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Provider Network Development, Education and Member Services Workgroup

Summary Notes

April 13, 2005●12:30-2:30 PM

I. Welcome and Introductions- Welcome and Introductions- The following stakeholders participated in the workgroup facilitated by Workgroup Chairs, Scotti Kluess and Carol Zernial:

Name



Agency









Ernesto Mendiburn

United Domestic Workers

Carol Fitzgibbons

Home of Guiding Hands

Tim Schwab, M.D.

SCAN Health Plan

Mary Hardison

Challenge Center


Roger Bailey


Meals on Wheels

Martie Lynch, PA

Respectful Healthcare (Geriatric House Call Practice)

John Kennon Shea

Kennon S. Shea & Associates

Berry T. Crow


Brighton Health Alliance

Judith Yates


Healthcare Association of San Diego & Imperial Counties

Luigi Angilello

Catholic Charities

Sabra Matovsky

Council of Community Clinics

Susan Lovelace

San Diego County Dental Society

Rogelio Lopez


Health Net

Burton Disner


North Coast Home Health Products 

Branch McNeal

Mercer (LTCIP consultant)

Mark Meiners


Medicare Medicaid Integration Program & GMU (LTCIP consultant)

II. Workgroup Goal - Recommend minimum performance standards and requirements for health and social service provider network make-up, development, required training and education and member services expansion for Acute and Long Term Care Integration (ALCTI)/Healthy San Diego Plus (HSD+) that address the unique needs of seniors and persons with disabilities.
III. Group Discussion–a table with draft recommendations (see table beginning on page 5) for HSD+ provider network adequacy, access standards and guidelines and a list of proposed primary, acute and home and community based services guided the group discussion and generated the following comments, questions, suggestions and ideas for further consideration and development (unless otherwise noted, the recommendations in the draft recommendations were accepted and the following comments represent additions and/or clarifications to those recommendations):

IV.  
Recommendations by Work Group Participants

Access to Chronic and Long Term Care/Disability Services

Additional Chronic/Long Term Care Services to be considered as a benefit include:
· New approaches to caring for Alzheimer clients who could do well in assisted living & home with supports

· Look at Developmental Disability Services models (e.g. group homes, etc.)

· Improve support for workers in homes & provide ongoing training for them to be able to meet the individual member’s needs.

Mental/Behavioral Health Services: 

· Enhance behavioral health (mental health & substance abuse) screening

· Add specialty training for behavioral health in a primary care setting

· Behavioral health providers should also be able to make house calls

· Identify data/studies to support behavioral health and other interventions ($ Savings and quality indicators)

Preventive Care/Services 

· Encourage prevention (e.g., more frequent diabetes screenings)

· Strengthen/expand preventive services with particular emphasis on slowing the progression of chronic conditions and related loss of functional abilities. 

· Track efficacy of all preventive services (use evidence-based interventions)

· Outreach/Education is recommended for preventive services including mammography, prostate screening, fall prevention, etc. 

· Preventive services should include identifying depression- suicide risk, abuse; isolation, drug & alcohol abuse 

· Increase awareness of physical therapy and physical health & wellness

In-Home Supportive Services (IHSS):

· IHSS workers will be available to provide extra hours of home care. The LTCIP will increase the number of hours available to these workers as it expands home and community-based care

· IHSS workers will have predictable schedules (hours per month) over the course of the year

· All home care workers will be unionized, so as not to undermine current wage/benefits as secured by the Public Authority

Access to Primary, Acute and Medical Specialty Services

Possible Additional Services to be Included as a benefit:

· Pain Management:  

· Define differences very clearly between management of pain in an acute care setting 

& ongoing chronic pain management.  

· Takes into account that chronic pain management is different than palliative pain management.

· Cancer Clinical Trials

· Question wisdom of adding a requirement for offering cancer trials as they can be very expensive. 

· The plans should look at evidence-based results that focus on services that bring that greatest value.

· Dementia/Alzheimer’s Screening and Assessment

· Add Dementia/ Alzheimer’s screening & assessment as a covered service. 

Primary and Routine Services

· Information should be obtained to clarify the methodology on how to ensure that the physician panel (PCPs & specialists) is adequate in training and/or background to meet special needs identified in enrolled population. 

Prescription Drug Services

· LTCIP will need to incorporate new Part D drug benefits as well as state policies for co-pays under Part D for those dually eligible for Medicare and Medicaid 

· Advocate for full Medi-Cal coverage of co-pays, donut hole deductibles

· Physician & patient should have substantial flexibility around determining prescription

Elements of an accessible managed care organization/health plan

Facilitating Access at Enrollment and Ongoing Access to Services

· Health Plans should provide clear and easy-to-use consumer assistance functions to aid the consumer during initial enrollment in the program and to obtain needed services, including:

· Adequate Plan information for enrollment and support with enrollment 

· Case management

· Disease management for selected consumers

· Screening at enrollment and ongoing for behavioral health issues (i.e., mental health & substance abuse) and other conditions (to occur in both traditional and non-traditional settings including primary care, community, and home care settings)

Cultural/Language/Disability Access Issues

· Plans will facilitate access for those who are frail, incapacitated, or speak languages other than English, recognizing their unique access challenges, through for example:

· Communication Materials/Technology adapted to their language needs and handicaps

· Availability of translators

Geographic Access

· Recognize/plan for differences in access issues between urban and rural settings (transportation, range of services, access to specialists, and so forth)

· There should be flexibility in minutes & miles to recognize rural area issues & urban congestion or public transportation options, enrollee choices (hold plans accountable for reasonable access) 

· Encourage plans to “opt in” & help design good access & network adequacy

· Be flexible on telemedicine so it can be used when & where it makes sense & in a cost- effective way
· Consider allowing plans to cover/reimburse PCP “south of border”
Timeliness of Access

The Plan’s 24 hour-a-day telephone system should use mid-level staff to participate in answering calls & triaging; however, with MDs always available

Care Plan Access 

· Patient/consumer care plans will be shared across providers to assist with access issues in a manner that protects confidentiality

Medicare and Medicaid Integration Regarding Access

· Anticipate and plan to avoid gaps and/or duplication between Medicare & Medi-Cal screening, assessment, and other services that impact on access 

Provider Network Adequacy

· Plan Networks should incorporate/use existing providers including safety net, traditional, and specialized service providers, many of which have not previously participated in managed care programs

· Clearly define service provider responsibilities through protocols, training, contracts, etc.

· Encourage and support traditional providers in participating in this new managed care arena through:

· Information helpful to growing their service capability & capacity consistent with Plan enrollment growth and the profile of enrollee needs
· Note that “growing to scale” is a big challenge for many traditional providers (example of home delivered meals was discussed)

· Could involve changing state regulations for some services

· Provision of provider staff training related to special requirements of the LTCIP (for example, assistance with managed care responsibilities such as contract reporting requirements; or assistance with accommodating certain types of cultural, linguistic, or disability related access issues)

· Definition/guidelines for case management & coordination roles and responsibilities, particularly in relation to sharing of care plan information.

· Adapting to needed changes from traditional/current Fee-for-Service (FFS) approaches and effective managed care strategies  (more focus on continuum of care, care coordination across agencies and disciplines and over time, early intervention, prevention, screening, etc)

· Encourage/ensure adequate numbers and types of specialists

· Better reimbursement

· Create Geriatric Fellowship Scholarships for mid- level providers NPs, PAs

· Identify who is responsible for ensuring adequate supplies of trained professionals for special needs populations: Plans? State? “Community”? Federal? 

· State & Federal policies that should encourage/ facilitate educational/ medical education strategies.  

· The health plans believe that the community needs to also be involved in finding solutions to shortages.

· Legislative advocacy by initiatives such as LTCIP & Health plans for policy changes 

Union Participation

· Include unions in collaborative planning among stakeholders 

· Compensate care providers fairly & adequately

· Address/provide the kind of continuing education & support workers will need for effectively participating in this new type of comprehensive care model

Overall Recommendations

· Review existing waivers (all waivers across the state) to ensure all related issues have been addressed

· Consideration needs to be given on how to interface Older Americans Act Services & Regional Centers with LTCIP

· Do not carve out the developmentally disabled population from the LTCIP

· Conduct second review of all recommended additions for compatibility with the Health Plans; check to see if any could be a “deal breaker”- or just a “challenge” that can be worked out.

· Recommend LTCIP have a process for reviewing/ addressing federal/state rules that limit access (for example, access to adult day centers) or that may be in conflict with LTCI

Recommended HSD+ Provider Network 

Adequacy, Access Standards and Guidelines

	“Regular” Medi-Cal Managed Care Access Standards

I. I. Access by Type of Service

A. Access to Chronic and Long-Term Care Disability Services

· Access to Skilled Nursing, Sub-Acute, Intermediate Services; Referrals to Appropriate Community Services.

· Access to home and community-based care based on need

B. Scope of Covered and Allowed Services for HSD+

C. Access to Primary, Acute and Medical Specialty Services

· Emergency Services

· Urgent Care

· Preventive Care

· Primary and Routine Services

· Medical Specialty Services

· Inpatient Services

· Prescription Drug Services

· Provider Network Adequacy

· Access to Long Term Care and Disability Services

· Access to Network Primary Care Providers

· Questions to Consider
· Geographic Access

· Questions to Consider

· Timeliness of Access

· Screening for Special Needs Populations

· Emergency Care

· Telephone Procedures

· Care Management/ Continuity of Care
· Questions to Consider


	Recommended Changes and/or Additional Standards for 

Disabled Adults and/or Elderly in HSD+

· Provide comprehensive preventive, diagnostic, therapeutic, rehabilitative and long term care services, including home and community waiver services to promote alternatives to institutional care (See list HCBC Services).
· Require MCO to develop initial and ongoing screening to identify persons with special needs and begin assessment, treatment planning and care coordination consistent with needs.
· Add Assisted Living to CA current HCBC waiver services.
· Add Dental Coverage for Bridges and Partials
· Also, see list of HCBC services

· The Contractor shall identify and address preventive services unique to older enrollees and persons with disabilities. 

· Primary care physicians with expertise in care for special needs populations shall be enrolled in relation to the numbers enrolled by type

· Provide direct access to health care providers who specialize in their condition. 

· The PCP for an enrollee with disabilities or chronic or complex conditions may be a specialist. 

· The developmentally disabled shall have specialized mental health, rehabilitative and other appropriate services such as: family planning services adapted to the special needs of the developmentally disabled population, behavior management, rehabilitative and therapeutic services, pain management, or genetic counseling. 

· Enrollees shall receive unlimited inpatient services that are medically necessary without a time frame limitation. 

· For Medicaid-only HSD+  enrollees, coordinate prescription medicine oversight across disciplines and settings as a Medicaid covered service; 

· For Dually Eligible HSD+ enrollees, coordinate prescription medicine oversight across disciplines and settings through Medicare Part D benefit

· Ensure adequate numbers of Long Term Care Facilities and Home and Community Based Service (HCBS) waiver providers to allow HSD+ enrollees choice and options to meet special needs.

· Require smaller ratio of primary care providers per enrollees, taking into account extra time required to care for those with disabilities and chronic conditions.

· If there are shortages in types of physicians such as geriatricians, how will we compensate?

· Specialty Care:  Contractor will maintain a network located within 60 minutes of a Member’s residence.

· Hospitals. Transport time:  Not to exceed 30 minutes, or the State’s Generally Accepted Community Standards.

· Dental, Optometry, Lab, and X-Ray Services. Transport time not to exceed 60 minutes. 

· Pharmacy Services. Travel time not to exceed 60 minutes, or the State’s Generally Accepted Community Standards.  

· For persons over the age of 65, outreach and screenings must be provided in naturally occurring senior gathering places such as senior centers.  Home visits must be available for those who are homebound or bed bound at any age.

· Are there any rural portions of the county that require different geographic access standards?

· Should a predetermined number of telemedicine visits be established?

· Within 30 days of enrollment the MCO shall make a best effort to conduct an initial assessment or screening of each enrollee’s health and long term care needs addressing medical, functional, social, mental health, and other disability needs.

· Should wait times be established for first appointments, in-office waiting times?

· Ensure each enrollee the health plan’s obligation to assume financial responsibility and provide reimbursement for medical emergency services, post-stabilization care services and out of Area Urgent Care. 

· Standards for behavioral health access to care should be developed to ensure care for a non-life threatening emergency within 6 hours, urgent care within 48 hours, and an appointment for a routine office visit within 10 business days. 
· Post-hospital appointments should be scheduled prior to discharge and occur no later than seven days following discharge 

· Should the 24 hour-a-day system be staffed by a physician or should it include access to a licensed, skilled professional such as physician, a registered nurse, or a nurse practitioner? 

· The Member Handbook includes information on how to access contracted providers.  MCOs should send each enrollee Member identification cared each month that shows the PCP name and phone number. Phone line staff are trained to educate enrollees how to access providers, including providing information about the Medical Transportation Program and other community resources for transportation to providers. 

· Comprehensive Care Coordination will be provided to ensure continuity of care among primary, acute, traditional/institutional LTC and alternative Home and Community Based Waiver Services as well as to non-covered community services to assist in meeting the needs of enrollees (See Care Management Work Group Recommendations and description of HCBS Care Management as a covered service).

· For Dually Eligible enrollees access to Medicare and Medicaid covered services will be coordinated through defined care coordination strategies.

· Polices and procedures should be developed for enrollee transfers from one treatment setting to another (i.e., from a hospital to a nursing facility.)

· Contractors may allow PCPs to have a closed patient panel of only one or two enrollees to accommodate new enrollees who want to maintain their existing PCP who is out of network. 

· New Enrollees (or current enrollees whose physician leaves the plan) undergoing active treatment for a chronic or acute medical condition have access to their discontinued practitioners through the current period of active treatment or for up to 90 calendar days, whichever is shorter.




Provider Network Adequacy Proposed Services

	Original Services
	Possible Additional Services

	Acupuncture
	

	Adult Day Health Care (ADHC)
	

	Ambulatory Surgical Clinic Services
	

	Audiology
	

	Care Management
	Cancer Clinical Trials

	Chiropractor
	

	Clinic Services
	

	Dental Services
	* leave carve-out but add partials & bridges and access services under HCBC?

	Diagnostic Services (Lab, X-Ray, Etc.0
	

	Durable Medical Equipment
	

	Hearing Aids
	

	Hemodialysis (Chronic)
	

	Home Health Agency Services
	

	Hospice
	Pain Management

	Hospital Inpatient Care
	

	Hospital Outpatient Services And Organized Clinic Services
	

	Institutions For Mental Diseases (IMD)
	Incontinence Care

	Intermediate Care Facility (ICF)
	

	ICF-DD – Habilitative
	

	ICF – DD – Nursing
	

	Local Education Agency Services
	

	Medical And Surgical Dentist Services
	

	Medical Transportation – Emergency And Non-Emergency
	

	Medical Supplies, Prescribed
	

	Non-Physician Medical Practitioner (Nurse Practitioner, Nurse Mid-Wife)
	

	Occupational Therapy
	

	Optometry Services
	Osteoporosis

	Other Medi-Cal Covered Outpatient Services (E.G. Heroin Detox)
	

	Personal Care Services
	

	Pharmaceutical Services
	

	Physical Therapy
	

	Physician Service 
	

	Podiatry
	

	Pregnancy Related Services (E.G. Prenatal Care, Adult Well-Check, Family Planning)
	

	Prosthetics & Orthotics Related Services
	

	Psychiatric & Psychological Services
	

	Rehabilitative Mental Health Services
	

	Rehabilitative Services, Physical
	

	Respiratory Care Services
	

	Rural Health Clinic Services
	

	Sign Language Interpreter Services
	

	Skilled Nursing Facility (SNF)
	

	Special Tuberculosis Related Services
	

	Speech Therapy Services
	

	Sub-Acute Facility Care
	

	Substance Abuse Treatment Services
	

	Vision Services
	

	
	

	
	HCBC Services

	
	

	
	Homemaker Services

	
	Respite Care Services

	
	Adult Day Care Services

	
	Companion Services

	
	Extended Medical Supplies And Equipment

	
	Extended Home Health Services

	
	Family And Caregiver Training/Education

	
	Home-Delivered Meals

	
	Residential Care Services

	
	Assisted Living Services

	
	Assisted Living Plus

	
	Foster Care Services

	
	Environmental Modifications

	
	Chore Services

	
	Consumer-Directed Supports

	
	Transportation

	
	Transitional Services
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