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SUBJECT:   Medi-Cal: managed care.

 SUMMARY:   This bill authorizes the Department of Health Services (DHS)  to implement two Medi-Cal managed care (MCMC)  pilot projects to coordinate a continuum of services for seniors and persons with disabilities (SPDs)  and requires DHS to develop a statewide education and outreach program to increase voluntary enrollment of SPDs in MCMC. Specifically, this bill:  

1) Requires DHS, in consultation with stakeholders, to develop a statewide education and outreach program specific to the needs of SPDs to promote greater understanding of, and increased enrollment in, MCMC. Requires DHS to work with state, local, and regional organizations with the ability to target low-income seniors and individuals with disabilities in the communities in which they live, including but not limited to, all state departments serving these individuals, regional centers, seniors' organizations, local health consumer centers, and other consumer-focused organizations.

 2) Medicare HMO Wraparound (Wraparound)  . Authorizes DHS to implement the Wraparound pilot program to explore more flexible MCMC models for persons who are dually eligible for both Medi-Cal and Medicare (dual eligibles)  and who voluntarily enroll in the projects. Establishes the goal of the projects as providing a coordinated system of care and benefits for dual eligibles.

3) Authorization for Wraparound includes the following elements:

  a)   Authorizes DHS, in consultation with the federal Centers for Medicare and Medicaid Services (CMS) , and to the extent federal financial participation (FFP)  is available, to establish and administer a federally approved project that combines Medicare and Medi-Cal medical benefits and requires DHS to take all appropriate steps to amend the state plan, if necessary, and obtain any federal waivers to allow for FFP;

  b)   Authorizes DHS to select counties in which to implement the pilot projects and contract with qualified contracting entities (MCMC plans) , selected through an application process, to provide or arrange and pay for coordinated care and services, either directly or through subcontracts;

  c)   Requires contracting MCMC plans to do all of the following:

 i)   Be licensed by Department of Managed Health Care (DMHC)  and provide assurance of a license in good standing with DMHC as part of their application for Wraparound;

 ii)  Be either a Medicare Advantage Plan with prescription drug coverage, or a Medicare Special Needs Plan (SNP) , or any other designated risk-based Medicare MCMC plan established by CMS that will provide Medicare benefits, Medicare prescription drug coverage and Medi-Cal benefits;

 iii)  Demonstrate the ability to provide, directly or through subcontracts, Medicare and Medicaid covered services, including, when determined appropriate by DHS, long-term and short-term nursing facility care, as defined, except for intermediate care facilities for the developmentally disabled (ICF-DDs) , and adult day health care, as established under law and licensed by DHS; 

 iv)  Agree to provide coordination of Medicare and Medi-Cal services for eligible individuals as specified by DHS; and,

 v)   Meet all external quality review standards applicable to Medicare Advantage contracting health plans outlined in federal law and regulation;

  d)   Prohibits services under the California Children's Services (CCS)  program from being incorporated into the projects, consistent with existing law, which only allows CCS to be included in MCMC for specific named counties operating county organized health systems (COHS) ;

  e)   Requires the development and negotiation of capitation rates for Wraparound pilots to involve the analysis of data specific to dual eligibles and authorizes DHS to require participating plans to submit financial and utilization data in a form and substance deemed necessary by DHS; and,

  f)   Repeals the authorization for Wraparound in January 1, 2013 and exempts from public contracting requirements all Wraparound contracts, amendments or change orders.

 4) Integration Plus Community Choices Pilot (Integration Pilot)  .Authorizes DHS to implement the Integration pilot, to the extent DHS has the resources for this purpose, subject to a)  and b)  below, to explore more flexible managed care models that include services provided under Medi-Cal and Medicare, and includes as the eligible population all adult SPDs, 21 years of age and over, who are dual eligible or Medi-Cal only beneficiaries, and permits mandatory enrollment of adult SPDs in Integration pilots in up to two counties, with the following elements:

  a)   Makes enrollment of eligible individuals in the Integration pilot contingent on an appropriation for that purpose in the Budget Act or other statute;

  b)   Requires DHS, prior to enrolling individuals in the pilot, to develop an implementation plan and submit the plan to the appropriate policy and fiscal committees of the Legislature by April 1, 2007, as specified, including but not limited to, plan readiness standards as outlined in this bill, monitoring of plan compliance with contract requirements, and the rate methodology used to develop the capitation rates paid to MCMC plans;

  c)   Establishes goals for the Integration pilot as follows:

 i)   To coordinate Medi-Cal and Medicare benefits across care settings and improve continuity of acute care, Long-term Care (LTC) , and home- and community-based services (HCBS) ;

 ii)  To coordinate access to acute and LTC services for seniors and adult persons with disabilities;

 iii)  To maximize the ability of seniors and adult persons with disabilities to remain in their homes and communities with appropriate services and supports in lieu of institutional care; and,

 iv)  To increase the availability of and access to home- and community-based alternatives.

  d)   Authorizes DHS, in consultation with CMS, and to the extent FFP is available, to establish and administer a federally approved project that integrates Medicare and Medi-Cal medical benefits, HCBS and financing, and requires DHS to take all appropriate steps to amend the state plan, if necessary, and obtain any federal waivers to allow for FFP;

  e)   Defines HCBS, for purposes of the Integration pilot, as services that could be approved by CMS under (federal Medicaid waiver authority)  Section 1915(c)  of the Social Security Act, including but not limited to, case management services, homemaker services, personal care services, adult day health care services, habilitation services, respite care services, home nursing services, personal emergency response systems, and minor home modifications;

  f)   Authorizes DHS to require SPDs to be assigned as mandatory enrollees into Integration pilot health plans in up to two counties, one Two-Plan Model county and one COHS county. Authorizes DHS to contract with qualified Medi-Cal MCMC plans, as defined, but not until necessary federal approvals are obtained;

  g)   Requires DHS to consult with and seek input from stakeholders, throughout the term of the project, including but not limited to, current and potential consumers of HCBS, formal or informal caregivers, advocacy organizations representing SPDs, health plans, service providers, and any stakeholder advisory committee established to advise the California Health and Human Services Agency (CHHSA)  regarding Olmstead v. L.C. by Zimring (1999)  119 S.Ct. 2176, (Olmstead) ;

  h)   Requires MCMC plans to demonstrate each of the following in order to be selected for participation in the Integration pilot:

 i)   Local support for integrating medical care, LTC and HCBS networks;

 ii)  Sufficient HCBS that can serve seniors and adult persons with disabilities in the pilot project;

 iii)  A stakeholder process that includes health plans, providers, community programs, consumers, and other interested stakeholders in the development, implementation and continued operation of the pilot project; and,

 iv)  An appropriate provider network within the service area, including a sufficient number of provider types necessary to furnish comprehensive services to seniors and adult persons with disabilities;

  i)   Also requires contracting MCMC plans to:

 i)   Be licensed by the DMHC under the Knox-Keene Health Care Service Plan Act of 1975 (Knox-Keene)  and be in good standing with DMHC;

 ii)  Be either a Medicare Advantage Plan with prescription drug coverage, or a Medicare SNP, or any other such designated risk-based Medicare MCMC plan established by CMS and that will offer Medicare benefits, Medicare prescription drug coverage as well as Medi-Cal medical and HCBS;

 iii)  Demonstrate the ability to provide, directly or through subcontracts, Medicare and Medicaid covered services. Requires contracts between MCMC plans and DHS to set forth the scope of Medi-Cal medical and HCBS, appropriate standards for HCBS provider networks and quality standards developed by DHS and approved by CMS; 

 iv)  Meet all external quality review standards outlined in federal law and regulation applicable to Medicare Advantage contracting MCMC plans; 

 v)   Provide services that include but are not limited to:

  (1)  A care management system that considers an individual's needs and preferences across medical, social and supportive services. Requires the care management system to include:

(a)  Services provided by individuals trained in serving the needs of SPDs across the acute and long term care continuum;

(b)  Services provided in a culturally and linguistically appropriate manner, involving the member and the member's formal and informal support networks, thereby empowering the consumer and taking consideration of his or her values, lifestyle and culture;

(c)  Services that assist the member to navigate treatment settings including home, hospital and nursing facility;

(d)  Levels of care management based on the unique needs of each Integration pilot member;

(e)  Person-centered care and service planning that provides an assessment of needs and preferences and an individual care plan based on the unique needs of each member;

(f)  Procedures that ensure that the member has the opportunity to participate in the care planning process to fullest extent of his or her capacity; and,

(g)  Care planning that maximizes independence, HCBS and diversion from institutional care;

  (2)  A comprehensive scope of benefits including all of the following:

(a)  Long-term and short-term nursing facility care, excluding ICF-DDs;

(b)  Adult day health care, as established under law and licensed by DHS;

(c)  HCBS;

(d)  Full scope Medi-Cal services, except for regional center services, as defined, and In-Home Supportive Services (IHSS) ;

(e)  Medicare benefits, including medical, hospital and prescription drug coverage under Parts A, B and D for those who are Medicare eligible; and,

(f)  A system to coordinate with services not covered under the Integration pilot, including: IHSS, regional center services, county specialty mental health, independent living centers; and Older Americans and Older Californians Act services and supports.

 vi)  Within 60 days of entering into a contract with DHS, execute two memoranda of understanding for the coordination of services, one with the local mental health plans and one with the local regional centers in the service area, as specified. Requires DHS to develop a model Memorandums of Understanding (MOUs)  for this purpose, in conjunction with specified stakeholders and state agencies;

  j)   Requires DHS, in consultation with stakeholders, referenced in (g)  above, to develop policy, quality of care, continuity of care, and performance standards and measures specific to the complex needs of SPDs, to include, at a minimum, the following:

 i)   Existing statutory and regulatory requirements specific to two-plan model and COHS MCMC plans;

 ii)  Specific to the complex care needs of SPDs;

 iii)   Care planning standards that support members as they seek services and supports in the most integrated community settings;

 iv)  Critical health plan readiness criteria that includes, but is not limited to, all of the following: 

 (1)  Collection, review, and approval of contract  deliverables, such as Knox-Keene licenses, policies  and procedures, and provider sites; 

 (2)  Information technology systems;

 (3)  Transition plan protocol to ensure continuity  of care for consumers;

 (4)  Establishment of an appropriate provider  network, including Primary Care Physicians,  specialists, professional, allied and medical  supportive personnel and an adequate number of  facilities within each service area; 

 (5)  Creation and distribution of beneficiary and  provider information and enrollment materials and  processes; (6)  Availability of consumer information on the  Internet, in person or by mail, in languages and  formats that are accessible, including those formats  used by individuals who are visually and hearing  impaired;

 (7)  Ability to assess the health care needs of  SPD beneficiaries and coordinate their care across  all settings, including coordination of discharge to  necessary services within and, where necessary,  outside of the plan's provider network; 

 (8)  Compliance with relevant federal and state  statutes and regulations to ensure access for SPDs;

 (9)  Ability to ensure timely access, and where  appropriate, standing referrals to specialists within  or, where necessary, outside of the plan's provider  network, including specific specialty providers, as  identified;

 (10)  Ability to provide clear, timely and fair  processes for accepting and acting on complaints, as  specified, including an appeal process and a  grievance process that complies with Knox-Keene  requirements;

 (11)  A process for stakeholder and member  participation in advisory groups for planning and  development activities related to providing services  to SPDs;

 (12)  Established contracts with traditional and  safety net providers;

 (13)  Available information for SPDs on  transportation offered by the MCMC plan or available  through Medi-Cal; and,

 (14)  Capacity to monitor and improve the quality  and appropriateness of care for SPDs;

  aa)  Requires DHS, prior to implementation of the Integration pilots, to do the following:

  i) Implement an appropriate awareness and sensitivity training program for all staff in the Office of the Medi-Cal Ombudsman;

  ii)  Coordinate with MCMC plans selected for the pilot to develop and implement a mutually acceptable mechanism to identify, within the earliest possible timeframe, persons with special health care needs;

  iii)   Provide involved MCMC plans with a list containing the names of fee-for-service providers that are providing services to beneficiaries to be enrolled in the pilots so the MCMC plans may use this data to assist beneficiaries in continuing their existing provider-patient relationships;

  iv)  Develop and provide the MCMC plans selected with a checklist for use in meeting the requirements of the Americans with Disabilities Act (ADA) ;

  v) Participate in a stakeholder process in the counties designated at least four months prior to enrollment of SPDs, including but not limited to, SPDs, health plans, physicians, hospitals, consumer advocates, disability advocates, county or University of California hospitals, and exclusive collective bargaining agents for hospital workers of affected hospitals;

  vi)  Have a process to enforce all legal sanctions, including but not limited to, financial penalties, withholds, enrollment termination, and contract termination, in order to sanction any MCMC plan that does not meet performance standards of the projects;

  vii)  Require MCMC plans to submit all required contract deliverables and demonstrate they have satisfactorily met DHS standards;

  viii)  Require that pilot program services include access to reproductive services, as defined, including direct access to an obstetrician-gynecologist, as specified;

  ix)  Ensure that persons in the project have an opportunity to select a specialist as a PCP, as a PCP is defined in current regulations; 

x) Ensure that the projects make reasonable efforts to provide access to all of the following services: inpatient and outpatient rehabilitation services through providers accredited by the Commission on Accreditation of Rehabilitation Facilities (CARF) , or other similar accreditation organization; applied rehabilitative technology; speech pathologists, including those experienced in working with significant speech impairment, persons with developmental disabilities, and persons who require augmentative communication devices; occupational therapy and orthotic providers; physical therapy; low-vision centers; and, other services with expertise in working with seniors and persons with disabilities; 

  xi)  Ensure that MCMC plans provide access to assessments and evaluations for wheelchairs that are independent of durable medical equipment providers and include, when necessary, a home assessment; 

  xii)   Ensure that MCMC plans provide communication access to SPDs in alternative formats or through other methods that assure communication, including assistive listening systems, sign language interpreters, captioning, pad and pencil, written translations and oral interpreters, including for those who are limited English proficient, and that all plans in the project comply with cultural and linguistic requirements applicable to MCMC plans; and,

  xiii)  Ensure that MCMC plans provide access to out-of-network providers for individual SPDs who have an ongoing relationship with such a provider, if the provider accepts the rate offered by the plan, and the plan determines that the provider meets applicable professional standards and does not have disqualifying quality of care issues;

  bb)  Requires capitation rates for Integration pilots to involve the analysis of data specific to the eligible population, and authorizes DHS to require MCMC plans to submit financial and utilization data for the purpose of rate development and negotiation;

  cc)  Prohibits the Integration pilots from including or affecting services and supports provided by regional centers, as outlined, including but not limited to, targeted case management, Medicaid HCBS waivers under Section 1915(c) , Early Intervention Services for Children under four years of age, and Pre-Assessment, Screening Resident Review Nursing Home Reform Services;

  dd)  Permits individuals in pilot counties who are eligible for the Program of All-Inclusive Care for the Elderly (PACE)  to have the option to continue in that program rather than an Integration pilot; and,

  ee)  Repeals authorization for the Integration pilots on January 1, 2013, and exempts from public contracting requirements Integration pilot contracts, amendments or change orders.

5) Requires DHS to develop an evaluation methodology to assess outcomes and the experience of SPDs in the Wraparound and Integration pilot projects, initiated on completion of the projects in January 2012, including but not limited to the following components: cost-effectiveness, carve outs, adverse selection, and quality of care, as specified.

6)  Requires DHS to report to the Legislature on the progress of the pilot projects in this bill in April of each year commencing in 2008 through 2012.

7) Requires DHS to complete development of policy and project standards and requirements, in consultation with stakeholders, no later than January 2007 and provides for project operations on or after March 1, 2008.

8) Contains an urgency clause. EXISTING LAW:  

1) Establishes the Medi-Cal program, administered by DHS, which provides comprehensive health benefits to low-income children, their parents or caretaker relatives, pregnant women, elderly, blind or disabled persons, nursing home residents, and refugees who meet specified eligibility criteria.

2) Authorizes DHS to contract, on a bid or nonbid basis, with any qualified individual, organization, or entity to provide services to, arrange for or case manage the care of Medi-Cal beneficiaries. Permits the contract to be exclusive or nonexclusive, statewide or on a more limited geographic basis, and requires that the contracts include specified provisions.

3) Prohibits mandatory enrollment of aged, blind and disabled persons in MCMC. 

4) Defines a MCMC plan as any entity that enters into one of several types of contracts with DHS, including COHS, geographic MCMC plans and local initiatives.

5) Requires DHS to evaluate and determine the readiness of MCMC plans prior to geographic expansion of Medi-Cal MCMC.

6) Provides for a variety of institutional and community-based LTC programs directly administered by DHS and the state Departments of Aging, Social Services, Developmental Services, Mental Health, Rehabilitation and Veterans Affairs.

7) Authorizes DHS to contract with up to ten public or private nonprofit organizations, as PACE projects, to provide comprehensive health care, including LTC, to nursing facility certifiable persons.
 FISCAL EFFECT:   Unknown

 COMMENTS:   

 1) PURPOSE OF THIS BILL. This bill, sponsored by DHS, implements a project proposed as part of the Governor's 2006-07 Budget.  According to DHS, the intended goal of this bill is to improve access to health care, improve health outcomes, and reduce state costs associated with fragmented care. The DHS points out that the current array of categorical LTC programs has resulted in multiple stand-alone programs with unique eligibility criteria, assessment processes, and funding sources, each with a limited grouping of service options.  Existing long term care systems and supports are organized around single services, fee-for-service funding streams and state and federal reporting requirements. Social services programs are often not in communication with Medi-Cal and Medicare health care plans, programs and services. Consumers with chronic care needs and LTC needs often must seek services and supports from several distinct health care programs and home and community-based service organizations, each with its own separate assessment process, and care plan. 

 2) ADMINISTRATION BUDGET PROPOSALS. According to DHS budget materials, and a DHS white paper on these two integration projects, under these coordinated Medicare/Medi-Cal projects, the DHS Medi-Cal MCMC Division (MMCD) and Office of Long Term Care (OLTC)  will contract with selected health plans that become CMS approved Medicare SNPs or Medicare Advantage Plans with Part D coverage. The proposal calls for contracting plans to assume financial responsibility for covered services and be reimbursed on a capitation basis (a per member per month flat rate) .  

 3) WRAPAROUND. DHS proposes to establish these pilots county-wide in the two counties with Geographic MCMC (GMC), Sacramento and San Diego counties. DHS indicates that the Wraparound projects will serve all dual eligible SPDs, including those under 21. Enrollment will be voluntary.  According to DHS, Wraparound will cover Medicare, Medicare Part D (prescription drugs) , and traditional MCMC benefits (acute and primary care) , extended nursing facility care and adult day health care services. DHS reports that it selected GMC counties because they have traditional MCMC plans in place with what DHS describes as diverse and substantial networks of health plans and providers. DHS anticipates four or more health care plans participating in each county or region. Any plan that meets state requirements and standards will be allowed to participate.

 4) Integration pilot.  DHS suggests likely counties for the Integration pilot are Orange (COHS)  and Contra Costa (Two-Plan) . The Integration pilot will serve seniors and adults with disabilities, excluding those under 21, and will not be limited to dual eligibles.  Enrollment will be mandatory. The Integration pilot is intended to provide Medicare, Medicare Part D (prescription drugs) , and traditional MCMC benefits (acute and primary care) , HCBS, care management, and coordination of medical services and HCBS.IHSS services will not be included within the plan contracts, but plans will be required to coordinate IHSS within the enrollee's plan of care. In the COHS county, the COHS will administer the project. In two-plan counties, the LI and the commercial plan will be contracting plans. If the existing commercial plan declines the contract, the DHS reports that it will identify another commercial plan through a competitive procurement.

 5) Medi-Cal FFS and MCMC . Under the traditional Medi-Cal FFS arrangement, providers are paid a fee for every service they provide and assume no financial risk. Under Medi-Cal MCMC, DHS reimburses health care plans on a capitated basis, a per-person, per-month payment, regardless of the number of services, if any, a Medi-Cal beneficiary receives. The contracting health plans, in return, assume financial risk, in that it may cost them more or less money than the capitated amount paid to them to deliver the necessary care.  There are three major types of MCMC plans: 

  a)   COHS Plans. Under this model, there is one health plan run by a public agency and governed by an independent board that includes local representatives.  All Medi-Cal enrollees residing in the county receive care from this system;

  b)   Geographic MCMC Plan (GMC) . The GMC system allows Medi-Cal beneficiaries to choose one of many commercial HMOs operating in a county; and,

  c)   In the Two-Plan Model, DHS contracts with only two MCMC plans. Generally, one is locally developed and operated, while the second is a commercial health plan. 

 MCMC plans operate in 22 of the state's 58 counties-generally those with greater populations. The COHS plans operate in eight counties, the Two-Plan model in 12 counties, and GMC systems in two counties. Most families and children residing in Medi-Cal MCMC counties are enrolled in MCMC on a mandatory basis. The aged or disabled in those same counties generally have the option of participating in FFS or MCMC. The exception is the eight COHS counties, where nearly all Medi-Cal beneficiaries are required to receive their care from a COHS plan. As a result, aged and disabled are about 42% of the population receiving FFS care statewide, but only 10% of those enrolled in MCMC. 

 6) previous LTC integration efforts.  Over the last 25 years, there have been numerous legislatively mandated studies, reports, integration proposals, task forces and public hearings, but the LTC system has been generally resistant to improvements. Multiple departments currently administer multiple programs for the diverse populations needing LTC and, with the exception of the Regional Centers, which coordinate care for persons with developmental disabilities, and small, specialized case management programs for seniors and adults with disabilities, there is little care coordination among programs. Last year, as part of a broader effort to restructure the Medi-Cal program, the Administration proposed the Acute and LTC Integration (ALTCI)  pilot projects in three counties. 

The ALTCI would have served both Medi-Cal and Medicare patients, and provided all acute care, primary care, prescription drugs, nursing facility services and HCBS. The Legislature did not approve the ALTCI, in part because of unresolved complications in the integration of county-operated programs, most notably the IHSS program. In reviewing the 2006-07 LTC budget proposals, the Legislative Analyst's Office found that the Administration's reform proposals are narrow in scope, and have some merit, but will not move the state significantly toward unifying the fragmented array of services that is California's LTC system. 

 7) THE Olmstead DECISION . While this bill does not specifically refer to the landmark 1999 U.S. Supreme Court (Court)  ruling, Olmstead v. L.C. by Zimring (1999)  119 S.Ct. 2176, (Olmstead)  the proposed project in this bill is included in the document, A Summary of Olmstead-Related Items Proposed for the 2006-07 Budget , prepared by CHHSA. In Olmstead, the Court ruled that Title II of the ADA requires states to provide a plan for community-based treatment for persons with disabilities, under specific conditions set forth by the Court. The Olmstead decision applies to all qualified individuals with disabilities regardless of age and is not limited to Medicaid beneficiaries or to services financed by the Medicaid program.

 8) MEDICARE ADVANTAGE AND SPECIAL NEEDS PLANS . MCMC plans, originally just HMOs, have been an option under Medicare since the 1970s. In 1997, Congress added options for Medicare beneficiaries, including Medicare plus Choice preferred provider organizations, provider-sponsored organizations, private FFS plans, and medical savings accounts coupled with high deductible insurance plans. In 2003, the Medicare Modernization Act renamed the program encompassing all of these options Medicare Advantage, and also created three new components: regional Preferred Provider Organizations (PPOs) ; private drug plans for Medicare Part D that went into effect January 2006; and SNPs for dual eligibles, the institutionalized, or those with severe and disabling conditions. The CMS administers Medicare Advantage.  According to DHS, nine California health plans both public and commercial plans, have received authorization from CMS as a SNP to serve dual eligibles. The intent of a SNP is to allow health plans to provide dual eligibles with special needs with health care services through a single plan, improve coordination of care, and create efficiencies. The SNP design is supposed to limit confusion for beneficiaries who would otherwise be forced to navigate two complex and different health care delivery systems.

 9) PREVIOUS AND RELATED LEGISLATION . AB 2607 (De La Torre) , sponsored by Local Health Plans of California, requires DHS to submit an implementation plan for mandatory enrollment of SPDs in MCMC in two counties and sets standards for those projects.  AB 2607 is in the Assembly Appropriations Committee. SB 1398 (Chesbro)  requires DHS to prepare a report on the use of a budget adjustment for setting rates for MCMC plans by January 10, 2007 and suspends use of the budget adjustment factor by DHS for plans that do not meet certain financial criteria. AB 1481 (Richman)  would have required that any Medi-Cal beneficiary who is also eligible for Medicare be enrolled in Medi-Cal MCMC if FFP is available. AB 1481 failed passage in the Assembly Health Committee in April 2005. AB 2933 (Richman) , identical to AB 1481, failed passed in Assembly Health Committee in 2004. AB 10 (Daucher)  of 2005 would have required DHS to establish three limited pilot projects using a documentation tool but died on the Senate Appropriations Committee Suspense File. SB 643 (Chesbro) , Chapter 551, Statutes of 2005, requires nursing facilities to inform residents of HCBS alternatives and requires DHS to add 500 more slots to the Medi-Cal Nursing Facility A/B waiver, providing HCBS for persons who would otherwise live in an institution. AB 499 (Aroner) , Chapter 557, Statutes of 2000, requires DHS to implement a pilot project testing the efficacy of an assisted living Medi-Cal waiver. AB 1040 (Bates) , Chapter 875, Statutes of 1995, requires DHS to establish a pilot project in up to five sites to integrate the delivery and funding of LTC services, and to evaluate the results.  

 10) SUPPORT .  The Alzheimer's Association writes in support that improved delivery of services with a strong management component is an important investment in maintaining health status of dual eligibles and minimizing LTC costs to the state. The California Association of Adult Day Services (CAADS)  supports efforts to further integrate acute and LTC services and reductions in acute care through adult day health care services and management of health conditions. CAADS believes that this bill accomplishes both objectives. On Lok, a PACE site, writes in support that this proposal allows the state to develop successful demonstration projects that reduce fragmentation of the current delivery system for frail elderly and disabled consumers. On Lok also supports allowing individuals eligible for PACE to continue in those programs rather than enrolling in the new projects. Evercare, which serves 51,000 individuals in integrated Medicaid LTC programs in six states, supports these projects and the consumer-centered care coordination model envisioned. The Contra Costa County Board of Supervisors supports this bill and believes that the proposed project will make it possible for the county to establish the integrated system of LTC for SPDs that it has been seeking for over a decade. The County of San Diego expresses strong interest in continuing to participate in the state's efforts to implement a LTC integration project, but does not yet have a formal position on this bill.

 11) SUPPORT IF AMENDED . Molina Healthcare supports this bill with amendments and states that it is working actively with local government, health care providers, patient advocates and the local initiative in San Bernardino and Riverside on a pilot concept. Molina submitted a mock-up of proposed amendments to a prior version of this bill. The amendments include, among other things, establishing a rate development process that includes an opportunity for health plans to review and comment on the rates and would apply existing continuity of care provisions in Knox-Keene to these projects.

 12) CONCERNS . The California Association of Health Services at Home (CAHSAH)  writes with extensive concerns about the impact of MCMC expansion for SPDs and areas to address as the bill moves. CAHSAH believes that MCMC plans are not always familiar with the chronic care needs of SPDs and, as a result, home health agencies have experienced authorization delays and inappropriate service denials when working with existing MCMC plans. CAHSA states that children 21 and under should continue to be in FFS Medi-Cal until MCMC plans can demonstrate they can address the needs of such vulnerable chronically ill and disabled children. CAHSAH believes adequate standards must be in place, including, among other things, requirements for timely processing of service authorizations, provider grievances and appeals, and reimbursements based on the higher acuity level of SPDs, high enough to encourage home health service utilization.

 13) OPPOSITION . The Alameda-Contra Costa Medical Association (ACCMA)  writes in opposition to the requirement of mandatory enrollment in MCMC plans for all dual eligibles in Contra Costa County. ACCMA reports the results of a recent survey of their members who expressed overwhelming opposition to the proposal, with 89.6% indicating that they would not participate in Medi-Cal MCMC if patients are forced to enroll.  ACCMA argues that the survey responses indicate that most Medi-Cal patients would lose their established patient relationships if the project moves forward.

 14) OPPOSE UNLESS AMENDED . The Service Employees International Union (SEIU)  opposes this bill unless further amended. SEIU states that it supports LTC integration if the proposal respects and provides for the needs of consumers and the workers who care for them. According to SEIU, this bill provides some protections for consumers but none for the workers who provide the care for them. SEIU is concerned that the Administration's MCMC proposals, including long term care integration, are based on a desire to reduce the base of spending in Medi-Cal. SEIU argues that Medi-Cal is a starved system in which doctors, hospitals, nursing homes, home health, and in-home supportive services are all under-funded and have been for many years, and, in California, hospital and nursing home stays are relatively short compared to other states. SEIU contends that better care management, including adequate provider networks and the development of services that are not currently available, will cost money and will require an increase in reimbursement across the board. Among other concerns, SEIU finds that this bill: a)  does not assure that rates will be adequate to provide the range of care needed by SPDs and provides no public process for determining how rates will be set; b)  does not protect the wages, benefits and rights of workers, except those in in-home supportive services, and does not protect the rates that would have been paid to nursing homes under current law; c)  does not allow expanded use of home care to meet the needs of the eligible population through training, lifting the cap on hours, and funding the public authority to provide urgent or short term services; d)  does nothing to assure adequacy of network, timeliness of access, or fiscal solvency of the plans, despite requiring more extensive networks for a broader range of services than ever contemplated under the existing law regulating commercial HMOs; and, e)  does not provide protections for access for the uninsured so that we do not rob county programs for the uninsured in order to fund MCMC expansions. 

 15) POLICY ISSUES .

 a)   Drafting and technical issues.  This bill contains some drafting and technical errors.  Some of the drafting and language issues include:

 i) Eligibility . Drafting errors and complex definitions confuse who will be eligible for the two different programs. To be consistent with the intent, this bill should include one definition of SPDs as Medi-Cal beneficiaries and then exclude SPDs under 21 in the Integration pilots.

 ii)  Adult day health care . The author's intent is to include adult day health care in the Integration pilots.  To do so, a technical amendment adding a comma is needed on Page 4, lines 11-12, as follows:

nursing facility care, excluding intermediate care for the developmentally disabled , and adult day health care, as

 iii)   Technical amendments . The references in this bill to Knox-Keene and some other state and federal programs are inconsistent and require correction;

 b)   Clarification . This bill authorizes DHS to implement "flexible" managed care models? Would this enable DHS to implement other models than those specifically described in this bill or proposed in the white paper? Does the Legislature intend for DHS to have this type of flexibility?

 c)   Health plan selection . Given the specialty nature of these proposed projects, especially the Integration pilots, should the DHS select counties and health plans based on a competitive process?
d)   Role of the federal CMS . Is it appropriate for state legislation to require DHS to develop these pilot projects "in consultation with CMS"? Should this bill be amended to require only that DHS seek the appropriate federal approvals and waivers and establish these projects subject to FFP? 
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