.

6.  Develop Memoranda of Understanding (MOUs) with providers of services and funding not in the LTCIP pool to a) to improve service coordination and advocacy for HSD+ members (e.g. the Regional Center for Services to the Developmentally Disabled, County Mental Health Services, Medicare providers, Public Health, and other community providers).

     With a single care manager and care plan for each member, duplication and fragmentation can be eliminated and continuity across all levels and types of care can be enhanced.  Once a Medicare waiver is obtained in Phase II, much cost-shifting will be eliminated by the presence of incentives that align to serve the consumer rather than separate administrative systems.  The new incentive for health plans under this model of integrated care will be to spend adequate funds to stabilize members at the lowest level of care, that is, social and supportive services in the home environment.  A professional relationship will be developed by the care manager with the consumer, who will have a single person to call for access to any needed services, whether through referral or purchase by the care manager. 

3)  Quality Assurance and Accountability

     During Planning Phase II, the Quality Assurance (QA) Workgroup was populated with industry experts from across the continuum and chaired by the Director of QA for the San Diego Regional Veteran’s Administration.  A review of existing required QA documentation was completed for all major industries represented in the acute and LTC continuum.  It was identified that a few industries, such as personal care and chore services in the home, had not required standards at the State or local level.  However, standards have been developed on a voluntary basis by the local Regional Home Care Council for providers of this service.  Accomplishments of the workgroup included the development of a matrix which outlines quality assurance industry standards that are applicable to the LTCIP continuum.  QA Workgroup recommendations to the larger Planning Committee were:

1) LTCIP QA standards and requirements should not add any unnecessary administrative costs or burden to providers;

2) Priorities for QA measures should be set to provide the most useful information in the most cost-effective way to improve the system for the consumer;

3) QA methods should be developed with input from, and to take into consideration the needs of, the consumer and the provider;

4) Existing QA systems should be used whenever possible when conducting studies and audits;

5) QA should consider the importance of patient education and communication between provider and patient; and

6) LTCIP focus studies developed for improvement in quality and access should be cost effective and realistic.

     As Medi-Cal managed care contractors, HSD health plans are required to participate in CAHPS (Consumer Assessment of Health Plans) reporting, HEDIS (Health Employer Data Information Set) reporting, State audits and corrective action plans, and facility review audits for every health plan provider site.  Additionally, HSD staff monitor trends via the Panorama View database, which provides all county Medi-Cal eligibility, utilization, and expenditure data to the State Department of Health Services.   This level of coordination of quality oversight activities is unique to Medi-Cal managed care.  While the fee-for-service system receives encounter data from providers, and the State conducts provider audits, HSD offers a much higher level of consumer protection.  Not only are more controls mandated, but the State, local staff, committees, and consumers have input into quality improvement activities.

     It is anticipated that quality assurance specifications developed by LTCIP will be built into the contracting process between the State and health plans.  HSD+ then would not only have the consumer and provider protections built into acute and primary managed care requirements, but additionally would be required to respond to LTC requirements.  HSD+ health plans will contract to meet standards of quality required for the aged and disabled population and the broader scope of LTC services.  HSD+ staff will participate in the Joint Consumer and Professional Committee’s Quality Improvement Sub-Committee to insure that issues for the aged and disabled population are studied and result in recommendations for system improvement within HSD+ service delivery.  The Joint Committee will take action on the recommendations of the Sub-Committee and forward a recommendation to HHSA and the State.  HHSA and the State will then have information to improve policies and procedures to assure the quality of service delivery.

     On an individualized basis, the “frontline” of quality assurance will be the care manager.  Assessment of the needs of the client results in a care plan that is implemented by the care manager or consumer/caregiver to procure the needed set of services.  Periodic member monitoring by the care manager includes an update of the member’s quality of life, including health-related and social factors.  It also includes an assessment of the quality of care being received via service providers contacted or contracted to implement care plan activities.  Therefore, the care manager can respond and intervene immediately if there is an issue regarding care provision.  Outside of the scheduled periodic member monitoring, consumers will also be encouraged to call their care manager with any service provider problems.  Care managers will report service provider problem trends to health plan managers for administrative action. The 24 hour response line may also be used as a mechanism for consumer input/complaint.

J. SCOPE OF SERVICES  

List and define each type of service, indicating if services are new or existing.  Include any limitations to service utilization or authorization.  To the extent one has been identified, list the matching funding source that will be transferred into the consolidated fund.
	Type and Definition of service (Existing or new?)
	limitations to utilization or authorization
	funding source

	1) Medi-Cal ACUTE AND PRIMARY CARE

· Hospital:  inpatient, out-patient, emergency room (existing)

· Professional:  physician, lab and x-ray, podiatry, vision, ambulance, pharmacy, home health, DME, hearing aids, chiropractic, ambulatory surgery center, pre-natal care, adult well-check, family planning, dialysis, TPN, PT/OT/ST, hospice (existing)
	1) Limited only by health-related necessity.

     Impacted by consumer preference.


	1) Existing regular Medi-Cal funding under fee-for-service and managed care. 



	2) Medi-Cal LTC SERVICES (existing)

· Adult Day Health Care

· Skilled Nursing Facilities

· Personal Assistance Services
	2) Limited only by health-related necessity. Impacted by consumer preference.


	2) Existing regular Medi-Cal funding under fee-for-service



	3) Medi-Cal HCBC (existing for current waiver clients, new for expanded “client slots”)

· Case management

· Home modification, repairs, maint.

· Translation/communication/emergency response devices

· Home health, personal care, respite, PT/OT/ST beyond regular Medi-Cal 

· Counseling

· Money management

· Adult day care

· Emergency moves/temporary shelter

· Nutrition

· Assistive devices

· Legal assistance

· Transportation

· Bridges & partials not covered by Denti-Cal

· Assisted Living Services/Adult Foster Care (new for all)
	3) Limited only by health-related necessity.  Impacted by consumer preference.
	3) Existing Medi-Cal HCBC funding rolled into new, larger concurrent 1915(c) waiver


     The full list of services outlined above will be available to all members in Implementation Phases I and II based on health-related necessity.  Health-related necessity is the need for a service that will maintain or improve the quality of a member’s life and prevent or delay utilization of a more acute level of service.  It will be further defined within the contract between the HSD+ health plans and the State.  Consumer preference expressed during individual Care Plan development, will influence the type and place of services authorized.  Special population needs will also be addressed within the Care Planning process.   While the full mix of services will be available to all HSD+ members in the first two phases, some of the Medi-Cal aged and disabled population in San Diego will not be members of HSD+ until Phase II, when those dually eligible to Medicare are added to the mandatory enrollment.  During Phase III, Medi-Cal resources will not be used for those individuals not eligible to Medi-Cal.  A separate administrative funding and accounting system will be constructed before the Implementation of Phase III for this purpose.  Current proposals for funding in Phase III include insurance, private pay, or sliding fee scale buy-in to the full scope of services as listed above.

     “Matching funds” for current services included in San Diego’s consolidated funding pool is a short list: the County of San Diego match for In-Home Supportive Services (IHSS), both the Medi-Cal and “Residual” programs.  During the current Fiscal Year, San Diego is spending approximately 23 cents of every IHSS service dollar and about 17 cents of every administrative dollar.  The total the County of San Diego will spend this year is approximately $26 million or an estimated 3.5% of total Medi-Cal expenditures for aged, blind, and disabled individuals in San Diego.  This figure represents an average between the Medi-Cal and Residual parts of the program.  It is anticipated that this match will be calculated as a percentage of the capitated rate for San Diego, which will then be paid by the county to the State for the HSD+ consolidated fund to meet “maintenance of effort”.  It will be important to consider all the changes that IHSS is currently undergoing (wage increases, Public Authority development, caseload increase, etc.) as that rate percentage is developed with the State.  It is also anticipated that San Diego’s LTCIP will work with the State Office of LTC to develop eligibility criteria that includes persons now restricted to the non-Medi-Cal Residual program to attain eligibility under the concurrent 1915(c).  This will also effect rate development at the State level.  (Note: the IHSS Residual population is the only non-Medi-Cal funded program that is planned to be incorporated under LTCIP consolidation in San Diego during Implementation Phase I and II.)  The capitated rate will be awarded by contract from the State to the HSD+ health plans for the provision of the full scope of services.

K. DESCRIPTION OF THE TARGET POPULATION AND GEOGRAPHIC AREA

Phase I of Implementation Target Population:  

    Phase I of Implementation envisions mandatory enrollment for:

· Medi-Cal eligible individuals under the aged, blind, and disabled aid categories 

· 21 years and older

· Not dually eligible to Medicare

· Not developmentally disabled.  

     Today, it is estimated that there are 36,000 individuals who meet this criteria in San Diego.  This target population includes the “eligible beneficiaries” defined in the LTCIP W&I Code Section 14139.41, requiring Medi-Cal eligibility, functional or cognitive dependence, and adulthood.  However, San Diego’s Local Organizing Group has planned from the early days of the project to have more inclusive Medi-Cal enrollment in order to design an improved system for all aged and disabled Medi-Cal beneficiaries with increased opportunity for wellness, prevention, and early intervention resulting in better individual outcomes.  The rationale for beginning implementation with the Phase I target population includes:

· Eliminates dual eligible issues from complicating start-up.

· Allows time during Phase I for formal stakeholder group recommendations to be forwarded regarding 18 to 20 year old individuals’ inclusion in Phase II Implementation. (This population is known to have access to multiple other funding sources under California Children’s Services, Early Prevention, Screening, Diagnosis, and Treatment (EPSDT) program.  Medi-Cal expenditures for these programs for potential LTCIP consumers need to be researched for a decision on inclusion in the consolidated funding pool.)

· Allows time during Phase I for formal stakeholder group recommendations to be forwarded regarding inclusion of persons and services for persons with developmental disabilities during Phase II of Implementation. 

· Reduces the number of capitated rates that must be developed for Phase I.

· Allows time to request federal approval for inclusion of Medicare resources into the consolidated funding pool in Phase II for persons who are dually eligible.

     There may be as many as 5,000 persons who meet Phase I eligibility criteria, who are already voluntarily enrolled in Healthy San Diego (HSD) today for primary and acute care needs.  These 5,000 individuals are receiving the benefits of a Medi-Cal Managed Care (HSD) program with the value-added services of a “medical home”, a primary care physician who is aware of specialty provider treatment and all medications, prevention activities, and coordination of care for those with asthma and diabetes.  However, there is no systematic way for these individuals to have their non-medical but health-related social and supportive services formally managed alongside their health care.  This is problematic for a population that is known to be more vulnerable, have lower health literacy than average, have lower education and nutritional status than average, and use more health services than any other major population group.

     Phase I of Implementation will seek to meet the need for integration of care across the expanded health, social, and supportive service continuum for all the individuals described as the target population of Phase I above.  Consumer needs to be addressed for this population under implementation of LTCIP will be the full range of care needs.  Enrollment into Healthy San Diego Plus (HSD+) will begin with a risk screen that allows for care management intervention before an individual needs emergency room or hospital care in order to be identified as being at high risk.  Given the consolidation of Medi-Cal long term care and waiver dollars, health plans will realize a new incentive: to manage health and social and supportive services to prevent acute episodes and the need for utilization of high cost services.  Care management will provide the single contact for a member to the continuum of services and take responsibility for multidimensional assessment, care planning, service brokerage and the on-going monitoring of service quality and the consumer’s quality of life.

     Because of the large number who will be eligible under Phase I of Implementation, it is proposed that partial mandatory enrollment will occur monthly during the first 12 months.  HSD+ enrollment will be triggered by the month of SSI renewal or Medi-Cal recertification, after education and options counseling have taken place.

Phase I of Implementation Geographic Area:  County of San Diego. 

Phase II of Implementation Target Population:  Phase II proposes to add about 50,000 persons who are:

· Eligible to both Medicare and Medi-Cal 

· Eligible to Medi-Cal through aged, blind, or disabled aid categories

· 21 years of age and older.

     Inclusion of persons with developmental disabilities and individuals who are 18 to 20 years old who are eligible to Medi-Cal in the aged, blind, or disabled aid categories, or are dually eligible to Medicare, will be included in the Phase II plan.  Inclusion may be either through consolidated funding, coordination prescribed in a formal Memorandum of Understanding, or other method as recommended by the special population workgroups, with approval of the formal LTCIP decision-making hierarchy.  Because of the large number of individuals to be enrolled during Phase II of Implementation, enrollment will occur during the month of SSI renewal or Medi-Cal recertification, as described above for the Phase I process.  Health plan contracts with the State would need to be expanded for this new population.

Phase II Geographic Area:  County of San Diego.

L. PLAN FOR INTEGRATION OF FUNDING

     During Phase I of Implementation, Healthy San Diego+ (HSD+) plans to consolidate all regular and waived Medi-Cal funding currently being spent for the aged, blind, and disabled non-Medicare population, with the exception of services for persons with developmental disabilities and persons 18 to 20 years of age.  Please see Section J for a complete list of services to be integrated within the consolidated funding pool.  Programs to be consolidated include:

1) Regular Medi-Cal acute and primary care funding to be pooled for:

· Hospital services:  inpatient, out-patient, emergency room 

· Professional services:  physician, lab and x-ray, podiatry, vision, ambulance, pharmacy, home health, DME, hearing aids, chiropractic, ambulatory surgery center, pre-natal care, adult well-check, family planning, dialysis, TPN, PT/OT/ST, hospice 

2) Regular Medi-Cal LTC funding to be pooled for existing

· Adult Day Health Care

· Skilled Nursing Facilities

· Personal Assistance Services (IHSS)

3) Existing waived Medi-Cal home & community-based care 1915(c) waivers, with the exception of the waiver for Persons with Developmental Disabilities, funding to be pooled:

· Multipurpose Senior Services Program

· AIDS Waiver Program

· In-home Medical Care Program

· Nursing Facility and Level of Care Program.

It is anticipated that funds currently being spent on these waivers would be included within a larger waiver request from the federal government.  Local funding currently includes resources for about 1000 “client slots” in the 1915(c) waived service programs listed above.  The Data/Finance Workgroup and Planning Committee in San Diego estimate that there may be more than 20,000 individuals in the county who meet the eligibility criteria of a 1915(c) waiver, if sufficient slots and broader waiver authority were granted.  HSD+ will request State Office of LTC support for a concurrent 1915(c) waiver that requests waiver eligibility for individuals:

· Medi-Cal-eligible under the aged, blind, or disabled aid codes 

· 18 years and older

· at a skilled nursing facility level of care need 

· residing in a community-based setting

· having income at no more than 300% of the federal poverty level

· having assets for a couple no greater than those protected under the “spousal impoverishment protection” limits for skilled nursing facility residents’ community-dwelling spouses (currently $87,000)

· having assets for an individual no greater than six (6) times the regular asset limitation for Medi-Cal.

     San Diego’s Data/Finance Workgroup has been working closely with the USC/UCLA LTC Integration Center to determine the “per member per month” or “pmpm” figure for the programs listed in #1 and 2 above.  Good data is available for 1996 and 1997 that has been formatted in a user-friendly manner for determining project feasibility based on resource availability.  That data has not yet been trended forward to current expenditures. The local project and the State Department of Health Services Office of LTC and Division of Managed Care have started regular periodic conference calls to discuss the rate-setting process for LTCIP.  It is known that separate capitated rates will have to be developed for those who qualify for the funding referenced in #3 above and those who do not.  The application for a 1915(c) waiver will also need to specify phase-in based on the local target population phase-in.

     During Phase I of Implementation, Medi-Cal aged, blind, and disabled (ABD) individuals who do not have Medicare, are 21 years and older, and are not developmentally disabled will have mandatory enrollment into HSD+.  Therefore, the consolidated funding pool will not include the Medi-Cal dollars in Phase I for ABD individuals who are 18 to 20 years old, dually eligible to Medicare, or who are developmentally disabled.  It is anticipated that Phase I will begin with a 1915(c) waiver and that the existing waiver programs will remain in place until Phase II of Implementation as the majority of current waiver clients are dually eligible to Medicare.

     There are many programs in San Diego funded through non-Medi-Cal sources for which the ABD population is eligible.  These programs are funded by federal programs, such as the Older Americans Act, the Veteran’s Administration, and the Social Security Administration.  Other programs are available through State funding, such as the Caregiver Resource Center, the Linkages Program, and AIDS case management.  HSD+ will be responsible under contract for the education and training of all care management and call center staff to fully utilize existing community resources before purchasing a service available through member referral to a needed service.   The County of San Diego has purchased the upload of all local resource information into the user-friendly web-based program developed under the California Department of Aging Innovations Grant by Trilogy and Associates.  This web-based program will be made available to all participating health plans, their providers, call center staff, and HSD+ members via dial up to the web site.  Additionally, the County of San Diego intends to educate the broader health and social service community to take advantage of this web site to develop program-specific home pages, utilize for marketing and education regarding services offered, and encouraging individual “customers” to take advantage of the new technology.

     During Phase I, no non-Medi-Cal eligibles will be enrolled in HSD+.

     Phase II of Implementation will include all the funds currently being spent in San Diego County for Medi-Cal services in #1 and 2 above, including funds for dually eligible Medicare beneficiaries, and perhaps for 18 to 20 year olds and persons with developmental disabilities.  The latter two categories are in the process of being researched as to how to include the special populations in the LTCIP.  Both populations have special funding sources under Medi-Cal that were not considered for consolidated funding under AB 1040.  Both populations have multiple needs and could benefit from an integrated system of care.  More study needs to be completed in conjunction with the special population stakeholders to determine if the special funding sources should be consolidated or coordinated.   Like Phase I, HSD+ will offer the full range of services described in Section J to all those enrolled during Phase II.  Like Phase I, there will be no non-Medi-Cal persons enrolled in HSD+.

M. OVERVIEW OF THE GOALS AND OBJECTIVES

     The Development Phase for San Diego’s LTCIP will be a pivotal one.  A final actuarial study must be conducted to establish financial feasibility to protect the County, consumers, and providers from risk.  The results and recommendations of the actuarial study need to align with the vision of the stakeholders for HSD expansion.  Then, it will be time to develop a detailed implementation plan to guide all the actions necessary to support moving to an integrated system.  The Planning Committee, Workgroups, and staff must be able to translate the vision into a service delivery system that can be clearly and plainly described to the average San Diegan.  The majority of county residents are not familiar with “LTC” as a public health issue and the need for reform of the current fragmented and duplicative non-system of care options.  Community education will be a priority to advance the goal of LTC reform, whether the expansion of Healthy San Diego or one of the parallel planning options is eventually chosen by this community for that reform.  Community-wide education must focus on individual empowerment to improve one’s own health outcomes through proactive planning, better lifestyle choices, prevention, wellness, and fitness activities.  Individuals who take active responsibility for the quality of their life need to know their options for services and programs to meet their health, social, and supportive service needs in order to remain as independent and functional as possible.

     Community education regarding long term care issues in general will set the stage for the introduction of HSD+ or other reform program in the future.  A comprehensive and detailed description of the proposed acute and long term care delivery system will be developed in user-friendly language that explains how services will be consumer-directed and the system will improve the consumer quality of life.  It will delineate how the consolidated funding pool will improve the available service array with expanded home and community-based resources and the new change in the incentives for care.  It will highlight the new level of support for individuals who are at a skilled nursing facility level of care need, but wanting to remain in a community-based setting.

     While the activities above will prime the community for whatever LTC reform program is chosen in San Diego, a detailed implementation plan will be developed to specify the key activities to be completed before implementation of the LTCIP can begin.  If it is decided to expand HSD for acute and long term care integration, work needs to be completed at the federal, State, and local level in conjunction with the State Office of LTC.  Decisions need to be made regarding populations, programs, and funding in order for the final actuarial analysis to be requested and the State Rate-Setting Division to begin development of the capitated rate for San Diego’s LTCIP.  Health Plan Options for Participation need to be formalized and approved by the State.  The current HSD 1915(b) waiver needs to be amended and a concurrent 1915(c) waiver application needs to be developed in conjunction with the State.  Community-based health-related and social service providers want to get organized to be able to offer networks of care that might share risk with the health plans.   Contract language needs to be developed/expanded for health plans who will provide integrated health, social, and supportive services to the new population of aged and disabled persons. All these activities and more need to be systematically defined and scheduled for completion. 

     It is the anticipated goal of San Diego’s LTCIP Development Phase that the county will continue working and moving forward toward full continuum, at-risk, acute and long term care integration.

N. GRANT GOALS AND OBJECTIVES   

	Grant Goals & Objectives

	The Planning Committee will achieve the following goals and objectives relative to LTCI development during the grant period:

1. Goal:  Continue stakeholder involvement in the planning and development of LTCI.

Objective A:  Decision-making regarding populations and programs to be included for final actuarial analysis request.

Objective B:  Parallel planning to develop additional LTCI options other than Healthy San Diego expansion.

2. Goal:  Develop description of proposed service delivery system for health plan contracts.

Objective:  Finalize plan for service delivery system so that actuarial will have framework for projecting costs under LTCI.

3. Goal:  Perform final actuarial analysis.

Objective A:  Develop criteria for final actuarial analysis. 

Objective B:  Finalize parameters/issue Request for Proposal for actuarial study to determine feasibility of HSD+ expansion.

Objective C:  Finalize decision to proceed with LTCIP implementation based on actuarial results.

4. Goal:  Prepare detailed Implementation Plan for submission to State OLTC in Spring 2003.

Objective:  To prepare a plan for Project implementation that includes goals, objectives, activities, timelines, and person(s) responsible for accomplishments to be completed toward acute and long term care integration.  Include risk analysis, deliverables/outcomes, Project Action Plan, and major known problems in the plan.


O. LONG TERM CARE INTEGRATION PILOT PROJECT (EXHIBIT BB)

	Goal Number: 1
	Goal:
Continue stakeholder participation in the planning and development of LTCI

Objective A: Decision-making regarding populations and programs to be requested in final actuarial analysis..

Objective B:  Parallel planning to develop additional LTCI options other than Healthy San Diego expansion.

	Key Activities
	Describe how this activity meets and supports the goal/objective
	Measurable outcome(s)/PRODUCTS



	A. Stakeholder input and decision-making re: populations and programs to be included for final actuarial analysis,

B. Continue consensus building toward full LTC Integration under HSD expansion or other model

  
	A. Allows for final parameters to be set for actuarial to frame cost analysis of integrated acute and LTCI

B. Continued stakeholder input to the decision-making process toward LTCIP

 
	A. Planning Committee continues to be involved in consensus-building re: LTCI

B. Development of optional LTCI plans 



	Goal

Number: 2
	Goal: Develop description of proposed service delivery system for health plan contracts.

Objective:  Finalize plan for service delivery system so that actuarial will have framework for projecting       costs under LTCI.

	A.  Complete detailed description of service delivery plan 


	A. Outlines and specifies service delivery specifications for the purpose of assigning costs to activities by the actuary


	A. Service delivery description completed to include in RFP for actuarial analysis

	Goal

Number 3
	Goal: Goal:  Perform final actuarial analysis.

Objective A:  Finalize parameters for actuarial Request for Proposal.

Objective B:  Issue Request for Proposal for actuarial study to determine feasibility of HSD+ expansion.

Objective C:  Work with actuarial results to develop implementation plan.

	A. Work with Planning Committee/workgroups to finalize recommendations for actuarial parameters

B. Work with Contracting and Purchasing to develop/issue actuarial RFP

C. Finalize decision to proceed with LTCIP implementation based on actuarial results 
	A. Works toward decision re: LTCI option, 

    Phase-in, and builds assumptions for 

    Rate-setting by State


	A. Feasibility determination based on results of actuarial analysis



	Goal Number 4
	Goal: Prepare detailed Implementation Plan for LTCIP for submission to State Office of Long Tern Care in the Spring of 2003.

Objective A: To prepare a plan for Project implementation that includes goals, objectives, activities, timelines, and person(s) responsible for accomplishments to be completed toward acute and long term care integration.  Include risk analysis, deliverables/outcomes, Project Action Plan, and major known problems in the plan.

	A. Prepare LTCIP Business Plan in

    accepted County of San Diego format.
	A. Formal process allows for systematic 

    Input of stakeholders and thoughtful 

    Planning to be applied to specific 

    Activities toward implementation of 

    LTCIP in San Diego.

B. Formal process allows for tracking and 

    Updating of accomplishments toward the 

    Goal of LTCIP.
	A. Completed plan forwarded to 

    the State Office of LTC in the 

    Spring of 2003.


P. OVERVIEW OF EXPECTED ACHIEVEMENTS (TIMELINE)  

	Goals and Objectives
	Timeline

	Goal 1: Continue stakeholder participation in the planning and development of LTCI 

Objective A: Decision-making regarding populations and programs to be requested in final actuarial analysis.

Objective B:  Parallel planning to develop additional LTCI options other than Healthy San Diego expansion

. 
	July 1, 2002 – June 30, 2003

July 1, 2002 – June 30, 2003

	Goal 2: Develop description of proposed service delivery system for health plan contracts.
	July 1, 2002 – Oct. 1, 2002

	Goal 3: Perform final actuarial analysis

Objective A:  Finalize parameters for actuarial Request for Proposal.

Objective B:  Issue Request for Proposal for actuarial study to determine feasibility of HSD+ expansion.

Objective C:  Finalize decision to proceed with LTCIP implementation based on actuarial results.
	July 1 - Oct 15, 2002

Oct 15 - Nov. 15, 2002

Dec 15, 2002 - June 30, 2003



	Goal 4: Prepare/finalize Implementation Plan
	Oct. 1, 2002 – June 30, 2003

	Goal 5: Submit Interim Mid-Year Report to State OLTC
	Jan. 31, 2003

	Goal 6:  Submit Year-End Report to State OLTC
	July 31, 2003


BUDGET SECTION

A. BUDGET NARRATIVE

     The budget that follows is designed to accomplish the Scope of Work as set forth in Section O.  While stakeholder involvement is key to setting the parameters for the final actuarial analysis, the grant resources will be targeted to a final actuarial analysis.  Resources will be used to: prepare the parameters for the analysis; to write a Request for Proposal (RFP) that clearly delineates the desired product; and, to contract with a reputable national firm that is sure to deliver a high quality product.   Approximately $125,000 will be offered to complete the scope of work as set forth in the RFP.  $25,000 will be used for a consultant or consultants help to assemble the RFP and perhaps for subject matter expertise.

B. COUNTY OF SAN DIEGO MATCH

     The County of San Diego has invested in the LTCIP for three years and is committed to LTC reform.  The position of the chief of Long Term Care Integration has been a dedicated position to the project for almost three years, supported with County funding far in excess of required match.  Other items that are reimbursed by the county and considered “match” are travel, postage, mileage, interpretation for a deaf Planning Committee member, rent, equipment, and indirect costs of the program.  This year’s proposed match is $30,000 in the category of personnel, based on staff time that will be time-studied to the LTCIP organizational unit number.

C. BUDGET ADDENDUM

     As the County of San Diego intends to contract for an actuarial study in an amount over $50,000, a projected contractor budget is exhibited as an addendum.  It should be noted that this budget is an estimate of potential expenses and may need to be changed based on the County of San Diego purchasing and contracting process, the content of the Request for Proposal for the actuarial study, and the content of the negotiated contract.
Long Term Care Integration Pilot Project Development Grant Budget (9-Line Item Budget) 

Line Item
Total

Personnel Costs
$ 0.00

Fringe Benefits (_______% of Personnel Costs)
$ 0.00

Operating Expenses
$ 0.00

Equipment Expenses
$ 0.00


Contractor Procures

$ 0.00


State Procures

$ 0.00

Travel and Per Diem

$ 0.00

Subcontracts


(Identify subcontractor if known)

$ 150,000.00

Other Costs

$ 0.00

Direct Overhead Expenses

$ 0.00

Indirect Costs (_______% of Personnel Costs)

$ 0.00

TOTAL COSTS

$ 150,000.00

Long Term Care Integration Pilot Project Development Grant Budget

LOG’S REQUIRED 20% MATCH

Line Item
Total

Personnel Costs
$ 30,000.00


Fringe Benefits (_______% of Personnel Costs)
$ 0.00

Operating Expenses
$ 0.00

Equipment Expenses
$ 0.00


Contractor Procures
$ 0.00


State Procures
$ 0.00

Travel and Per Diem

$ 0.00

Subcontracts


(Identify subcontractor if known)

$ 0.00

Other Costs

$ 0.00

Direct Overhead Expenses

$ 0.00

Indirect Costs (_______% of Personnel Costs)

$ 0.00

TOTAL COSTS

$ 30,000.00

Budget Addendum

Budget Line Item
Total

             Subcontracts
$150,000.00



Consultation on RFP development/subject matter expertise









$25,000.00


Actuarial Contractor
$125,000.00

Increase the number of trained providers across the long term care continuum workforce, with an emphasis on quality care.





 Develop a model that


supports integration across


the continuum of care to ensure


easy access to care & services.





San Diego County Board of Supervisors


&


State Office of Long Term Care








Rodger G. Lum, Ph.D, Director


County of San Diego, Health & Human Services Agency, (HHSA)





Advisory Group:


Goal:  Make final decisions and recommendations for inclusion in the plan.





Planning Committee:


Goal:  Guide the LTCIP planning process.
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Communication at Large





Pamela B. Smith, Project Director


Aging & Independence Services


Lead County Agency





Quality Assurance
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LTCIP for San Diego County.
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protection & quality
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requirement for the LTCIP.





Identify the information &


technology requirements


needed to support a LTCI


delivery system.
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for the 	governance structure


for the implementation phase


of the LTCIP.
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