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clearly Che effect of incarceration on parental rights. ld. at
441, 1 do so again. What is needed is an informed social policy.
Tho fact that difficult social policv choices nust be made is not
a justification for ignoring the issues from which the difficulties
have sprung. | think it unfortunate that tho legislature continues
to ignore the effect of a parent's incarceration on a child and on

the continuation of the parent-child relationship.
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It was prompted b Rokeber? agreed to the
Su reme Court ecisions amendment and it passed
asking the Legislature to without objection.
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The bill passed on Tues- dercyrrent law, courts con-
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SUBJECT: Managed care (HB 393)
TO: Representative Norman Rokeberg
FROM Tamara Brandt Cook )
Director 13Q

'i ou have asked whether the substance of this bill can be accomplished in a resolution. To
the extent that the legislature wishes to place an affirmative legal requirement on the
Department of Health and Social Services to develop a managed-care system with specific
features and to submit draft legislation, a bill must be used because only a bill has the force
of law. The executive branch is required to cam out the mandatory functions imposed by
law, within the limits of the money available to cam out those functions.

A resolution may be used to express the will. wish, or view of the legislature or of only one
house of the legislature. (Uniform Rule 49" So. the legislature may request the Department
of Health and Social Services to perform all of the actions set out in HB 393 in a resolution,
but the department would not be legally bound to comply with the request. The resolution
would have the advantage of not being subject to veto by the governor

TBC:glc:k!h
96-028glc
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PHONE. (907) 465 6355
DIVISION OF MEDICAL ASSISTANCE FAX (9071465-2204

April 25, 1996

The Honorable Norman Rokeberg
Alaska State House of Representatives
State Capitol

Juneau, Alaska 99801 -1182

Dear Representative Rokeberg,

| have inet with you and your staff several times in the past few months concerning HB393, your
Medicaid managed care bill, and felt we were jointly achieving a result which would suit both of
our interests; however, following our discussion yesterday after the Senate HESS Committee
meeting, | no longer feel that | have an understanding o f your goals in seeking passage of
HB393.

The Division of Medical Assistance is committed to implementing a managed care system for
the Medicaid Program. We arc currently working with our contractor on managed care models
which will work in the Alaskan environment. As | have discussed with you, we intend to
implement a Primary Care Case Management model of managed care as soon as practical. We
arc beginning with this type of model because W€ believe it will provide a reasonable way to
begin a dialogue with consumers and providers. We believe we have the necessary statutory
authority to implement a PCCM model, including applicatior for necessary federal waivers. We
intend to pilot this model in selected areas, and include participation of consumers and providers
in our implementation plan. For these reasons, the division placed a zero fiscal note on HB393,
because we believed thal our sights were set on the same future for medical assistance.

When you presented issues such as anti-trust laws, provider networks, and risk-based capitated
health plans, we realized that your vision v.as far beyond the scope of our immediate plans for
managed care. Tlic Legislature, through the Finance Committees in both houses, has instructed
us to actively manage the Medicaid Program to restrain costs; we arc to control the program
growth rate at 5 percent in FY97. The current division staff resources will be hard pressed to
achieve the types of cost management changes necessitated by the FY97 budget while
developing new managed care initiatives and proposed legislation for the types o f managed care
models you seem to intend. In order for HB393 to be supported by the Department and to
maintain the zero fiscal note the division currently has forwarded, it is necessary’ for the attached
amendment to be adopted by the Senate HESS Committee, and for managed care projects
cuncntly under consideration by the Department to go forward as pilots under this legislation



Rep. Nonnnn Rokeberg
Page 2
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I have thoroughly enjoyed my discussions with you, and greatly appreciate your interest in the
Medicaid Program. | regret the confusion that has apparently arisen over our understandings of
managed care models, and the intent of 1IB393. | present these concerns to you because | believe
your bill, as currently written, may actually impede our progress in implementing managed care
for Medicaid and reduce our effectiveness in managing the FY97 budget, and | know that is not

your intent.

I look forward to a continuing dialog on Medicaid managed care issues.

Sincerely,

Director

Attachment



AMENDMENT
To: CSHB 393 (FIN)

Delete existing Section 2 and replace with: .
by gurt iP, e

*Sec. 22 MANAGED CARE PROGRAM#*(a) The Department of Health and
Social Services shall begin development of a managed care system for recipients of
medical assistance under AS 47.07 by designing and implementing no fewer than two
innovative managed care pilot projects./ The projects must be in one or more
predominantly urban areas of the state that take into account the unique features of the
project areas and include a rural element, if feasible. The department shall involve 7**
affected consumers and providers of health care services in the selected project areas in
the development o f the managed care system that will be used in the projects.

(b) Upon developing a system required under (a) of this section, the Department
of Health and Social Services shall submit through the governor legislation if necessary
that would provide for implementation of the proposed system in two or more pilot
project areas to the legislature on the first day of the First Regular Session of the
Twentieth Alaska Stale Legislature.

(c) The department under this Act may require that a recipient of medical
assistance under 47.07 must participate in a managed care system in order to remain
eligible for medical assistam.c under AS 47.07. This participation requirement may be
based on geographical, financial, social, medical, and other factors that the Department o f
Health and Social Services determines arc relevant to the development and efficient
management o f the managed carc system.

(d) The department under this Act may apply for waivers of federal law or for
other federal approval if federal approval is required in order to implement the pilot
projects for the managed carc system developed under this section.

(e) Nothing in this section precludes the department from acting to effectively
manage costs through case management and other cost containment measures that are
within the department’s statutory authorization in order *o assure the operation of the
program within its budget.
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Page 2. line 17:

Following “legislation”

Insert "if necessary"
Page 2, line 3L
Insert & new section to read!
(c) Nothing in this section precludes the depmlinent from acting to effectively

manage costs through case management and cost containment measures that arc within the
department’s statutory authorization in order to assure the operation of the program

within the FY97 budget
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INTRODUCTION

The State of Alaska is exploring the idea of managed carc for its Medicaid and GeneraJ Relief
Mcdical programs. Managing the mcdical care of enrolled members is not a new conce it; it has
been available for decades. However, only in the past 15 years has it become prevalent as a
vehicle for service delivery to Medicaid recipients. Pic foundation of a managed care pr« gram
includes features which, if everything works well, create an atmosphere conducive to good medical
care which benefits all of the participating parties; i.e.. the Medicaid recipient, the providers of
care, the Medicaid agency, and society in general.

This report lays the groundwork for Medicaid managed care future decision malting in Alaska. It
begins with a definition of terms common to managed care. Graphic displays of managed care
features and models are provided. The aoort discusses several forms of managed care but focuses
on managed or enhanced fee-for-servic tlso known as Primary Care Case Management (PCCM),
partially capitated systems and fully capitated, and at risk systems. The PCCM program in
particular is explored in regard to the following key features: providers, enrollee populations, the
authorization process, systems requirements, and geographic implementation.

The report begins by providing some pros and cons of the possible systems ranging from
unfettered fec-for-service to full capitation HMO. It proceeds with a discussion of managed care
features and models as designed and implemented by other states. This is followed by a summary
of managed care programs in selected stales. The slates were selected for review because of
unique design features and/or because they have frontier counties which somewhat approximaie
Alaska's population demographics. A synopsis of all slates' managed carc programs is contained
in Exhibit A The final segment of the report focuses on administrative management practices both
within and without a managed care structure with an emphasis on the PCCM model. A glossary of
terms is found in Exhibit B of the report.
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Definition of Terms

To prepare the reader for a discussion of currer.t State Medicaid managed carc delivery systems,
this section explains the terms used in the text. The major features of tnree delivery systems arc
described: primary carc ease management. panial capitation, and full capitation. Several stales
have incorporated each of the delivery systems within their Medicaid programs and some have
implemented only one system. Most states gradually improve their delivery systems by adjusting
policies and procedures as necessary to ensure that quality, cost-effective care is provided to
recipients of Medicaid.

The following discussion will focus on the "ideal” managed care models. The reader should be
mindful that many variations of these delivery systems exist.

Primalrai:-Carc Case Management is emphasized in the description of terms because it has potential
for [E1AUVEIY rapid implementation within Alaska's cunent health care system.

Primary Care Case Management (PCCM) plans are sometimes referred to is enhanced or managed
fee-for-servicc. Features of these plans arc as follows:

1. A primary carc provider (PCP) either provides or authorizes a specified group of health care
benefits.

2. Recipients enroll with the PCP of their choice for at least one month.

3. PCPs are usually paid a case management fee which may range from S2 to S6 per enroilce per
month.

4. PCPs may be reimbursed on a fee-for-scrvice basis or may be partially capitated Most
programs reimburse on a fee-for-scrvice basis

5. PCP’s may be medical doctors, nurse practitioners, physician assistants, or other mid-level
practitioners. A group of healthe are providers such as Rural Health Clinics, Federally
Qualified Health Care Centers and Indian Health Centers may be designated as the PCP

6. Different populations have been targeted for initial membership in the PCCM plan. The non-
institutionalized AFDC and AFDC-related population are most often chosen for initial program
implementation SSI and SSI related eligibles are often added after the State gams experience

7. PCCMs have usually been implemented in an urbar. area of the state first with expansion to the
rural areas occurring as the plan becomes more familiar to providers.

8. States must designAnodify information systems to accommodate needed functions of the
PCCM plan such as a method for enrollment in the plan, claims tracking ability and editing
linked to the PCP Examples of necessary systems modifications includes: edits to prevent
payment to providers who do not have authorization and system recognition of claims
possessing the proper authorization codes.
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REIMBURSEMENT

States may reimburse providers under a PCCM plan in avariety of ways. The follow ing diagram
indicates methodologies states have chosen to compensate the providers in their PCCM plans One
or more of the reimbursement methods may be combined.

Ranbusaeat

Possible Reimbursement Methodology under a PCCM
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PROVIDER PASEL

Stales must also decide who should be included in the panel of PCCM providers. Primary Care
Physicians who practice either in a group setting or individually are always part of the program.
Specialists who cither have a primary care practice or agTte to provide primary care to enrollees
may be allowed to participate. Sometimes hospital admitting privileges «t a program requirement.
Additionally states have inc uded other health care professionals to the panel such as nurse
practitioners or physician assistants. Sone states allow Federally Qualified Health Care Centers.
Rural Health Centers, and Indian Health Service Ginics and Tribal Ginics to participate as single
providers.
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rCCM ENROLLEE:

When desighing a PCCM program, states must determine the target population. States have found
that providers generally prefer to begin with the AFDC population. The benefit of this is that
practitioners can begin to become educated about medical care management practices on a
population that isgenerally healthy As expertise in the provider and recipient community is
gained, suies generally begin adding the SSI population to the patient mix. This insures that
doctors will not be overwhelmed with a caseload of very sick and/or disabled patients in the
beginning of the program. One caution is patient load size Enrolling AFDC recipients first may
leave inadequate slots for SSI patients using the physicians.

Usually recipients who gam Medicaid eligibility by "spending down" for mcdicaJ care until they
reach a level that Medicaid will pay additional medical care expenses, are excluded from enrollment
in a PCCM because of the ematic on-again, off-again nature of their eligibility. Also patients wbo
arc institutionalized are usually excluded from enrollment.

Possible Populations
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PCCM AUTHORIZATIOS:

A cornerstone of the PCCM program is the authorization system implemented to curt overuse and

r,™ 2?2 2 i gty ™Mt CCMI . _.wh'ch.Medicajd benefits require audtonzauon
A’sample of t-':neobene‘ohts Mm may rtqu.r)é authorization |s}]|ste below. q

. DuraWe
Primary Care Vecfical
Equipment
Pharmacy
Benefits
Specialty Requiring Home
Care Authorization Health
Emergency Hosprtal
Room Use Admissions Uboratoty
Except Life Except
Threatening Emergency
Emergence. Admissions

Benefits Requiring Authorization
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PCCM SYSTEMS REQUIREMENTS

Changes in adelivery system require system adjustments and refinements so the usks of the new
program are functional. Examples of information system changes arc shown below (this will var,
depending on the features incorporated in the program design)

Method
for Cost Ifndlrrert
Redpient Authorization
Noatification Mechanism
Redpients
Methods Mess
Envallment Provicer Paymerta

Changes il Reat Cee
Acooplished

Define Systems Needs

Pot€i



rCCM IMPLEMENTATION AREA

According

Physif.ean

Areas of a

PC
Define
Implementation
Area
Minimum
Number
of Doctors
| |
|
W'th e -
Small Several StateW|de_
Area Small Implementation
Areas

Implementation Areas

Population
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PARTIALLY CAPITATED REIMBLRSEMENTSYSTEMS

Another reimbursement methodology that ]S used by states implementing managed care is a
partially capitated system. Programs are structured to reimburse managed care organizations for a
specific set of contracted services at aper member per month (pmpm) capitation rate. Members
must seek cane covered by the MCO within the MCO's panel of providers. Services outside of the
partially capitated contract may be reimbursed through a contract arrangement or a fce-for-service
basis. For example, a state may capitate all ambulatory services but continue to pay for inpatient
hospital costs on a fee-for-scrvice basis and pay for vision care under a epante contract.

The following diagram depicts a pamally capitated system

Alaska
Division of
Medical
Assistance
Services that
the MCO will
Contract not be
obligated to
provide
Reimbursement
per member, per
month
Exemples:
Managed Inpatient
Caro ental
Organization ISION
Immunizations
Reimbursement
from DMA
directly
Enrolleaa
must eeok
care
within tho
M anaged
Caro
Network

Partially Capitated Model
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FULLY CAPITATED SYSTEMS

Under a fully capitated system, stales contract with .rtanaged care organizations for the full
conunuum of care. The MCO is generally paid a capitation rate on a per member per month basis
Capitation rates may vary based on the cnrollee™ Medicaid category of assistance, age. sex. and
geographic location in the suie.

The MCO arranges all care that is medically necessary for their enrollees within its panel of
providers. Enrollees are required to seek services within the MCO using the established internal
referral process. Their freedom to seek treatment from any provider is restricted.

The MCO.

» administers the plan.

e contracts with providers,

* authorizes services,

e pays claims or contracted amounts to providers, and
» oversees the quality of care and utilization patterns

Most states require MCOs to be licensed. The Medicaid contract is obtained apart from the
licensing process. The licensing agency and the Medicaid office oversee the operation of the MCO
to ensure compliance with state laws and Medicaid policies and procedures.

Services
wrthin
Nefwoik

Fully Capitated System
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NETWORK OF PROVIDERS

Both partially capitated and fully capitated systems contract with a network of providers who
furnish medical care to enrollees of the plan. The panel of providers may be very extensive for
fully capitated systems that provide the full continuum of care

Cotrecd
wan
Providers

Hosprtais Pmenfcare Fremacy Hs0ce

Home Vental SGA%[E .
Hcann Heatth latora:cy

Durante
Speech

Equipmenl Therapy

anrg A)q %.ﬁ& migg\i Oy@n Onhoics |

Presthetes

An Example ofa Network of Providers
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PROS AND CONS OF DIFFERENT DELIVERY SYSTEMS

The following tables discuss hoth the favorable an” unfavorable aspects of each delivery system
discussed above. Fee-for-service is included since it is the current system that Alaska is using.
Simply put. fee-for-scrvice is a delivery system that pays providers for services rendered usm% a
predetermined fee schedule. Patients are free to access henefits as they see fit. The sute may have
administrative procedures that limit access to some services; e.g., a Médicaid enrollee may only
receive vision care that includes the dispensing of glasses once every two years because of limits
the program has instituted.

Fee-for-Service

FFS Pros cons
Definition; e Freedom of choice for « May encourage over-use of

" recipients services (by providers, b
The traditional p _ i Iienté) y provi y
health care * No risk for providers p
payment e Cost and utilization can be * Recipients oo tbeir own to find

and secure services

system, under tracked through the payment
which system e Payments are usually low. thus
physicians and +  Can set fee screen based on discouraging many providers
other providers state's budget and need for from participating; however
receive a access Alaska pays providers very
payment that well
docs not exceed « No coordination of care
their billed o
charge for each * No continuity of care
unit of service * No incentive to terminate
provided. trearment

« Difficult to budget (open

ended)

« Extensive auditing required

e Quality oi care is difficult to
measure and monitor
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Managed Fee-for*Service

Managed
Fee-for-

Scrvice
AJsocalled
Enhanced Fce-
for-Servicc or
Primary Care
Case
Management
(PCCM).
although PCCM
can be also be
capitated

Definition

A managed care
plan which
reimburses
provt 4mon a
fee-for-servjee
basis but also
pays a case
management fee
to providers who
must deliver or

authorize care for
eligible enrollees.

Pros

Monetary incentive for
physm!an pamcipauon thus
Po entially increasing access
0 primary care

Some incentive for providers
to manage care

Little, if any. risk to
providers

Provision of a "medical
home" decreases use of ER
for routine ?nd less urgent
care

Tracking of encounters
through the payment system
allows creation of a“report
card" for the Pnmary Care
Provider (PCP) which
allows companson between
provider's practices and may
allow the state to disenroll
providers who do not
practice within the norm

Providers may be unskilled
in care management
techniques

Providers may not be
motivated to care manage;
may not durnge any of their
historical practice [TO0OES

Providers may not have the
time or resources to devote
to managing Medicaid
recipients

Enrollees, especially
assigned enrollees. may
have had no previous
contact with the assigned
provider. There is no
incentive for the provider to
outreach to the client nor for
the client to seek out the
assigned provider

Primary care providers may
be well equipped to provide
care for AFDC-type patients
but ill equipped to provide
the specialized care needed
by SSI eligiblcs

There is little disincentive to
curtail excessive utilization
of services

Less freedom of choice for
the recipient

Type of care may differ
widely by region

Ability to change each
month may result in lack of
continuity of care

Difficult to budget (open
ended)
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Partial Capitation

Partial Pros Cons
Capitation
e G Dy e
f&%%ﬁ%s f s £ﬁ[§]|en n&%t]t]eers . Incenkt)lve for L}J]nigterservi%e
managed care  May be cost shifting to tne
or an?zfatmnsfr . Iosrite {0 ot te PO CApaled] SeViCes. v
co%)?gtlz LC Set 0 ng%'g/ SSrURSQsage In'abonus arrangement
SEIVICES ataper * Some incentive t marage ° LS ﬂ'eﬁ-e Ctrecr? ngﬁ)[% Ogeﬂr]\?lces
mem&er e 001G snices [Oyiders Fendering.
mont caBnatlon there Is a bonus arrangement suaﬁ S roug i
rate. e Access to services is capltaYed System
guarantee(ft rougn the « Utilization reparting wilh
ontractual agreement 1 1] Ehagun y not be
) U?Jlljr rﬁgﬁggagr%edeﬁned by %/aﬂ ?hb S
0 rac can be ) rveﬁle% rtno eae tgﬁece O%e ncay
. ml(ég:]glrne e ity ma sﬁqﬂ from the E perspective
be req i y
e Utili a\tlon a}r]]al SIS M
goss e 0 the extent tat
ncounter reporting Is
require

ould

. B(%!h coqrdination of c%
eg

el fof e &



Full Capitation

Full
Capitation
Definition

The provider is
responsible for
delivering or
arranging for the
delivery of all
health services
required by the
covered person
under the
conditions of the
provider contract
for a negotiated
per capita rate
usually paid
monthly.
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Pros

Budget predictability
(although the number of
eligibles will affect this)

The provider is contracted
for services and population.
The contract requirements
can be measured and
monitored with recourse if
contract terms are not met

Offers lower cost solutions
to prescribed treatments
which may include services
which arc not currently
covered

Cost shifting is curtailed if all
benefits axe included in the
benefit package

Much of the provider and
service provision oversight
shifts to the managed carc
organization

Licensing is likely required

Federal contract rules
provide additional regulatory
oversight

Cons

Incentive to underserve

Access through traditional providers
(FFS) may dry up as more services
are provided through MCOs. This
can create problems if an MCO goes
out of business or terminates the
contract

Many traditional providers (FFS) do
not like MCOs and refuse to contract
with them; this may result in a
continuity of care issue to the extent
that recipients are required to change
provider

High cost services m3y be hard to get
even wh :n medically appropriate

State oversight must be defined and in
place

Utilization reporting may require new
systems

Rate setting becomes more difficult as
the FFS base disappears



Components of a Managed Care System

INTRODUCTION

The widespread introduction of managed care programs for Medicaid recipients over die past
several years has resulted in a wealth of available information about the do’s and don’ls of
Medicaid managed care. Despite each state's uniqueness in terms of size, demography, location,
and number of Medicaid recipients, many of the lessons learned and the experiences of other stales
are transferable from one state to another.

Every state has either implemented some form of managed care or is developing a program. Many
states are nearing complete enrollment of their Medicaid population into one or more managed care
programs. In Michigan, for example, 93 percent of the AJFDC and non-institutionalized SSI
Medicaid recipients are enrolled in some form of managed care.

The following synopsis provides a description of the components of Medicaid managed care
programs throughout the country. Specific emphasis is being placed on the program components
and specific state experience that hive applicability to Alaska. The following states were contacted
for additional information: Colorado, Connecticut, Florida, Georgia, Idaho, lowa, Kentucky,
Maine, Michigan, Montana, Nebraska, New Jcxsey. New Mexico, North Carolina, North Dakota,
South Dakota, Virginia, and Wisccnsin. Specific information received via telephone in response to
a scries of questions is included in the next section. Information on every stale can be found in
Exhibit A.

Primary Care Case Management (FCCM' programs and Health Maintenance Organizations
(HMOs) axe the two most common foans of managed carc used across the nation for the Medicaid
population. HMOs and other types of risk-based programs axe used almost exclusively in urban
areas or in areas where there is a la-ge concentration of Medicaid recipients. Because of this and
because of the nsk associated with HMOs, states have, for the most pan, iniriated their mandatory
managed carc programs with a PCCM. Once managed care is established, one or more HMOs
may be offered as a voluntary enrollment option, and then the Medicaid agency may migrate
toward mandatory HMO enrollment or other risk-based arrangements as appropriate and feasible
given the level of Medicaid recipients in the stale, the availability of HMOs, and other
considerations. Many states had experience with HMO contracting and voluntary enrollment prior
to the early 1980s when 1915(b) waivers and larger scale implementation of mandatory and
innovative approaches began.

Because of the vastness of Alaska and the relatively small number of Medicaid recipients in any
one area, particular attention is paid to PCCM programs.

PROGILKM COMPOSEKTS

ENROLLMENT

Enrollment in a managed carc program can be voluntary or mandatory. Interms of case of
implementation, it is simpler to introduce the program on a voluntary basis in a small area. This
enables the State to ‘lest” the program on a fairly small scale and make adjustments as necessary.
When questioned about enrollment, several states emphasized the importance of starting on a small
scale.

Ln addition to the manageability of a small-scale start-up, implementation on a limited basis also
allows the State to focus its efforts on a geographic area where adequate provider participation can
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be achieved. Insufficient provider participation is one common explanation of why existing
programs have not expanded on a broader and/or statewide basis.

Thirdly, small-scale implementation also allows the conversion of systems to accommodate
managed care and tesung of the system on a more manageable number of providers and recipients
before incorporating the program as a sta'ewide initiative.

The AFDC and AFDC-relatcd populations arc dearly the most common groups of Medicaid
recipients currently enrolled in any type of managed carc program. Even states that now enroll SSI
clients began their mandatory programs with AFDC populations.

CARE MANAGERS (PCCM PROGRAM)

In most states, medical care managers (or case managers) sign a provider agreement before they

participate in the program. In many instances, this agreement is an addendum to an existing
agreemcnt for the provision of services to Medicaid recipients. In at least one stale, North Dakota.
I separate agreement is not necessary as long as the physician has signed the standard provider
agreement.

While the preference for care manager is a primary care physidan, several states allow other
practitioners and/or group providers to be care managers. In most instances, the allowance of
other providers to manage care is a result of an insufficient number of physicians to meet the needs
of the Medicaid population eligible for enrollment in the PCCM program. Roughly one-half of the
states with PCCM programs permit nurse practitioners to be care managers. Several states allow
federally qualified health centers, community/rural health centers. Indian health centers, and
hospitals to be care managers. Of the stales that do have nurse practitioner care managers, state
licensing requirements stipulate that a dose relationship must be in place between the nurse
practitioner and a physician.

The PCCM mode! is often used within a broader capitated model as well, but it is then the managed
care organization’s responsibility to recruit providers and monitor performance.

Program specifications vary across states regarding the number of recipients a single care manager
can manage and still provide sufficient access and quality of care. In general, the upper limit for
the number of enrollees a single provider can manage ranges from 1.000 to 2.000.

As pan of a managed care provider agreement, the provider must have a mechanism in place to
provide 24-hour coverage. This ensures that there is an alternative to hospital emergency room
care. The intention is to reduce inappropriate emergency room visits, thereby reducing overall
program costs. Despite this 24-hour coverage requirement, controlling inappropriate emergency
room use continues to be a constant battle across the country.

EDUCATION

The importance of managed care education for both providers and recipients cannot be understated.
The amount of education thal is offered never seems to be enough.

Based on the experience of other states, providers should be brought into the process as early as
possible. If feasible, they should be included in the conceptual stages, well before implementation.
This ensures that the provider community is aware of the plans and feels some ownership of the
program. Adequate provider education in the early stages also tends to increase the ability to
recruit needed providers. As an example, the Stale of Virginia received endorsement from the
Virginia Medical Society for its PCCM program early in the implementation process and
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BARRJERS TO IMPLEMENTATION OF A MANAGED CARE Ph OGRAM

Although each state implemented its managed care program under its own set of circumstances and
time constraints, common barriers are prevalent throughout the country.

LESSONS LEARNED

Each state interviewed emphasized that they had often made mistakes. Following is a summary of
sug?estlons other states believe should be given careful consideration, when demgnmg and
implemenung a managed care plan, so the mistakes they made will not be repeated.

Communication with providers, recipients, agencr staff, and the comm  j is paramount to
|t,I}e SL%Ct%eSS oé the program  Communication must be begun early and sustained throughout the
Ife of the endeavor.

e System design must be done carefully with adequate timeframes allowed for testing.

» Begin implementation in a small area and gradually increase the number of providers and
recipients by bringing cm other regions on a gradual basis.

» Form an advisory committee made up of providers to help in the design and implementation of
the plan.

* Ask your provider community to be a part of the program at the very beginning of your design
phase.

» Assign adequate staff to sustain your effort.

» Education of providers and recipients must be a primary focus of the program
» Coordination with other state agencies helps ensure success.

« Carefully select your initial implementation area.

» Design a solid referral authorization system.

* Using contractors for the enrollment and education function is often a good idea.

* Be sure you have a commitment from »he governor, legislature, and department to support the
program.

Each of these components will be more fully developed in later sections of the report.
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PROVIDER SUPPORT

As with any type of change, the provider community in most nates has viewed the introduction of
Medicaid managed carc. at least initially, with appréhension and skepticism. However, states that
have acknowledged early in the development stages that this may be a problem, and those who
have taken actions to address it. have had more success in gaining provider suppor.. For example.
Co'orado. Kansas. Kentuckv, and Michigan had open lines of communication with their provider
community and therefore engendered much support from them when their plans were .
implemented. South Dakota has instituted a four-month implementation process for hoth providers
and recipients which is followed when managed carc moves into a new counry. This process has
been successful in increasing *waieness of the program and educating both providers and
recipients in an organized and timely manner.

The problems encountered with providers include not involving them early in the implementation
Propess, not educating them regarding the program and their participation, and failing to anticipate
heir fear of change and of the introduction of managed cart. One result of each of these harriers
has been difficulty in recrU|t|n% enough providers to sustain the program and to allow it to meet its
primary objective: linking each eligible Medicaid recipient with a primary cart physician. Although
Involving providers in the development stagne_ may slow the pIanmng and implementation process,
states agree the feelings of provider ownership that can be generated by this process reaps many
later rewards in terms of provider participation.

Alaska in particular may have a difficult lime convincing providers that the introduction of managed
carc will not adversely affect them. Some Prowders may have moved to Alaska to escape managed
care, while others have never been a part of a managed Care system, but have heard from
coIIeta_gues in the lower 48 states of the negative impact of managed carc on a private physician's
practice.

HM Qs often have the most difficulty recruiting EE}VIderS in geographic areas which have not
Prevm_usly experienced capitation or risk. The FFS system has worked well tor providers and
here is distrust of any arrangement where the goal is cost containment. Also, HMQs introduce
another administrative layerand. often, standards of participation.

ENROLLMENT

The management of the program, specifically as it relates to tracking enrollment and eligibility, has
posed major problems for some states. Nonétheless, states which implemented their managed care
program on a pilot basis have faced fewer problems from an enrollment persPect_lve While itis
exciung to implement a new Program statewide and take advantage of the enthusiasm of those
involved, the ability to learn from mistakes on a pilot basis can be beneficial

Because of the Alaska's demoPraphlc_s and the relatively $maJl number of concentrated Medicaid
recipients, the benefits of implementing the program m_onlg a few areas is applicable to Alaska
One issue to be resolved is the amount o f direct marketing fo recipients to allow managed care
entities. While this decreases the amount of education the State must provide, it increases the
potential for inappropriate information dissemination.

INFRASTRUCTURE/AGENCY ORGANIZATION

The structure of the Medicaid agency and other agencies involved in managed care activities must
be modified to meet the different needs and demands of a managed care program The States we
talked with often did not anticipate the amount of additional ﬁﬁa time the formation and _
implementation of a managed care program would require IViany stales commented that allocating
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full-time staff to the development and implementation of a managed care plan would have ensured a
more successful program. After implementation, often full time staff must be devoted to the
administration of the managed care plan In addition, many other positionsin thedepartment  will
be forced to devote a portion of their time to the operation ofthe managed carcplan inareas such

as:

. claims processing.
. contracting, and
« utilization review.

States thal did not allocate appropriate staffing to their programs negatively affected overall agency
morale and seriously jeopardized the success of the program. States often advise a slow start as
opposed to an enrollment of hundreds of thousands of people simultaneously. This allows staffing
to Jrow at appropriate levels and ensures that early problems can be resolved efficiently. Staff time
necessary to make system changes and additir ,s was often cited as problem areas for states. Most
staff did not allocate enough resources nor allow enough time for systems changes to occur.
Consequently, they experienced many problems such as:

* improper enrollments,
» inadequate notification of changes to providers and recipients, and
» prior authorization controls that did not work.

States also emphasized ihat the agency’ commitment to the implementation and expansion of a
managed carc plan is crucial to its success. Agency commitment usually means widespread
support for the program not only within the agency but in the State generally. Support from the
governor's office, legislature, and other agencies give the department workers confidence that 3
well-planned program will be successfully implemented. Proper support helps ensure the
necessary resources will be available to the agency. States that did not concentrate their efforts on
the development and implementation of their new managed care delivery system often experienced
political, advocate, provider, and recipient problems which inhibited enrollment in the plan.

Common organizational structures are desenbed in more detail in the section titled "Administrative
Management Practices."

RECIPIENT EDUCATION

From an operational standpoint, providing sufficient education to recipients enrolled in the program
is an ongoing struggle and is often in need of improvement. During initial enrollment, recipients
must be educate on all aspects of the program from a user's perspective. A fair amount of re-
educating and hand-holding is necessary to make it as clear as possible what the recipient is
expected to do and how the program works. Once the program is in place and recipients are
enrolled, continued education is necessary, not only as a reinforcement on the operational aspec’s
most frequently misused in the program, but also as a mechanism to provide new information and
to communicate changes/modifications in the program.

Since every state continues to struggle with recipient education beyond the implementation phase,
no state provided any real insight into how to improve education. Based on the experience of other
states, however, it ts clear that the need for and importance of recipient education is as important on
an on-going basis as it is dunng initial enrollment. Some states are even increasing their emphasis
on education As an example, in North Carolina, where a PCCM program has been operational for
five years, the State has reorganized its managed care division to include a team of "field workers"
who do nothing but visit providers and recipients throughout the state for educational purposes.

Pag* 24

td=:



444444444444 krucie WAACTWS

ADMtMSTRA TIVE FUNCTIONS
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lanage dqtarf progum unctions, Including ways various states address them, are
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mechanisms for making needed changes " In addition to these general requirements, most slates
have developed state specific guidelines, reporting requirements, and other activities (e.g.. client
satisfaction surveys). A few states, either monthly or quarterly, give their PCCM providers a
report card which compares their patients utilization patterns with others in like practices. This
reflects not only the doctor’s clinical practice but the patient's use of services. Kentucky is using
their report card to exclude providers who practice outside of the mean for a specific period of
lime. Michigan currently uses their report card as an incentive to providers to give quality care at a
cost effective price. They may later add penalucs for providers who continue to practice outside of
the established norms.

In addition to current quality assurance activities, many states are currently reviewing Medicaid
Health Plan Employer Data and Information Set (HEDIS) measures forpossiole use in gathering
utilization information on capitated plan performance.

DATAKFORMATIONSYSTEMNEEDS

When transitioning to managed care, several states have found their existing Medicaid information
systems (MIS) inadequate. Because of the rime and financial resources involved in purchasing a
new system, many states have attempted, with various degrees of success, to enhance existing
systems to meet the demands of a managed care environment. Often the policy development
occurs first and the related data system is in a catch*up mode with alooming implementation date.

While data system needs vary somewhat based on the type of managed care program being
implemented, there are general items needed i-. a system to support a managed care environment.
These items include the ability to: support and track beneficiary enroliment choices, link
enrollment choices to claims payment systems, edit claims in support of gaiekceping functions,
produce utilization reports, and collect/analyze data for quality assurance monitoring. This list
expands to include rate calculation, cost sharing, and bonus settlements in capitated arrangements.

PCCM PROGRAM COVERED SERVICES

The rypes of services typically covered under a PCCM program are fairly consistent across states.
In general, the typical state contract defines the scope of services to be provided by a care manager
as all Medicaid-covered medically necessary services within the care manager's normal scope of
practice, except those specifically excluded in the contract. The following list includes the most
common services (subject to state-specific Medicaid coverage policies and limitations) which are
either provided under aPCCM program or referred by the primary care physician (care manager)

e physician

* hospital inpatient
» hospital outpatient
« lab and x-ray

e EPSDT

e pharmacy

Services which commonly fall outside of the PCCM can be grouped into three categories: services
outside the carc manager’'s scope of practice, carve-out services already being managed through a
separate mechanism (e.g.. vision, mental health services), and prionty services not needing
authorization (e g . emergency care, family planning, and sometimes prenatal care and EPSDT
screening).
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Recip.ents and providers need a list of covered services which do not require prior authonzation
and a list of covered services which do require pnor authorization. It is also important to include a
statement regarding when services are covered, i.e.. medically necessary services, and any
variations in coverage based on age or sex or disability.

Additionally. Since inappropnatc emergency room use is the most frequently violated part of any
PCCM program, it is important to have clear statements for hoth providers and recipients on when
emergency room use is appropriate and the consequences of inappropriate use.

Normally, capitated arrangements are more inclusive than PCCM programs. The capitation may be
for an established, discrete set of services such as vision exams and eyeglass_es. |t may be moré.
expansive and include ai ambulatory care under capitation, but exclude hospital facility charges in
a pe(ljrtllally capitated model. It may be very inclusive and include all or most services in a ful HMO
model.

DISEASE MANAGEMENT/SPECIAL POPULATION PROGRAMS

Often after a state has initiated a managed care plan, they studY ways in which special populations
can be served within a managed carc environment. Several stales arc experimenting wilh managed
care programs specifically designed for disease management and or designed to target special
ﬁopulatlons who have greater needs for medical services. Several states. Michigan among them,
ave developed special managed care(Programs for high need children. They have recognized that
these children often require sReC|a||ze services at a higher rale than average thus the cost of
providing care increases for this population. Michigan has created special capitation rates for these
children so Proylde_rs are treated fairly and access for this pogulatlon, Is guaranteed. Michigan is
also concentrating its efforts on the quality and type of care these children receive by requiring
special proqrams and services be available to this populauon. The State will conduct strict
oversight of this new initiative so the rights of the children arc protected and well served.

Maryland nas created a special disease management plan tailored after their PCCM po?ram. The
rationale behind developing the program is the desire to (\g_lve apBrop_rlate care to patients with
diabetic condltlon*_thuspreventlnP unneeded hospitalizations, Previously Medicaid spent a large
share of money on inpatient care for diabetics. Studies now that prove the program is saving
money.

Maryland pays a S20 case management fee to providers who enroll in this plan plus they pay all
services rendered on a fee-for-service basis In return the provider gives the diabetic patient™
primary care as well as providing specialized care for their diabetic condition which may entail
visits to become knowledgeable about the patient's condition and setting up a treatment reqlment,
making referrals '[O_SBEC.IahS'[ when apprcpnatc. and following the patient’s progress close }/ The
program caters to diabetics because it covers four additional special diabetes services: diabetes
education, nutritional counseling, home glucometers, and special diabetic foot care. Maryland
chose the amount of the S20 case management fee rather randomly, but decided a higher fee is
warranted because diabetics often have multiple health problems.

Maryland has had no problem signing up providers across the state who axe willing to participate in
this plan 1t is a voluntary program and, often, when patients decide to enroll, they already have a
physician that they *'bring along" with them as their Ftp. They haven'thad any problem
expanding the program over thé entire state.

Participation is relatively constant; 2,500 recipients, and 550 physicians.
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To outreach to potential recipients. Medicaid scomputer generates a list of those patients who have
had an inpatient visit due to diabetes. They then send an outreach brochure to these individuals
which encourages them to become pan of the pogram.
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Medicaid Managed Care A Guide for States. 2nd Edition, National Academy for State Health
Policy. 1995.

National Summary of State Medicaid Managed Carc Programs, U.S. Department of Health and
Human Services, Health Care Financing Administration, Office of Managed Care, June 30,1994.
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COLORADO

CONTACT
Kim Gordon  303-866-2220
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STAFFING

There are four full-time PCPP staff, three hotline staff and one hotline supervisor. There is also a
25 FTE policy person. Current staff could not remark on past staffing requirements.

SYSTEMS

Systems changes were made in claims processing. The system now has an edit check to approve
the PCP number on the claim. PCP reports are generated to identify which physicians are
accepting clients. The reports are sent to each county. A report is also generated for each PCP
The estimated cost of system changes for the program is S100.000 in today’s dollars.

ADMINISTRATIVE FUNCTIONS

Colorado imposes ayear-long "lock-in" for recipients to remain with their physician. However,
recipients may change providers if they show "good cause" (e.g., theyjoin an HMO).

CARE MANAGERS

Only physicians, federally qualified health centers (FQHCSs). and rural health centers (RHCs) can
serve as carc managers in Colorado’s program. These providers are reimbursed on a fee-for-
scrvice basis plus a $450 per member per month (pmpm) case management fee. Care managers
assume no financial nsk.

There is technically no mandatory enrollment, but the program staff have the ability to make an
assignment to a PCP. Colorado is considering mandatory enroliment for the HM O program.

W hile there is not a maximum enrollment for each care manager, staff review physicians with large
caseloads.

A PCP can be removed as a result of an issued sanction.

COVERED SERVICES

In Colorado’s PCPP program, primary care physicians (PCPs) are responsible for providing
primary care services, coordinating the provision of other necessary medical/health care, and
monitoring their patients* use of Medicaid services. A referral is required for all other PCPP-
covered services, such as inpatient hospital care and other specialty care. The following services,
which are exempted from the PCPP. do not require areferral: pharmacy.community mental health,
laboratory/radiolog) services, emergency care, transportation, family planning, podiatry,
dental/vision under EPSDT. anesthesia, child abuse victim-related services, and pregnancy-related
services.

Access to care and level of administrative difficulty were considered when deciding which services
to include in an authorization process. For example, obstetrics was not included in the
authonzation process because of concern that the authorization process might impede a woman
from seeking and obtaining prenatal care. Laboratory and radiology work were not included
because it was determined that the authorization process would be too administratively
cumbersome.
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AUTHORIZATION PROCESS

The PCP number is Bhe authonzaﬂ]nnumber d must be docum nteF n the bi brl] in qrder for the
PC t0 reﬁelve reimburse es not require referral forms, There 15 an egt

? In the s stem to veri tePC orlzat|on numner In order to assure the Integnty of the
authonzation system.

LESSONS LEARNED

The Colorado contact stressed the importance of open lines of communication between the State
and physicians in the state (such as medical societies and other specialty groups). For example,
Colorado staff suggested that Alaska seek feedback on the initial program design from the Stale
Medical Society.

CONNECTICUT

CONTACTS

JimGaito 203-424-5137
RoscCiaxcia 203-424-5139

STATUS OF PROGRAM

Connecticut decided to implement a totally capitated managed care program. The program tried a
small pilot PCCM program several years ago and found it accomplished the desired increase in
access, but was too successful and led to significant cost increases. The stale decided to control
costs and guarantee access by soliciting HMO contracts through a bid process. It took two yean to
complete the program design, educate the provider community, win legislative approval, and issue
RFPs. In addition to the contracted plans, the State is contracung out both the enrollment
brokering function and the quality assurance function.

BARRIERS

When it began the design of the program. Connecticut had no active managed care program. While
there were many HMOs providing services to commercial enrollees, none were serving Medicaid
recipients. Working with the provider community and the HMO community was a lengthy and
necessary task prior to implementation. The recipient and advocacy community were concerned
about a change in the service delivery system, and wanted assurance thal all aspects of the program
had enough consumer protection built in to assure that adequate care would be accessible to
enrollees. These concerns were very effectively transmitted to the legislature which resulted in a
substantial delay in finalizing the program design and moving forward with implementation.
Establishing a priority for changing and identifying all of the neccssajy systems changes also
caused delays and modifications in the desired design.

CHANGES

In the 80s Connecticut attempted to implement a PCCM plan. While it did improve access, the
program added cost to the Medicaid program and subsequently was disbanded. The design of the
plan was faulty from the beginning if the goal of the program was cost savings. Connecticut chose
an area to implement that traditionally had a lack of access and then to persuade providers to
participate, they increased fee screens. The program was a success in improving access but
substantially increased costs.
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Connecticut did not abandon the idea of managed care however, but designed the next managed
care program more carefully with the goal of cost savmtis firmJy sighted. In 1995. Connecticut
began the implementation of a capitated mana?ed care plan which seems to be successful, although

It IS too early to have any outside evaluation of the program.

STAFFING

Dunng the design phase of Connectlc manaqed e.plan, one manager, one analtlst a doneh
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Dunngtlmplementatlon the state added four more full time analysts and is considering adding
more staff

epe on, volume of enrpliment and numner 0T telepnone Calls recelye

gonn da;tlcut also contraTted ,th an en IIme§t brokc oemglllo ssomedst
nt|It ate as fully Imp emente manage carew ich 1 schediule
two ears.

e

& complete in

SYSTEMS

the time Connecticut as eJ nin thelrman d.care Ian the also rebid their MMIS which
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I'IuOsreI perso h tems Were not co etero erationa at Initial Implementation which continues to

ADMINISTRATIVE FUNCTIONS
The implementation of its managed care program will be statewide, but will be ha.sed |n over
severgflomonft1 X\n% tgyvgg“%ﬁ F:]ajgstnonses recelye \Qf Wﬁ et|n

federally. q}jﬁa{“g A ﬁtcenterrnalr%c,)(paits ifion, & partia capltate ot s

A separate RFP was issued to select a "default” Plan for those recipients who failed to voluntarily
select a Plan. Two default plans (called Designated Providers) were selected, each covering half of
the state.

The State contrac ed a33|st nce in all phases of progr de3| n, deveI ent and
Im eme tatlon tIQH] State aE contra gd \mtanen oIImentB er%orap]edgcatlon
an egro ment act|V|t|es e State will contract for a uaI| assuhancec tractr fate will
royide internal contract compliance W|th the capitated providers, the enroliment roker an
uality assurance contractors.
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CARE MANAGERS

Connccucut comracts only with fully or partially capitated providers who supply the primary care
managers to each cnrollee. Providers who may serve is primary care providers are determined by
each plan but providers must practice within the parameters of Connecticut's laws and regulations

COVERED SERVICES

All Medicaid-covered services are included in the HMO capitation. There is some discussion about
carving out mental health services and doing a separate menu] health managed carc program

AUTHORIZATION tisOCZSS

Each capitated plan employs its own authorization process for referrals to specialty providers,
hospitalizations, etc.

LESSONS LEARNED

Connecticut advises any sute planning to implement a managed care plan to conduct public
hearings so everyone feels enfranchised. The fears and misgivings of providers, advocates, and
recipients must be aired and substantially resolved before implemenution if the program is to be
successful. This process took much longer than the Sute allowed in the timeframe and slowed the
implementation of managed care.

FLORIDA

CONTACTS
(F;ﬁgﬁelgﬂ G|I|gvl?m Wﬁ
STATUS OF PROGRAM

MediPass. Florida’s PCCM program, began as a pilot program in four counties. Ten months after
project implemenution. an independent evaluation conducted by the University of Florida found
that the program realized a 20% savings This figure was used to legislate expansion of MediPass
to the entire sure. An independent evaJuauon in all participating counues was recently conducted,
and a savings of 13.5% (compared to the fee-for-service program) was found. It is important to
note this evaluation used the most conservative methodology available. Staff did not know the
dollar amount of ihc savings. Savings were primarily realized in inpatient and out-patient hospital
use.

MediPass, Florida's PCCM program, is currently operational in 31 counties with an approximate
enrollment of 237,000 recipients. In March. 1996, the program will be expanded, with a goal of
becoming operational in all 67 counues in Florida.
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SYSTEMS

Many system changes were made For example authorization edits were added and new reports
were needed. Staff did not know the cost 0f the system enhancements.

ADMINISTRATIVE FUNCTIONS
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CARE MANAGERS

Florida allows the following providers to be care managers: general practitioners, family
practitioners, pediatricians. OB/GY Ns. internists, rural health clinics, public health departments,
and some specialists The state determined carc managers b> examining who was responsible for
providing primary carc. The program docs have mandatory enrollment. A full time provider has a
capacity of 1.500. with an extension of 300 (wnh adjunct providers such as nurse practitioners and
physician assistants)

Care managers receive a S3 pmpm case management fee. and are under no Financial nsk for
utilization and/or services provided. Case management fees are paid on a monthly basis and are
documented on the remittance advice.

Providers arc removed if they do not have 24 hour access. Warning are given before removal is
complete.

COVERED SERVICES

The following services do not require the authonzation of the MediPass provider dental, vision,
maternity, mental health, and family planning. Services requiring authorization include: physician
services, pharmacy, in and out-patient hospital, home health, x-ray and lab. ambulatory surgical
center, rural health, podiatry, nurse practitioner service... physician assistant services. EPSDT. and
chiropractic care. Managed care packages were reviewed to determine which services to exclude
from the authorization process. Staff said maiemiry should be on the list of services requiring
authonzation.

AUTHORIZATION PROCESS

MediPass uses provider ID number for the authonzation process. Assunng the integrity of the
system is difficult, especially when using CD numbers. Fraudulent use is possible in any system,
but staff are "amazed" because very little abuse is seen.

LESSONS LEARNED

A commitment to education is necessary if the program is to be successful. Staff in each area
office arc committed to client education. Area offices send notices to every eligible recipient,
providing information about the program and area hotline numbers for recipient questions.
Provider education is also completed by area staff, and includes: provider training seminars
(classes arc typically full), state and area quarterly newsletters, individual office visits and updated
specialty referral lists. When the state is preparing to implement MediPass into a county, staff visit
hospitals and other entities to cxplain the program.

The success of MediPass is largely due to extensive planning and preparation. For example, the
department provided handbooks to potential recipients, operation bo jks to areas, and worked
closely with other agencies such as Child and Family Services, coordination with physician
groups, hospitals, advocacy groups, etc. is vitally important. The program must be prepared for
systems glitches.

Florida Staff docs not recommend using managed care for the SSI population because there is no
substantial data proving savings. (This finding is disputed by other states, Michigan in particular
which found substantial savings in the SSI population.)
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The Flonda Medical Association was very supportive of the MediPass program. There was little
political opposition because the program was mandated by legislation.

GEORGIA

CONTACT

Pax Williams  404-657-7793

STATUS OF PROGRAM
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SYSTEMS

Staff did not know the cost of system improvement. The system changes were begun in Apnl of
1993, GBHC enroliment began in October 1993. but the system changes were not complete until
Apnl 1. 1994 Utook much longer to implement the systems changes than it was originally
designed to take The auto enrollment function proved to be the most problematic. EOS is their
fiscal agent and the Department of Health and Human Services operates their eligibility computer

ADMINISTRATIVE FUNCTIONS
Recipients are "loeked-in" to their provider for aone-month penod. Pnor authonzation is done via

telephone and the physician's number must appear on the claim if it is to be processed (GBHC
operates under a "paperless" system, that is. a paper referral is not necessary).

CARE MANAGERS
In addition to physicians, nurse practitioners, primary care clinics, rural health centers and
community health centers can be care managers. Care managers receive a S3 pntpm case

management fee which is paid on a separate remittance advice each month. Care managers assume
no financial risk.

COVERED SERVICES

GBHC must provide pnmary carc medical services covered by Medicaid, referral authorization for
needed specialty services, other covered medical services, and arrange for 24-hour coverage.
Services that require authorization arc pnmary carc services, most specialty services and inpatient

hospitalization. Obestretical care, family planning, and mental health services are among those that
do not require authorization.

AUTHORIZATION PROCESS
Georgia operates a paperless referral system. Referrals may be either prior or post authorized but

claims are not paid unless the GBHCs provider identification number is placed on the proper line
of the claim.

LESSONS LEARNED

Georgia found that primary care providers arc enthusiastic about the GBHC but specialty providers
are not because the specialty providers find it to be a restriction on their practice.

Georgia advised that any current efficient administrative practices not be abandoned by the state
when a PCCM program is introduced.

IDAHO

CONTACT

Robin Schmidt 208-334-5804
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STATUS OF PROGRAM

|daho's PCCM program. He]alw Connections, was i plehnented In Ocgober. 1968, It
ﬁrgeted for ur na us. with the demand now exFee, e Sute’s ta g resources (e 2 fed to

rog[] ogr m was Instituted gle to e |s]a Bres ure orco savings 0
Savings SS belenr lized,, the rer[tJ tconﬂ_rﬂ this mrorm asPeens ubnurted to HCFA. but
It cannot be re ease to other parties unti Ahas grante approva

BARRIERS

The primary bamer that |daho incurred is the inability to expand thy am apidly as the
E{odeeran% regl] e ntcommunlltywouldS nﬂ r]_ L 1‘t c?e ate stiffl n fasrcg t(?]e/ gs tate to
OW expansion efforts.
CHANGES

ince Healthy Connections is still a relatively ne pro%rame Pha3|s has heen qn expansion

Irggugg than changing the program. However. Idano Is fow looking at qual oy and accéss fo care

STAFFING
;dahg de{p loys el Wei) rson in their state office to mlnlstert Health Connec“ons roanam and

Jcat Ionna nin representauvcs, one Tor eac region, w oa35|st Ith enroliment X

SYSTEMS

?E%“h%‘%’é”a%%“f’]f §“"ﬁ e s aaeea” Sem%?@ttgr% e o
managed carc S not no the C0StS 0 3/stem anges

ADMINISTRATIVE FUNCTIONS

ealthy Copnections demands 24~ oule hone (oess for recipients, but the program docs allow
I|al13|ca H)wormoge{n er?o Farl aeronoir eals P Prog

CARE MANAGERS

emanagrers receive a S3pm rp m case management feg, and are un er ofmanc rjsk Jor

uttljzation dpr SEQ/ICGS oviled. Case mana em(ent feesrare esecon a%/

onth and are documented o %ge Mﬂ t[fl VIC he rarH mtroduc K to the
contracts In e S ma ovide

ealthy (:onnection 4 i toenro eesina
?-TIHIC Q/ettlng ut oniy physicians may enroll ?—Igathy onne

ons provi ers
COVERED SERVICES

éoﬁltl) I%rlmapél gar%e must be authorized by a Healthy Connections provider before the Sute will pay a
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authorization process

Recipients may receive the following services without the authorization of their Healthy
Connections provider vision, dental, family planning, podiatnc. chiropractic, and immunizations
authonzation process

Idaho also demands that the Healthy Connections provider CD number be on every claim for
services which requires prior authorization. Individual providers use their Medicaid ID number
Providers who practice together can receive a group ID number that can be used by any member of
the group to authorize payment for services rendered to any enrollcc of the group.

LESSONS LEARNED

Being able to respond quickly to program demands as well as program staffing needs is an
important consideration when designing and implementing a managed care plan.

IOWA

CONTACTS

Mary Roberis 015*281-8741
Mariannc Bliss 515-226-2265

STATUS OF PROGRAM

lowa has bothaPCCM (MedtPASS) and an HM O option for Medicaid eligibles. The managed
care program was implemented in 1990 and the Stale has successfully renewed waivers based on
the program performance. In 1993, the Sute elected to expand from the initial seven pilot
counties. With the ultimate goal being sutewide enrollment, the State's approach has been to
incrementally add counties, beginning with the counties with high concentrations of Medicaid
eligibles. The program enrolls AFDC and AFDC-rrlaird categories of assistance.

In addition to the pnmary care managed care program. lowa also has a suiewjde behavioral health
care contract and a statewide managed substance abuse contract

BARRIERS

There are 100 counties in lowa, each county has its own political base and. in implementing a
managed care program, each must be approached as a unique enuty. One significant problem was
resistance to managed care from physicians in certain locations. Implementation of the MedtPASS
Brogram in some areas had to be postponed for monf s (and in one county, begun and terminated)

ecause of the physicians' collective refusal to participate. There are a few counties with a large
Medicaid population, but most counties only have double to triple digit counts of A FD C eiigibles.
Although several HM Os were esublished in lowa, many of them were reluctant to sign a contract
with Medicaid. There were two pnmary reasons for this: lack of experience with the Medicaid
population and low population in many areas The areas with a high concentration of eligibles
were fairly well-cnvered by the MediPASS program. HMOs could visualize a great deal of work
for very little potential enrollment gam This resistance was eventually overcome, but it look a
great deal of hands-on work to break through the barriers.



CHANGES

The biggest change was contracting with an enrollment broker and moving the recipient enroliment
activities from alocal county office activity to the broker. Thu proved to be a very effective way
of bringing consistency to the enroliment process, in reaching out to the recipients and conducting
large scale enrollment activities

STAFFING

At the ume of implemenution. lowa employed three full time su/f persons who were charged with
overseeing both the PCCM and HMO managed care plans. They also contracted with Unisys who
had the responsibility of su/ftng the recipient and provider hot line, provider recruitment and
liaison, and enrollment of recipients into the plan. Following is the number of *taff and their
responsibilities:

1 Supervisor

e 2 Nurses (one pan time) took carc of provider complaints and provided liaison
to the provider committee

« 4 staff for provider recruitment
» 3 staff for hot line and data entry

SYSTEMS

Systems problems plagued the program. The State cor.fracts for its MMIS functions but carries
recipient information on its own system. A successful mam .~ carc program requires an
interactive integration of the information on the two systems. Such integration has proved to be
difficult despite the best efforts of those involved. lowa also wanted to implement an assignment
process which linked a recipient who failed to voluntarily choose one of the offered options to a
physician that the recipient had seen in the past. lowa considered, but derided not to use, a
“default” system, turning to historical usage patterns instead. Thu assignment process took an
extremely long ume to produce results. In the meantime, recipients had to be manually assigned to
a provider.

ADMINISTRATIVE FUNCTIONS

The MediPASS program is very similar to other PCCM waiver programs Initially, county Income
Maintenance Workers were responsible for recipient education and enrollment. \Vhen the major
expansion effort was begun in 1993, the State elected to contract with an enroliment broker. Now,
most of the education and enroliment efforts are handled through mail andtoll-free phone activity.
O unty offices receive training and participating physicians provide enrollment brochures in their
offices The contract let for the enroliment function (including design, production and
dissemination of all recipient materials) also includes marketing to providers, both physicians and
HMOs. Outcome goals (actual enrollments over each 12-menth period) were established and tied
to the contract reimbursement.

Recipients select their enrollment option or. if they fail to select within the allotted time, arc

assigned to a provider. Enrollment is for at least one full month but recipients may request a
change at any time The McdiPASS doctor's ID number is used asthe referral approval number.

P*grl7



*LiSKA OUA UCDICilOrilOG*.4\i< »SCvt'iCiut\r

CARE MANAGERS

Care managers may be general practice, family practice, general internal medicine,
obstetncs/gynecology or pediatric physicians The patient managers receive a S2 pmpm case
management fee and are also reimbursed fee-for-service for any services provided

COVERED services

Services requiring a McdiPASS physician sauthonzation include: physician specialists, non*
emergent visits to the ER. inpatient hospital care, dime services, laboratory and radiology services,
services of other medical practitioners, podiatnc services, psychiatric services, and home health
services. Medicaid may refuse payment for unauthonzed care.

Certain services do not require the MediPASS physician anrovaI or authorization, these include:
emergency, family planning, chiropractic, and ophthalmology services.

Contracted HM Os are responsible for the provision of all covered Medicaid services except for the
following: medical transportation, long term care facility costs, stale mental health institutions,
specialized psychiatric mwlical institutions for children, services provided by area educational
agencies, candidate-enhanced services, dental, hospice, prescription drugs, chiropractic, and
medical supplies. HM 0s may contract for one or more of the following as an add-on to their
cgntm\ﬂc% prescription drugs, chiropractic services and medical supplies. Stop loss is available to
the S,

Menul health services are now provided through a behavioral health care contract. Recipients
enrolled in HM Os obtain their mental health services through the HM 0. The HM 0 must provide
coverage at least equivalent to the behavioral health care contract requirements. The HM 0 has the
option of providing the services directly or of purchasing services from the State's behavioral
health care contractor at the Sute capitation rate.

AUTHORIZATION PROCESS

All referrals and authorizations must be documented m the Batient's record. The Department does
periodic audits to verify that covered services not provided by the patient manager were
documented as authorized in the patient record Costs for services which the patient manager
affirms as not authorized are recovered from the provider who failed to obtain authonzation.

In addition to the periodic audits. MediPASS physician managers arc sent quarterly utilization
reports. They are to reﬁ_ort ar.y non-emergency, covered procedures which they did not authorize.
The Department uses this information for further investigation

LESSONS LEARNED

The use of an enrollment broker (or dedicated staff) assures that information will be provided
according to schedule and in a consistent manner.

Eajly involvement of physicians is essential to the success of the project. lowa had to postpone
implemenution in one of the more largely populated area, because the physicians banded together
and refused to participate We were able to eventually work with the physicians but it took a
concerted effort



The authonzation process is very tncky. The lowa process does noi require a paper authonzation
but many of the specialists will not see the patient without a written authorization because they do
not trust the refemng doctor to enter the authorization into the patient record. U the record does not
venfy the authonzation. it becomes the specialist’s word against the patient manager's.

Be prepared to spend time on developing an enrollment system that works and that is linked to boih
eligibility and to claims processing.

KANSAS
CONTACT

Brenda Jackson 913-296-3981
Dorothy Hunt

STATUS OF PROGRAM

Kansas' PCCM Program is called HealthConnect (was called Pnraary Cart Network, or PCN,
until 18 months ago). They have seen savings from their PCCM every year since 1984, with the
most savings realized in the inpatient setting (and some in outpatient and possibly pharmacy). Last
year, they had a“cost avoidance” of S22 million.

BARRIERS

Kansas found that each county Ihax was introduced to HealthConnect was anew challenge. Each
seemed to have a particular issue thal had to be addressed. For example, one county resisted
enrollment because providers there indicated they had not been consulted during program design
In reality the Stale had invited providers from that community tocomment on the design but they
had failed to attend any meetings. They were gradually able to overcome the objections by doing
many of one on one and group meetings with providers. In the next county, staff prepared the
providers Tint by having one on one meetings with key providers then introducing the concept to
the group which worked better but other issues continued to be raised that had to be resolved.
They believe there is no one method that will guarantee success.

4
CHANGES

The only change that Kansas made was to change mandatory enrollment from yearly to biycarly
which is in line wjth HCFA requirements of anHM 0.

STAFFING *

The number of staff has changed over time In 1982 (program inception), there was one
administrator for PCN exclusively. Over the years, this administrator has become responsible for
more and more programs; the current administrator hasjurisdiction over eight programs As of
two years ago. however. Medicaid also developed a "managed care IeanCcomﬁnsed of seven
people, who work on HealthConnect as well as Kansas' capitated programs. The team is
comprised of aquality manager, contract manager, fiscal manager, program manager for education
and enroliment of consumers, the manager for the two capitated programs, an information systems
manager, and a team director.
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Kansas' uses iheir fiscal agent. EDS. as their enrollment broker (contract: S3.5 million annually,
expues July '96. at which ume BC/BS of Kansas will take over). They alJso use the Kansas
Foundation for Medical Care to conduct an external quality review program (contract: S 3 million
annually; have used up 2 years of a 5 year contract). They recommend using a contractor for both
of these purposes. In particular, they feel it's very important to use the fiscal agent as the
enrolliment broker, otherwise, the two can't share information. (Missouri has apparently had a
"nightmarish" situation because they use adifferent company as their enroliment broker and fiscal
agent.)

SYSTEMS

Their computer system was modified so it could handle:

« case management fee payments

+ referrals for services

» automated letter generation

* case management reports

e automated grievance procedures

« collection of encounter data

« sending of provider rosters

« collecting data from HM 0s. and

« default assignment to recipients who don'tchoose a provider.

They aren'tcertain how much the changes cost, but they do know that the contract for the fiscal
agent, which tsS3.5 million annually, encompasses the cost of the systems changes.

ADMINISTRATIVE FUNCTIONS

Staff dedicated toclient education are (1) fiscal agent representatives who work as Medicaid
liaisons in 12 offices across the state and (2) five sute employees who are regional coordinators
and oversee the fiscal agent reps For provider education, the sute has four HealthConnect
physician recruiters who give three types of seminars, make individual conucts with physicians,
and send out recruitment information.

Care managers arc removed from PCCM participation, but this is rare. Following are some of the
po.j.ble reasons for removal: provision of inappropriate care over a period of time, the prorider
hasn't fulfilled his contract (e.g., a carc manager refers a patient without seeing him at all), or the
provider is convicted of Medicaid fraud.

CARE MANAGERS

Providers that can be care managers are. pediatricians, 0B/GYNs. internists, general practitioners,
family practice. FederaIIR/ Qualitied Health Centers, Rural Health Centers, associated registered
nurse practitioners, and local health departments with primary care clinics. Enrollment for
providers is voluntary, and for clients ts mandatory. Providers and Medicaid negotiate the
provider's capacity. It can range anywhere between 10 to 1800.



COVERED SEf VICES

Attendant Carc for Independent Living

The following services require a referral from the care manager:

Prosthetic and Orthotic I[tems*

Alcohol and Drug Addiction Treatment Audiology Services
Facilities Dietitians

Ambulance (Non-emcrgent) Hospice

Equipment and Supplies Home Health

Impatient Hospital _ Local Health Department
Local Education Agency Services Physical Therapist

Physicians
KAN Be Healthy
Podiatric Services

Except for services listed below

Services not requiring a referral

Psychiatry Services*

Adult Care Homes Vision Services
Behavior Management Services Anesthesia
Community Menial Health Services Chiropractic Services
Emergency Services (All types) Dental

Family Planning/Stenlizations HCBS Services
Immunizations Indian Health Services

Laboratory and Radiology Non-Ambulance Medical Transportation
Pharmacy Sexually Transmitted Disease Services
Pregnancy Related Diagnoses Surgery Assistants

Prenatal Health Promotion and Risk
Reduction Services

« Sute Institution Services

AUTHORIZATION PROCESS

The PCCM authorization process works as follows, the referral area of the claim form must
cqntain the care manager's ED number. If the claim form does not contain the proper number the
claim is rejected. The integrity of the system is maintained through the utilization review process.
0n selected cases, theﬁ | attheclaim files of both the care manager and the “ referred-to"
provider to ascertain they both have a copy of the rcfenal

LESSONS LEARNED

Kansas had three suggestions for other states interested in forming aPCCM program. One was to
talk to the provider community (e.g.. medical societies, various medical associations) before the
Sute makes any plans for managed care. Even though this will take longer, the Sute cannot make
this change without the providers on its side. The second suggestion is to make sure you monitor
the private contractors closely (e g . require weekly surus reports) And third: PLAN AHEAD.
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Kansu also had political support for implementation which was also key to its success. The
legislature is very much in favor of implementing Medicaid managed care and. although it wouM
prefer full capitation systems, it was in support of HealthConnect hecause of the state s rural
nature.

OTHER

Kansas has a Peer Education and Resource Council, which is a group of 11 providers that advise
the state on thirgs such as the utilization report and quality assurance measures. It works well
because it is peers advising peers.

KENTUCKY
CONTACT PERSON

Bernard Guamieri (502)564-5198
Larry A. McCarthy (502) 564-8196

STATUS OF PROGRAM

KenPac. Kentucky's PCCM program, was jnplerncnted in 1986. Planning began in 1985 hy
State officials who initially contacted two other states, Michigan and Kansas, who had operating
PCCM forograms_. These states were able to give invaluable advise and counsel o.n_pro%ram design
and implementation After tucking contacts with Michigan and Kansas. State r fficiaJs began
meeting with providers, recipients, and advocates. Although suggestions from the other states
helped Kentucky staff formuiate Ke. Pac. so did the comments of their citizenry.

BARRIERS

Because providers, advocates, and recipients were involved in the design of the program there was
very little resistance to the implementation of KenPac

CHANGES

Program changes have been few. Reports which measure anindividual provider's utilization as
compared to a statewide standard were developed as was a report which lists recipients assigned to
that provider and their individual uuliZation,

STAFFING

It is difficult to measure staffing levels because most of the enrollment and education of the
recipient is done at the county level There are 120 counties in Kentucky, and each of them has an
office that processes and maintains assistance cases including Medicaid/ Medicaid recipients art
asked to enroll in KenPac at the time they apply. Each family is given an information/education
packet and asked to make a choice of aprovider. The worker answers questions about the plan.

There are a total of eight sta/f members at the sute level. One staff person is primarily assigned to
answering the information line, with one backup In reality, all of the staff members answrrthe
telephone sometimes hecause of their particular expertise and other times to catch the Overflow



calls Three nync consultant ?_oncentr?te_ on medical issues, other staff members resolve dajm
disputes, and all take pan in policy analysis and suggestions for improvement

SYSTEMS

Kentucky uses afiscal agent who made all of the modifications necessary to implement and
continue operation of the program. The present director did not know the cost of the changes and
ongoing maintenance for systems.

ADMINISTRATIVE FUNCTIONS

Recipients choose a KenPac provider when they are determined eligible for Medicaid. The local
county offices provide the recipient with information and answer questions about the plan and
supply lists of participating doctors. The State also has an information line, which is operational
(ljuriln? bulsiness hours. Recipients may call for answers to questions unable to be answered at the
ocal level.

None of the staffis assigned to educational efforts although the state office does issue
informational pamphlets that try to encourage healthy lifestyles and proper use of medical
resources. The director would like to devote more time and staff to education but cannot at this
time.

The information and education received by the recipient in the county office is uneven and
sometimes incorrect based on the individual worker sexpertise and interest in Trogiam.

CARE MANAGERS

Kentucky allows primary care physicians to hecome KenPac providers. Since specialists most
often do not render primary care, they may not become KenPac providers. KenPac providers may
enroll as many as 1500 recipients, but are only paid the case management fee for their fust 1000
enrollees. They are paid fec-for-scrvices for all care rendered to all enrollees.

While Kentucky has not allowed nurse practitioners to become KenPac providers, they do allow
the practice of a particular physician to increase by 300 enrollees when a curse practitioner is
rendering carc at the same site. For example, a solo KenPac physician may only enroll up to 1500
patients, but if a nurse practitioner also sec patients at the same site, the KenPac physician may
Increase enrollment to 1800.

COVERED SERVICES

Most Medicaid services require the authorization of the KenPac provider before Medicaid will pay
the claim. The following services do not require authorization:

» Dental Services

* Pregnancy Related Services
* Vision Care

« Family Planing

« Mental Health

Dental services, vision care and mental health services are not often provided by prinuuy care
providers, nor arc providers typically responsible for overseeing this carc; therefore these services
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do not require ewthonz,anon. Federal rules demand }hat fam|ll}/ plannm(? 3erV|ces be readily
available so authonzation Is not re(%_utred., Additionally. Kentucky decided that not man
obstetricians were interested in participating In the épr gram and Since, most P,nmary care doctors
do not supervise pregnancy services, those services do not require authonzation.

AUTHORIZATION PROCESS

Kentucky s authonzation system requires the KenPac provider's number to be in. the proper field
of the claim form before ferwces are paid. The provider number is made of the five, digit license
number of the provider plus a twg digit prefix which gesenbes the pnysician's practiceand a ong
gg |itssuff|x check number which is randomly assigned. None of the fumbers change on a tegular

Recipient igentifi ation, numbers consist of the Iperson's_social ,secu,i,tg number nqlus ?ten digit
check number. The claim must also have the proper recipient identification number for payment

Kentucky does issue to doctors who request it a list of all the services paid for a particular recipient
foras e)élﬂed penod of time. Doctorsqcan notify tﬁwe State when serwges not aullt)horlzeda by thgm

Were pal

Eﬂt 8 Isztée(rjn is not foolproof, but seems to work well without many services paid that have not been

UTILIZATION REVIEW

KenPac compares all participating physicians' patients as an agqregate with a statewide mean and
ISSUES a mon?hfy repoPt foe c?] p908|dver. The I’%ﬂowmg areas 9e easuregz

Emergency room
Refenals to specialists
Inpatient hospitalizations
Lahoratory

Pharmacy

Office Visits

If the 0{ohy3|0||an exceeds E1e ,meE}n by, two st ndarFl ewaﬂ%n points For two or more monéhs, the
grov,l erts g) aced on probation tor Six months. 1t dunng the time of probation the provider
ontmuesg excee te,meanlwtw? standa[]d deviation points the f]e;t)rowder JS laced on
ropation for another six months.. 1T he or she continues to exceed the standard during the 2nd

Beno o? probation, the prOV|(5er IS removed ?rom tﬂe program for one year.

Pthsicians who gxceed the s&atewide gwqr?n mag reofuestareéport which lists the recipients and th%
services that made e Pr,ow er exce,? ﬁ]e mean. IT service were,|8a|d th tweLen t authorized by
the physician, the physician can notity the State o appropriate action can be taken.

LESSONS LEARNED

KenPac's %hrector, inclicated that KepPac wgs noIaPerfect gstem ut It Wasago d system. It has
accomplishe a significant cost savings and, overall, providérs and recipients are hapQy with it
He cautione %ny ew stat egmng} the phogram t?vvac the authorization process tecause thar
IS the area of the’program that 1s Subject to the most Traud an

abuse. He :*so Indicated that the
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number of rovrders that partrcrpate rn |he plan Eke to its success If you have too f ew
Erovr ers, ate may have to overlogk some behavror in ph Ksrcrans herwise mrgn
anctroned rtrcrg tion Ievesarc hrﬂh 0 rams such. ose descrrbeda ve that aure
utilization and Sanction ynreasonable patterns aw ossiple. It might be noted that Kentuc
Brggrgrrrrr] has been operating since 1986 and staff ave just begun to implement the overuulizati n

MESHIETS

CONTACT PERSON
Beth Tortalam (617) 348*5510

STATUS OF THE PROGRAM

The Unrversrt of Massachusetts completed an rndei)endent cost and 8ua|rtyeva|uatronas art of
the federal warver Erp lication, T eevaluatron concluded an estimateq) net Savings of $19.9 million

War, rea||.7[ed Jr With mosta the savings In emergency room utilization. Massachusetts has
not completed any other cost analysis.
STAFFING

laims processing, provider enrol medt an1 re-administration Work corH 15 35% of Medicalg 1?
a mini Hatrgn time. An effg {t IS madke to hire people with pnor managed cart experience, but Litte
change has been seen In staff composition.

Foundation Health, under contract since 1992, Ber orms three functions: uthonzrn
Frans ortatron provrdrn cystomer service érnchm otIrneJ and comR] etin th rollment
unc rfn Staff'recommen 3rn acontra tor because Foundation Hea ro est
speclal attention needed In or erto reach the Medical go ulatron Staff d not know th amount
of this contract.. The statgéso has a contract with Va th for networ mana er seryices.”
g ese SerVICﬁS inclyd site ou]tcome Im rovement a otIrne andapro erepo to PCC sites.
taff do not IS contract

SYSTEMS
ere were many claims processing .changes.. For instance, clarms don aid unle is the
q Yvnumberf P ﬁ Pceﬁchec &f% R P ?<

There are 15 fyll-time s éttt memhers devoéed to the PCCM. program. SuBPort staff F?\tge {ted or

now the amount of t

et asses thrqug se news emsc (Sl trac
en hancement pdy on certain primary Carc Services. Staftdo not know the cigtof systems
changes.

ADMINISTRATIVE FUNCTIONS A\ R

Internal staff arc dergca(]ed tq client edycation. Fo ndatron ealth Contract also pﬁ)vrdes some
member services an ucatron Foun(?atron Health 1s conducti 9anana|zsrso eng%t an
Pot%ntra |m£)|rovements or member education. Quarterly newsletters arc also provided by the state

The program did have political support for implemenution. Intiation of the PCC ram was
mandated In tﬁe annual House Onngu dget re r"]gaser? by Sute aerrnrstratrveothcras t%f?
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establrshed a partnershi h]rhe Massachusetts Medical Society in order to involve physicians in
the implemen atron stage of the program.

CARE managers

Carc mana ers arc. pediatricians, OB/GYNSs, intemists, grou r ctitioners, amrl practrtroners
Indep enden u[)se L,oractrtroner CH S, and ospital out-pat] n artments etermrrged
care mana ers hy usi g n ards e] 0 ram asman o%enrollment ut not all
Medrcard ecrprents ar ﬁrn e tose under t 0f 65. those who have no Insurance, etc. are
gr Y |mum enrollment is 1.500. and was etermrned through researchrngtebenchmarks

COVERED SERVICES
Seir/\iig)egsz)that do not require referrals from the care manager (Regulations: 106 CMR 450.

Abortion services

Any services authonz}ed ag ?elrv%(ed unn|er the De%;irtments home and community based
services waivers for the elderly and mentally retarde

Denial Care

Drugs (legend and non legend) and diabetic supplies
Emergency care

Family planning services and supplies

HIV prc- and post-test counseling services

HIV testing

Hospice services

Intermediate care faciliues for the mentally retarded
Mental health services

Nursing facilities

' Sexuallly trarﬁmrtted disease diagnosis and treat ﬁwhen Provrded by entities that have
contracts with the Massachusetts Department of Public Health

»  Substances abuse services
»  Transportation to reimbursable medical care

» Vision care se[)\rrces in the ollowrngc ories: visual analysis, frames, signal vision
prescriptions, birocal prescriptions and re arrs

AUTHORIZATION PROCESS
Det rmrnrng which servrces to include in the authonzatiqn Erocess was, guided by federal

quidelines and typical man ed care henetits pack l\gles The authorizati n roce s 1S verba or
ntten comm nication an equjres the providers edrcar number. ﬂes fogotoan
ectron aut orréatron Pro ess In the near future. The auf onzatrons stem asa?SA] Inte ”r%/
ran In tatwas etermine trou? grrantrt five Fn%rsof r PCC& staff becone
aware 0f any problems or potential problems, they follow-up with the PCC and the provi ers



The program does have a grrevanoe system The grievance is usually settled through the audit unit
However, If there isa’ scerr rrevanc filed, then it Js referred to'the medical director. PCCs
are removed or restricte r?ualrty of carc issues arise

LESSONS LEARNED

Polrércal sUpport s very im ortant Managded care sometrmes getsabad rap." and therefore staﬁes
need to obtain the sy [o ort 0f advocates and providers The Sute needs to assure pe nPetat itwi
rm&%tmveenlg Ir(r)rromtorr and managing the program, and not simply Ieavetheprogf ram after its

MAINE

CONTACT
Lauren Rice  (207)-287-3335
Kathy LeVasseur 1-800-423-4331

STATUS OF PROGRAM

Maine implemented a PCCM ro?ram in two counties inJuly, 1994. However, because of
&/stems problems related to enroliment, the program was suspended from March, 1995, unti
uguyst H %thrs sus ensron non W Enrollees were acce te?] Currentl¥ there are 650
reciolent enro le ﬁ The tate IS consr ering re acrgJ g ogram, with
H 0 ris contracts Inea 996 T ep %n% Institute mthree [ur Icountres

ean h? otronr easr le. It rsantr e ePC B%ramasrﬁcurrentyexrsts

emo&t led ore rp |mp mented |nt three rura countes, butho forma
recommen ations or mod| atron ave been made at this time,

BARRIERS

rmatr ns stem roblems were the brggest barrier to |molem ntation. The r]oblem was the
resuf f ttem[ot to rel¥ on Its f]stmre] system with enhancements, rather than
developing/purc asrng a hew system with the necessary managed care components.

Another barrrer and possible reason for the very low level ofenrollmeht inthe PCCM program
Vs e Cetian febloen Al pe dgmeen i,

W Os X resutt %E program su{fered J dyToprep

CHANGES

As mentioned previously, the major change is a shift from a PCCM-foaued program toan HMO
%ram C?t rtzggs ma %e ma Jtoth % grogram When(tt Mntro ucerﬁ) g[he three new
ties, butn ecisions have been made tod

STAFFING

Majne staff dedicated to the PCCM epIart Prime Care, are a?rreotoro operations, autrlrzatron
evrew nurse, twq managed care speclalists, nd onec rTc su gor person, he Sute of Maine
also contracts with a comipany that employs ourteen to teenrg) ople who perform outreach.
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%ﬁg Rhasizing prevention scivices especially EPSDT and encourages enroliment in a managed care

SYSTEMS
Staff could nol comment on the cost of s stemschanges but emphasized. that they did notsgend

enough time oesigning the necessary systems changes that. were needed instead t?;e relied
mlnoq changes togthe%urrent systerr1¥ v%uc proveH 0 be Jlsastrous Y

ADMINISTRATIVE FUNCTIONS

Because of the sm (?II number of enrollees and the plans to make changes, -dministrative functions
Were not discusse

CARE MANAGERS

All care mana%ers are ph si?ian Pnd each receives Sa pmpm for case management services. Care
managers are 1ot at financial 1isK for services provide

COVERED SERVICES
Most pnmary care Services rgeguwe the authonzanon of

f
Services ang'f 0}/plannm [C some of the services that
primary care doct

AUTHORIZATION PROCESS

Clalm or Lsmust have the Prime aresProwde identif |cat|?n nurq el in order for payment to
occur for aU services requinng authonzation rendered to enrollees of Prime Care.

LESSONS LEARNED

he Prime Care proyider. Mental Health
at do not require die authorization ofthe

Maine stress dthe |m rtanceo ropersy{ temdéa ign and testin l?] ore large sc Ieenrollment S
attempted. ?L also e| ve the focus of the Medic dagencyo the progra an Its priority IS
Important to t successo the program.

MICHIGAN

CONTACT

Mark \crlcger 517-335-501

Mk EShss AR

STATUS OF PROGRAM

M|CP|%an hasa]stateW|de PCCMp ram called the Phgsma po orPIan (PSP whmhmﬁJ
? 1982| Most Me ald reC|p|entsm tenro e|t erPSPo here available, a
ca |tat PD urrently, 816.707 rec| ents IC enro ed in mana e care, an 1}88,19

% ﬁ SP eare60 1/ re(:lple smtetar et ograms ho remain in fee- rsewce
ut will be enrol In managed care'In the near utu eState has achieved a 93% nrolment
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toward us ﬁ]oal 0 enrollrngoorl non- rndsrrtutronalr/xd non-Medicare-eligible AFDC and SSI
recipients mto some form-of managed care

One of the primary reasons for implementatjon was cost containment, and another was increased
access to care through a primary care provider The program has been successful in achieving both

goals

%hrﬂan M drcard has hadH Ocontracts since 1?72 There arecurrent 12A-IMOS concracung
with the Medjcai grogram s serve 16 of Michigan's 8 countrsan hav acurrent
anollmento 286,369 The rndrvrdua HMO Medrcard enfollment ranﬂgsv rom ahrgwgmlw 403

the HMO covers 10 counties) to a low of 226 enrollees ina relatively few HMO providing service

N one county.

Pe Medicaidl pro ram ﬂlso contracts with partraII capitated entities, called Clinic Plaps These

b)vﬁns arc cagrt ted for all of th coverc SerVices, excegtbm atrent ostrtaI aclity char es
Ich are paid fce-for- scrvrce Medrcardr ﬁrroraut orize heCrnrc rchro:a

five Clinic Plans currenty operational and Is I rocess of ¢ rtrgrr(rjgseveral other fteen

counties include Ginic Pfans as art oftheenrolme t options. Total Ginic Plan enro Iment as of

December 1, 1995 js 41 341 alrg%t lans from 14422 t0 1,347. The Clinic Plan

program was introduced in 19 WIIVer.

BARRIERS

Tlic bi es%barrrer to PCCM rmplementatron was convrncrng client advocate groups that
recip re ealth woré\d not suffer as a result of zir % a e enroflment A Secondary problem
wts convincing providers to participate, particularly outsioe of the large, urban areas.

ird proplem, co 0 0 all models, asthetaskofeducatm and enrolling close to one
eron ecrprentsanrlrlrp) dtrngastrong infrastructure to do so. J J

The Clinic Plan implementation was protested by both physicians and HMOs who saw a
competrrtlve sao[n gntage n a?ov\\,r\fng |%rnother mo%lel rnﬁr marketplace.

gt?r?sretso -door marketing is allowed by Ginic Plans and HMOs. This has led to some marketing

CHANGES

The higg (est change to date has heen movrn from aPrlot foject
Medrc ulation) to statewide enrollment. The Issue hala
m t erseﬁ In a more rural area, Another chan ewast e
efault" enrollment fcr ssrgnmentwhen recipien ar}ed to select an enro
c an e now un er considerafion 15 to mg e fr m a fCe-JOr-Crvice S stem th a caSe management
ehet acaprtate J)rrmary cares stem with fee-for-service orother medic ynecessarﬁ SEIVICES.
ec CI) ajtsrorrtgvgabrtgalgo ol)rrect to the primary care provider. In essence, the State would become

The Medicaid agency wants to move into a totall system to the extent possible, |n those
areas wﬁeret ergeps HMO o troon tpre asercI; entl?tle?l ?\X/Sh Eetot eHMOIO %e Grn!c anns
arc bein advrhed 0 seekah HMO Ircenseas he state plan rﬁ rlsf(tf%rtconUnuetheG%rrcPan Lrj)gtronat

tat’ettttn%tté"é L -
o t’t

lo mentﬂ an automa

entoption. A

some time In the future, There Is current rnggtr rmciPans a}bon
ﬁavmgas arc realized. The l99?c ontrac wr rntr uce some risk to the Clinic Plans It aggregate
ospitaJ expenditures exceed 100% o teantrcrpate target
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Dunng 1996. the Medicaid agency expects to reach 100% enrollment of the current AFDC and SSI
populations plus AFDC and SSI related categories. They aJso expect to begin enrolling all .
Medicaid eligibles currently excluded from participation. This includes Medicare/Medicaid | lal
eligibles. nursing home residents. Title V/Title X IX dual eligibles. migrants, and spend down
eligibles. Voluntary enrollment has already begun with the two dual eligible groups and migrants

STAFFING

At the time Michigan began statewide implementation of managed carc the following staff were
assigned to the PCCM program:

. Imanager
« 1full-time secretary
7 analysts for the following areas
Contract Compliance
Assignment Process
Exemptions/Utilization Review
2 for Recruiting Physicians
Quality Assurance/policy/waivcr renewal
Education/training

* 5hot line staff
3 data coding staff
e 3data entry staff

SYSTEMS

M|cf]|g%ar],|n|tlal(ljy made mzmy sefstems changes to Link the PhPIS}manS onsor to cnroll%e, enrolfee
toeli b||‘ . and PSP cnrollee claim %0 authorization numberot PSP provi Tr. QOver the years
many smalf and some Iarges Sfems ¢ San es were made to.improve the enrollment process, track
claims, and produce regotc rgs for PSP providers. Mic |r9a operates its own MMJS and
eligibility system so the cost of system improvements was ot available,

ADMINISTRATIVE FUNCTIONS

Recipjents may change their PCP on request. Changes arc always effective the first of tlic month,
ehange wil ke A processiTt). Brior aLihorization is required

s0ac take'two to six weeks Brocessm%. Prior al orlzaémn IS required for non-
FICIan,VISI'[S d 0S

ange w
emcrgency ph , Inpatient and outpatient nospital visits, ana home health agency visits.
The.ﬁrovlggéprg/ ﬁarm to Bawﬂ]%e PCP and obt m%P. P'Sblﬁl[]P ID nur%%(. T}ns pla)clzeé on
the invoice. Without the D autnorization number, the invoice will'be rejecte

uaﬂfied HMOs have a cfix month ’ock-in. RecipiF ts mag request disenrollment (which
gactuay chan e?]lncF marW ed carc enro_lmeﬂt I 0ne 0 gwe models Is manéator anY time
uring tne first month ot enroliMent and during the months of May and November thereatter.

Non-fehder,all)( gualified HMOs and Clinic ﬁlans have the same sqrt o.i administrative lock-in as the
PSP that is. the recipients may request a change at any time but it will take two to six weeks t0

Federall‘:(
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Ifference between the programs’is that PS enrollees may re uestachange from one PSP doctor
to anotheror to an HM ‘G|n|c Plan b ]mg enr? ment formor ¢ |||ng the hot line
and Clinic Plan enrg Ieesm st CO g ?] Isenroliment form and then Complete an
enro Iment form for the physician PIan that they WISh tojoin.

The Medicaid agenc rms maost administrative functions internally.. Becayse of the hug
(\)/\(}Ieur | g V&)i aﬂ”S 90 thg Poll Pree hot line, the agency recentﬁy contracted zvlth a private agency%3

CARE MANAGERS

Physicians and nurse practitioners may be PSP providers Physician Assistants are not enrolled
g&lcalg provuPersa t%eret%recan%ot% Clg) Y

The $3 pm m (to amaximum of $3,000) is r?ald once each month following the mon(sh of service
throu )g rosrs gbustment It Is reported on the remittance advice. Each PSP provider may enroll
a max 2,000 recipients.

Currently, rgwders assume no financial risk Ythe ?ndo 1996, Mlchne;an ﬁ dans to introduce
capitatio risk Into t ePCPcontrgct The extent of the services coverad and the risk to be
assumed have not yet been determine

COVERED SERVICES

é“e%u%“scregeu”l?é/ i %Sﬂz%'ﬁ'éﬁ '%P|Tté‘%ﬂﬁﬁ‘29r3%8§“r'ﬁé“ b Do e R

auth orlzatlon rqcess.. All services which re(iuwe administrative prior authorization under FFS
c%rét%nue to require prior authorization even if the service now requires authorization of the PCP in
addition

HMOs and Ginic Pﬁms arc capnaéed for aimost all of the M%dmaf]d covered s?rwce herF arc
some exceptions. T ¥|nclu ental, community mental ealth services (althoygh the Plans
havee1shgs ificant mental health servuie r?qu ement home and community-based services, state
mental Institutions, certain educational-rela serwces

EDUCATION

In terms of regi entenrollment/ed cation, there is currently very little pat| r}]edtjcatmn beyond the
tralmng provid ﬁto ocal case workers and t eremplents%%:cesto a & 00 hot line. Enrofiment

grocess and the chanﬁ;e will always be effective on thr first da% of the month. One major

boqklets and a choice eAter arf seﬂtto reclp|erats to, explain how to enroll M|cq|§anu ed Medicaid
[ecl |en}s toe uca an enroloé er Medicai ec*ple ts m} am nagc{ H @s Was Very
suc essful and Michigan received a HCFA gward or this e ort everal cou té’du%%aonan

P rtmentsaso acted as an e ucatllona enrollment source f ?rrec Iplents.
enrollment forms in Michigan are also available at each county office pius & many prOV|derotT|res

H Os%ndGlnlc Plaqs are re leed to provide Hew cnrollee education and orientation materials
three months of the enrallment effective

Michigan jus sentoutth |rst h3|c1 ortcards to PSP art|(:| ating providers under a
% | § rir/] g]wys?gl rs]S PrlortothsreceFr)]t mang, It ha Beenyears

revised SURS syste
since a report orY uU[nzatlon as sent to
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AUTHORIZATION PROCESS

Michigan re urres that the Physrcran Sponsor Plan. provider's identif |c%tron numberbeplaced in

H %roona lace on the cfaim fo L for all services that require authonzation. If the
Ification number is not correct the claim is rejected.

LESSONS LEARNED

Michigan stressed thatongorn communrcatron with recrﬁ]ents and rovrderf IS mgortggt not only

durin start u and expansion ut aﬁerwar S Program Improveme O‘ss ould

consl ere not implemented unti ]adequate responses are recelve Constant communication
o| ortlf]y Med ard ency will usually bring the stated results, although the timeframe may
ongertanteagency rres

MONTANA

CONTACTS

0 A06-444-414
Srrarronnra loan s

44
Shélley Ross 406-449-0875

STATUS OF PROGRAM

Montana im Icmentcc a PCCN . PASSPORT TO HEALTH, in January of 1993, vraa1915{5)&
warver AJFDC, AFDC-related gnd Sjl recrprentsaremandateg to.enroll. A mong th?seexcl ed

m participation arc recipients whq have Medicare, are In an Institytion, are. meglically need
W?t rP nnotprnr? apnmanJO care provider w owﬁflaccept them. ImpTementatron has%gen gradual
Montana is currently implementing an HMO option as well. There is liftle HMO coverage in
Montana. Three HMOspare licen %g butonly%ne has a service area ot[ anotatgfe size. ’

BARRIERS

Geograﬁ]hey and rr])oPulatron play a maior role_in Montana's abrlrty to Tr%rovrde amana%ed care
envifonment. There islittle concentr tjon of ret picnt population. TTie greates atron |nany
one county 15 less than 10,000 Fl l Joree conties have a recipient poR over 5,
anJ Montanascountres arec ss ed as rontrgr Montana gl ohasa Natrve enc?
lation, some of whom arcerrt; for Medical Becauseo |ts rura na re availability o
oysrcrans IS a major barrier to establishing a PCCM program It also_hinders HMO eveoment
e F ounties wrt nog sicla é:ﬂi no Clll-lnl\% There are counties with some physicians but
notan the types of physicians needed folan license.

CHANGES

Montana rnrtrall?/ used a local consu Jant g) provide teIePhon supp rt ang enrﬂement information

tocrents rov der mark | was one 3/ rmen sta tt e en contract period.
Montana greatly e \})g g th % rka |ssréed an REP. The nechntractor marntarnsa

recipient and a provider 800 telephone number provides recrprents with enrollment Information
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And procesaes all pf ihe enrollment forms, markets, io hy?]uans and i0 HMOs. facilitates a
provider adviso I group and performs QA activities forthe program.

HMO contracts were not ?rto the initial mana%ed care effort. Montana has n? Medicaid HMO
contracts. There arc three licensed Plans Montana's goal is to contract with all three

STAFFING
The gro}g am was injtiated W|th two FTEs. That remains the Sute com?lement The enrollment
brok as four full lime staff on-site in Helena consjsting of a manager/marketer, anurse for

g Hrao ﬁ){] gﬁsgrance and provider relations, two generalists Who man the phone lines andprocess all

SYSTEMS
The Montana s stem is similar to other states, The enrollment in ormat|on S puHon the Med|ca|d

aits.on hes stem prevent payment of unauthor edc vered service enroliment
% ?<er Sad to demo strateFtJhe atr)“ Py Iemk electromhca yW|t Montanase IgibI |ety system
ADMINISTRATIVE FUNCTIONS

The SIate |n|t|all¥]|mglemented PASSPOR TO HEA TH ona ||ot(§)?5|s in the mor% ulated
coun les. Montaha uses a contractor for its MMIS and also oHEtacte or grem lent 5

]h teState ana broa exPansmn of PASSPORT TO HEALTH 5“1 q acted ormosto
teidm|n|strat|v unct|ons mhée ent within a man gie ca eg %ram enrgllment and Prow er
by the contractor. In addition, the contractor began the process of

arketing activity was assume
H]eveopn?g anH%l O option.

Med|ca|d (?C|p|ents wha reside jn count|es W|th PASSP%RT T0 HEALTH are requwefl o select or

ssign rimary_care provider. Enrollments and ¢han es ceur prim mall or phone.
Eﬂﬁer?ecei 1ents or P Py%r m%y requestacﬁangeo enro ment w |chv8\ i )(/er?gctassoo
admlnlstra Ively feasi
CARE MANAGERS

Thg ollowlng Erowders may contract as PCPs: amllg ractitioners, internists. OB/S !\1
|a} “ﬁﬁ %teo aths, an oth%pheysman who aqr to grow e nmaglcare era r¥
ua ealt ce ters. rural health centers, Inclian He d;hS rvice centers on a t« rvation other
cmmsw 0 meet PASSPORT TO HEALTH cnéena and certi |ed Urse. gra itioners and nurse
évcs and physician asswtanésw r mg un s%)erwsmr%;
sl es). Care mariagers

er ? gheperwsm XSICI
P lan must sign a contract and 1S tne retipient ot the case m Ea}% ment
elve a S3 pmpMm case management fee, and do not assume risk Tor services provided.

Pth H gns are limited to an enrollme tof 1,500 re |p|entﬁ plus 1,200 for each phy cian assistant,
%tl nursg ractltlonF 8rcertl led nurse m|dW|e0 { SICIa 's, staf. qepen ent
y3|(:|an a33|s certified nurse practitioner, or certi edn em| wife may enroll & maximum
1200 Med|ca| [ecipients.
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COVERED SERVICES

The following services are managed by PASSPORT providers: inpatient hosprtal outpatrent
suroerres Physrcran visits, mid-|éve| gractrtroner private gro]uP ract|ces, ederall %Jalr led health
centers, rural”health clinics. Indian Health Service centers; chi Bractrc and well-child screens

Services nol covered under PASSPORT include; amrlrr]glanmn - obstetrical care, vision

out g[]r%rtdgtrg&tl%n ga]&r%eaolﬁgrl]ogy anesthesiology, pathology, immunizations, blood lead testing

AUTHORIZATION PROCESS
uthonzation of referred servr (rfs § throu%hthe use.of the PAS PORT provider sEDnumﬁe
IS must a %tr’ provider

ear on the referre INvojce moder or t eprovrderto epard

referrals may be ver ontana encourages written re errals
OTHER
Quarterly re orts are generated to PCPS com arm therrex errence with otherPCPs in the areas of
Emergen&é VIS t%Aggysrcaan specjalty r ?erras in a O\mspruhzatro s, office vrgrts billed
y the P total Medicaid expenditures for services billed or aut onze by the PC

ualrt assurance IS mon tored rou hth recipient hotli IC reci |ent s and
g s&s&eﬁn In ad luon. the PCP*s 24 % |{r)rravar t) e mo |tore %h ran%

stot 's 24-hour number,

LESSONS LEARNED

Montana chose not to re-invent the wheel. They considered states who had programs which
onsrdered to beo erating welf and co Iored the ?/ H% goorrowed%eavrfv

romt ichiga ro ram ichi |crg$rsrgrr:]rurT heerr\t/lo[rré%ga argﬁsedb Montana intheir
early p ysrcrangrecr Itment effort, lgrluchg ¥ﬁe program design Is identical to Mrghrgans
NBAEREY

CONTACT

Beverly Blacher-Eide 609-588-3528

STATUS OF PROGRAM

The Sute of New Jersey has a mandajory managed care program |dwa through a two-
gear sta ewrfde phasesmy T?rseSute re’re on th gGarden ta Hea g& asa?e
g&rpateen Spu lic HMO. plus contracts with private HMOs for the provrsron f care to Medicaid
The GSH|3 IS varIabIetoMegrcarg eligible individuals on qunﬁa%basrsasan ern trv tc the
traditional fee-or-scryice Medicaid pragram Admmrstere e rvrsron %a
Assrséance ang Health Services in the New Jerse CyP artmento uman evrces IS
rooted In the philosophy that New Jersey's medically ndrgent population er receive more



apgro riate, coordina%ed and coat-efficie.t health care services through amcgica) case management
system than through fragmented, episodic carc,

MAJOR FEATURES OF GSHP

Administratively, the GSHP is organized as an HMO with administrative, financial, ma,rketin(%,

g}etg]lec%lsrﬂ%gg |§tr(]et dlrt])%/nvé“on systems, and plan relauons staff. A listing of the major features

» A Physician Carc Manager is responsible for the provision of primary care delivery, referral,
\?\pede%ml\aly Services fo? non-lns%tunonal Med|cg|(? reC|p|entsP 24-% urs agay/se en days a
» Reimbursement is paid on a capitated basis.

J /S’g%renatives to inappropriate use of the emergency room or hospital outpatient department arc in

+ A grievance system and quality improvement monitoring are in place.

J AI?]II-free tel)e hone numbey, ogerated by the r SHP. is available to membersand providers
with any problems or questions.

* Enrollees are "lockcd-in" to the plan for six month periods.

» Physicians participating in the plan axe credentialcd.

CARE MANAGERS

Individuals either choose or are as? ician care managers ai enrollment. Primar

) igned to h%s | ?
ase managers are R}md capitation 1qr most & ary carc services. The primary responsioilit
the physician case managers are as follows;

lesof

+ Coordination CRmember's health care needs and services, 24-hours aday/seven days a week;
» Provision of primary carefor Plan members:

] ,VIaqa ement of all referral services, including ancillary services, follow -up care, and higher
evel care; an

» Review and approval of al' medical scrvices and expenditures on behalf of the patienL

COVERED SERVICES
The following ser\l\/A'ces are covered under the GSHP and must be either provided or authorized by

the Primary Care Mnager.

» All physician services » Vision care services
* Inoaiient hospital services ~ * » Optical appliances
» Outpatient services * Laboratory

» Clinic services ai free-standing clinics » Radiology

» Podiatrist services » Prescribed drugs
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»  Emergency medical services + Durable medical equipment

» Chiropractor services « Mcdicad supplies
Home health services « EPSDT
Prescriptions and Lab related to Mental «  Preventive health care and health
Health and Substance Abuse education services

* Hearing aids + Rehabilitation services

The following list outlines GSHP-coverrd services which do not require PCM authonzation.

»  Second surgical opinion

Certified nurse midwife services

Physician fee for routine, in-hospital newbomn care

Pediatrician attendance for at-risk vaginal deliveriesor cesarean sections
» Practitioner fee for normal prenatal, deliveryand postpartumservices
Family planning

The following servi not included as benefits in the GSHP and may be accessed outside of
theePI%nothrogg%ethectersagr ﬁonoal Pee%gr serV|bce |ca|t(q sys?em s

Nursing facility care

Medical day cane

All transportation

Prosthetics and orthottcs

Dental services

M nial Health and Substance Abuse (except related prescriptions and lab work)
Services unique to special waiver programs

Services unique to demonstration projects

Any other Medtcaid-covered services

BARRIERS

BB B R

s bl e e e e o
OWS tnE Increase In memboership etween 1 ecemoe

Number of Participating
Y ear Number of Enrollees Doctors

1M91 4 few 15*
1995 5j.0W bw



From in administrative paint of view, the challen eso begrnnrn%| and sustarnrng aState owned
and operated HMO weye immense. Injtially, the (em loyed Sute workers with no Pnor

0 experrence Staff had to be retrarned and oten nad to change their philosopnical point of
view. In 1995 (f was able to hire a few people with pnor managed care expenence to
operate therr marketrng epartment.

Continued and guaranteed funding by the State has been a Iproblem ortheGSHP rom the

be mnrng evel though the Plan has saved the Statg agre deal of m?r%hg |nng freezes and
CIVIl service rules were often contradictory t? the eﬁrcr nt op eratrono H For example,
there were no posrtron dese rRnons orjob’tit est at fit manY unctronso te O As a
personne found |tcum ersome to operate an H wrthrn he confings, of State Crvrl Servrce not
nly Pecguse mo?]to the %HPem loyees did not fit m(So existin Crv Service classific trons
Hts |% ggs ecause niring and firing practices were not conducive to the efficient operation o the

The GSHP is regulated bg other state a encres such as the Department of In?urance who hold%
them to the sameé standards as commercial HMOs. However, the GSHP Is oiten not allowed Y
the ﬁtate the flexipylity to organrze%doperate as etfectrvelyasnecessa The GSHPcurrent}/
Po eei geolr))e 0 administer the health care of 33.0 enrotlees There Is a need for several
rt)?g ut the program Is unable <€hire addrtronal staff due to the constraints of the
curtent s udget.

The current governor has ndicated.a desire tos [l the HMO to commercral ve der. Employees of
the HMO ar uzzqedb tttrs 8ecrsron because ey ave stru ed fo gain provr er ang e% |ent

credibilit tems re now oper trn nd the H |sf|nancrall rofitable.
sra?tetrrttat epro It from tﬂgsaﬁe uld yt?t tate moneycar)r{etremameda fate-

owned entity.

NEBRASKA

CONTACT:
Peg Stegman (402) 471-9718

STATUS OF THE PROGRAM

Tne six-month-0ld pccm Sprogram IS too new to determine If any Savings have been realized.
They are expecting to see Savifigs

BARRIERS

The fi timpl t || ftion t Th h h
R e R A P il

CHANGES
The program is too new to haveexperienced any substantial changes.

Pjrtsr
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STAFFING

No sR/lecr ic staff are devoted to the pro ram TWo eople oversee all vendor contracts for the
but thev J50 have dutreso S| et e ﬁ)ro gram, “An implemenution group at the beginning

0 well, as identification IC’suff responsibility to certain pieces of the
prorectIO Mdiﬁaveaevrate worfdoa prgb P ) P

Maximus_is extracted as the PCCM enr?IIment broker, and MedSut for management of data

s stems. Two HMOs have a contract tgfolowmg acompetrtrve bid): each HMQ coven one half of
estate BC/BS wa the syccessful pidder and Is devel anﬂasutewrde PCCM network. BC/BS
will assume aII ft ea mrmstratrve unctrons assoclate é 0 eratm% Ip?gram Suff

did not h ave knowled teamounto thecontra fs, T Id Say the ontractsae rath ﬁe%r

time perjod. Itis too ar in the Proect for staff to be able to recommend this a Rroach althqlg

havfe aid the contractors were faster with the implementation of Lheir pieces than the Sute could

een.
SYSTEMS

stems changfes are not complete and have aIreadY exceeded cost by three tiroes what was
%trmated gst fcogld not provide the dollar amount). N ebraska may’ have to use acontractorfor
claims 5pro essing ecarrse both cost anq time estimates orsystegts changes specifically claims

processing, were unrealistic. More coding education is also neede

ADMINISTRATIVE FUNCTIONS

Clrgnts must enroll with hfrcransastherrcare managers. There i mandatgrg%nrollment
raska IS in the process addrn the ollowrng groups notrret Included: disanilit
Medicare/Medical rech|ents and tB\Ieorh(e with adégiaic Insuraice Maxrmum enrollment for a

rovrder IS cont actor IS responsi onitoring wait times, qualit
enroa] gesand ot2her such mdrcators to ensure that providers arc capa%[ rhandlr% V\iarge num@ers OY

Client and dorovrder education re ha dled b tt}e nroIIment broker There were community and
provider education forums mt eearystag teprorec

CARE MANGERS

Nebraska allows only family practice, obstetrician/gynecologist, internists, and pediatricians to
become primary care providers in their PCCM plan. Ther emphasized that the plan only covers
the urban areas of the slate now and their is no shoruge of physicians in these areas.

COVERED SERVICES

S ecialt vrﬁrtﬁ laboratory and x- iy ass%crated with s[%ecraltg Visits, grhyIS:IaCr%'"the oY and

occu ato eraﬁ etc. require the aut onzatrr?no e PC grovrd %]
dental servrgsq é %urre the suthonzation 0 Q rrmarycre rovider. Me tal health services
arc provided through avendor ar.I aie administered separate from the PCCM program.
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AUTHORIZATION PROCESS

Authonzation is re uired for any services outside of the rrmarycare ofT] ceexce t for dental,
gresenpnons and other non-pnmary care Services. Sta Were unabletolocalet eIrst of
xceptions, but said the exce trons (vere determrne by looking at prot co used by managed care
companies and by using input from amana ed care advisory group. eauthorr ation process
uses refer aﬁ; ISSCed b the] éprovrder Re errals must rdent gecrarst nu er of
VISItS, and. the reason for the visits. There IS no assuranceo egn the system, ut

l;l r?r?rroar?rkrg res developing a system to analyze referral rates to evaluate her they appear

LESSONS LEARNED

ehraska sta st f hopes oth rsta Ces can learn f Bom therrmrftakes St érles must take an]honest Iogkat
terrcagabr Ities. Nebras not realrzet e amount 0 trmenee dorsstemsc a es an
ailed t0 reco nrze what therr(:ﬁgabr Itles were In terms of claims processing. 0lks In
Nebraska sa tepro ram as the " magic bullet " causing expecta ons orthe rogect to be
extremely high in Its early s‘ages Anoverall plan and mission proba gcoul have avor ed this.
Brin |n peo}nerntot e ear rkng sta es and ecision- ma n]%[pro 05565 1S ahso ute
esse tra Ile there wasv In ?Pposrtront form ”Et staﬁeso ?rlrram
|m lementation. it now faces osrtron rom Itals, advocacy ssuc as the |sa
Ff ) and certarq éprovrders %es xamini r%the}r]e drn ss (f areaﬁ rdegtr led for

Ha roject implementation, Ne ras as (f the pro ra rntreecountreswrt out determining
If t Artres ere reay ern ttrrn caused later pr ems Neith er vr rsorrecr |e ts
accepted the program as readily as they might have itt eproperplannr a een exec te

NEW MEXICO

CONTACT
Paul Benson 505-827-3122

STATUS OF PROGRAM

New Mexrc?sanar Care Network PCNJ |scurrent|r a Statewide PCCM rogram With a
1996 schedu Fd rmple eptation of a ? Itate rnana edc erﬁro ram It |santcr tedt t the

Bvrevaenceo PCN'will decrease unti erg 0y avaelt eo yrnt on stat%
here capitated managed care IS nc,t avai I where only one caprtate an is availanle,

PCN was the State's first steg in addressrnd a 1991 Iep%slatrve O[nandaeto rmPIe ent cost

containment measures. The u also Implemented PCN to a ressteseveec nt access

roblems due to rovrderv wi d gnesst é)artrcrﬁate in the Medicaid program. T IJo gam has

8%” Very Success dIrn both reducing costs and | F%srngnaccess (s1ent &ccess Improved over
Y. with marked decreases in Inappiropriate use of the emergency room.

The PCN pro ram is considered sucgessful. A nrv |t¥ of New Mexjco tudy rdentrfred 323
million In ro s savings In the period studied (1 9 e reséentrngSA)o [0 um benefi
dollars ﬁ ency Room ano\hognrtal asedsrvrce de Ine useoH) scra ffice seryices
lnBrease - The’most substantial savings were achieved in the areas of pHysician services an
aboratory and X-ray Services.

PagtM
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BARRIERS

InrtraIIX there was low provider panici atron asprovrders >%red the i |mp act of addrn additional
Medjcaid E)atrentls to thelr existin case % Because the State érlrd not acr Iy market or recnut
rovrgers nrura areas several areas of the state were exempted from PCN due to insufficient
rovider participation.

In early 1995, the new State administration ag ressrveI%/ marketed the PCN program on a statewide
B?gésramASstaa reevsvrlr dre there was enough provider gartrcrpa lon i July toen a e he tate to expand the

There was no pro%ctrve Rolrtrcal sugPort or im Iementatron There Was Rolrtr(c{al opposition from
man sources Jectro S Were overcome by the success of the pilot, which demonstrated the
worthiness of the concept. Savings were Used to expand the program.

CHANGES

Inrérally the program had manry xempt po ?Iatrons and services which promoted extreme laxi
non- comﬁ]rance thereby reducing | ds ct,veness There was also no contrgl over referrdls
In response, the program was redesigned to include more recipients, services, and controls.

Currently, a new referral process IS being designed to gain greater control over referrals from
grmary caﬁ: Provr ers to Sﬁ%ﬁﬂ\sm The program has also’removed the requirement to “Joclc-in"
lients to pha ? l)

macles (per
STAFFING
The MMIS |s ala ent orms so e SEIVices so v¥|th the PCN 0 ram, |e rocessrng
of mayl-in nrolme ta&rc lons. Bue Cross/BI |e New Mexic acon ra
The University of New Mexrco wascontracte to evauatetePCN

si1s. When the Sute beqins contractrng wrthHMOs It plans t? c%[rtract an enroliment

ETOVI e Ut IZ’cl'[IOﬂ [Ev
roker. New Mexico believes It Is Important to contract for specra 1ZEQ SEVICES.

rogram A contractor IS §|ng the state with HMO | Imp emlentatron pannrn ItRC udrnig ?ctuarral

The PCN pro?ram was supported orrﬁrnally by two full time persons Staff have been increased

to six. Two of the six staff work for the fiscal agent

SYSTEMS

e S P ST TS T
ngnrngaregIace ent MMIS qhq h |n ulﬁ:PCN and HMO f unctronaFty Y

ADMINISTRATIVE FUNCTIONS

Once aprrm gcare thsrcrim IS selected rcrprents are "locked- |n" to their rovrder or Six
months. The1 urrent referral process from the E ehz carc r1p ovr er to% clalist qoes not require
frnal state au} orization or mteerntron Because of the potential for fraud, the State IS currently
ooking at alternatives o control this process.

The fiscal agent supports managed care member. services The Medical Assistance Division
performs prgvrrser Pe)crurtment %o sta? fare eo( cated to diem education.



CARE MANAGERS

Care managers may be fh sicians gamily Pr,actice,_ ediatrician. OB/Gyn. internist genera,l ,
r_acthnoneﬁ nHrse ractitioners, and physician assistants (under the stipervision of & physician
ith hospital admitting pnwlegesf.

Care managers can be, nmarg/ care pggsmlan Sr? cialists, physjcian asglstants, nuregracnn?ners,
famll}g dpracuce hysicians, OB/GYN"doctors, and some specialists, ard HS Erow ers, Enrollment
IS mahdatory. Maximum enrollment per care manage,r I 1500 members, and 500 for physician
assistants. No attempt is made to determine a practitioner’s capacity

ew Mexico attempts to screen physicians before approving managed cait contracts. PCPs have
B‘een removed und«?r Senous con%ons, e.g., mdmtﬁ?ent Mo

Care marggers receive a S2 pmpm case mapa em,er]t fee paid on a separate remittance advice on a
monthly basis. Care managers assume no financial risk.

COVERED SERVICES

The folloa/vm Services arc rowde?lb the care manager, or will be r?wdedthro_ur ther
Medicaid providers with a referral from the care manager: ProfessLo al services, Inclu mg Hrgent
cam, prescription ru%s ho ,p‘tal,;npfatlent services, ho é)lta outpatient services, h%me ealt
ggmggg laboratory a d radio ogical services,; ampulatory ..urgCry. and rural health center

The followw aerwcCFs araa excluded from PCN and may be provided as under gresenﬁ regujations
by ang/qual ed Medical E)row er without a referra/: S\}\//C_I%trlc services, obstetrical Services,
eveglasses ?nd related serv ceg, fden,ﬁal SFrwces, servjce$ which are covered by Medicaid only for

edicare-eligible persons, and family planning services.
OTHER
Currently there are no wﬂt}en edu?ational materials available for re,c(jgieptsor Providef‘]s. Brovider
eﬁjucatl 6 IS éonﬁ through.face-to-face meetings. An educational video for reciplents has been

planned for aevelopment in 199%.

AUTHORIZATION PROCESS

New Mexico is im roving their referral authorization,sh/stem bgr uirin% that all services that must
Be Tap roved béth PCP Dbe given a unigue authorizatio Humb | Irﬂu (H aron tve claim .

efore It 1S paid. The syste ha]f corEp teq the deS|gP g e and is scheduled Toy |mF[) mentatloﬂ
soon. The computer system will log ere |tW{|

ort e%.u ue ﬁ ntifier on the claim, I(flt IS not t
Bearch the system for naSﬂgnmento.? umbper » that service. It cither isthere, the claim wi
e paid. Ifﬁelt er IS there the clajm wil

rejected. New Mexico Is expecting to that the new
process will save them substantial costs anvaHf e accepted %y the prO\ﬁde| c%mmumty.
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LESSONS LEARNED
Tips are gl)constructasohd model for the r[%rogram 22 think through all the com onents 3}

havea% d implementation plan. 4}% sugf) the project with adca ie personnel and financia
resources, and (5) make sure the technical and operational infrastr ctures are in place.

NORTH CAROLINA

CONTACT

Joe Robbins  919*715-5417

STATUS OF PROGRAM

North Carohna has had aPCCM pro ram. Carolina ACCESS, for five years. The prog [am is
F %ntyoeperangna In 39 of the 100"counties in the s%ate and covers ap rommateg % of the
g le Medical go pulation.. T eStPteP lans for further expansion' i early 1996. The PCCM

program was implemented primarily for financial reasons.

BARRIERS

AIthough Carolina AC ES WSImP mented quite smo?thl% hree bqrrlers were mentloned
These flrners were: provider fear ot the progra strug% |‘ mobilizing the Infrastructure,
and implementin the program on too lar eascale It 1S now, felt that provider uneasiness with the
rogram was Ero abl g dué to the Statesmadequate communication Fnd education re?ardm the
0 ra(n his has béen overcome athou%h man [[)rovhders are still a greh]ensweo losin
on ro un er any type of managed care environmen emoli) |zat|0 f the Infrastr ctur and
gpé)rt for the ﬂro am amon of erState aqenmes at the loca eve 1S |n lace now, hut V\esnot
Inated well béjore 8 m impl men lon Asaresutenroh |I§)|entsan exp amm?
teprog ram was d|340| te % ana%eabutyoF h P]yscaes%
In hnwl t North Caro nastﬁ\ ethe the program ‘would a smoother sun had they
Initially mplemented on a smaller scale

CHANGES
The onIy major chan%e that has been made is in the wa}/ Sute em%l Yees serve the counties,

F g (Pdvees have been divided Into two ez?ms to better Tocus ong ﬁ s, One team Is responsible
or internal agency Issues, whi (?secon team works in the "field" on educationa

I
ISSUES frOr l% program %HFO lees and proviaers

STAFFING

Eleven full time staf are dedmaﬁedt the m|n|strat| onof the PCCM progcam this includes
clerical persons,  Five addifiona sta wo B 0 ro ram. North"Carolina docs not use
any contract suff for the a m|n|strat|ono the|r pr gram.

SYSTEMS

The capabilities of the data system must be known and in Iace before the program. beg
systempneeds fo %e aﬂ)le 0 trgck providers an@ monitor reci p|entshn otherpwod% It ngeﬁs to know

Pote6/
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where carc is beln% re%elved and where ?]erwces are being Erowded Malntalnlngasstem based
8Qrgeerr\1/\|/?ﬁosn rovided, but not tracking where or how care’is provided, is insufficient in a managed

ADMINISTRATIVE FUNCTIONS

There currently is no "lock-in" clause forenrollees in Carolina ACCESS Prior authonzation is
required for some services. With the ?xceptmno mayziproRnate use of teﬁ[nergency room, where
there continue to be many claim denials, prior authonzatioh works quite we

CARE MANAGERS

In additjon to physi |ans hysician assistants and nurse practitioners can be care manager
Fersona carcgoy\n ersg%Fy} under ar(ﬂma ACCE Séj The State qt com?orta ?e |ﬂ al?owmg
hese mid- IRIveI ractitjoners to be carc managers because of the strong co-licensing system thal

Inplace in North Carolina.

Care managers [eceive a.case mana?ement fee of S3 pmpm for the Flrst 250 enrollees and $2.50
gmpm for &ach (prolee I eXCEss Q P Care ma gge3ﬂssume 0 |nﬁn0|a| risk f?rthecovered
eIVICeS rowde raﬂthonze to Caro naACCES enrollees.. While there arc no formal plans to
change the level of nsk. there nave been some informal discussions about how risk might be
Incorporated Into the program.

COVERED SERVICES

A wh tinuum of services arc provideg under the PCCM program. This continuum includes
menta(fﬁea% \ﬂs{gn pharmacy andp Lomeﬂ Pﬂ Prog

The followin serwﬁesc n he rece|ved |th ut authorization; . m ulance anesthesiolo [ggngt -nsk

ase ma agefment eye care, am |n he | a| ospice, Independen
ﬁospnal 8menta eath %%armacy, an g%//pa tholCg P P

AUTHORIZATION

The physician's provider identification number acts as the referral authorization number and must
be placed in the proper field on the claim form b”cre payment is made.

LESSONS LEARNED

In addition to the in orm tign p(){ovlged above, the ollowhng eneral advgce was offered. Once
?am staff stressed that the Medicaid a enc ¢ ord nate ?eratlonso the managed care
gram wit oftherStated epartments, eua Ip%P and soclal services, o ensure
oordination of services an commumcatono oblems.

The importance of continuous education. cannot be stressed %nqugh The Aorgroblﬁm North
Carollna continues to avemnttm%lrec |entstostar¥ with their PCPs and not go. to t eemergency
This Is a senous proble orth Carolina and 1S requiring a great deal 0f educationa

ef?ort
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SORTH DAKOTA

CONTACT
Darlene LcNouc 701-328*4577
STATUS OF PROGRAM

North Dakota im Iemente a\statewrde PCCM rogram in January 1994, The prrmary motrvatron
for the program Was rn? cial In nature._Cost séjvrns ave been rearzeflan the State'is ready to
submit a waiver renewal. AFDC and AFDC-rclated recipients are enrolled in the program.

BARRIERS
The primary obstacles experienced by the State during implementation all center around providers.
In a'? cula¥ Re Stat? Indicated that Yhe merj1 cal asso hatrgn Was n? Ero [ﬁt Into the rogess early
enougn. Subsequently, getting prov. dcrs t0 bug Into the process along trarnrng emwas
more trme -CoN trarnc than anticipated. Also, because 0 We shortage 0 WPhysrcran esﬁﬁcray
Rﬁ)&ila rsér roblems were encou tered with having enough physicians with‘whom to i

cald recipients.. In hingsl recom ndatron to otherstates it was suggested that
an advisory gTOjp of physrcragsbeerrc])rme and userﬁe during the development stage opﬁrc program

CHANGES
No changes have been made to the program.

STAFFING
No full lime staff have been added for the administration of their PCCM program, rather current

suff has been given adaitional duties to perform. They use no contractors for the dmrnrstratron of
their program.

SYSTEMS
Systems changes to accommodate the PCCM plan have cost approximately 560,000

ADMINISTRATIVE FUNCTIONS
Only those Medicaid recipients who are severe overufilizers of services ar suPAect toa“lock-in."

n those rnstarncesf the re %ent IS assigned to a physician who Is responsible Tor case management
Or a minimum of SIx mon

CARE MANAGERS
Because of the Native American g Pulatron in North Dakota,_Indian_Health Service Centers ca? be

arc managers In addition t ?}Y Carc managers recedve 892 pmpm case management fee.
dareé mandgers asSume no cra risk for services provrde

Piigt 69



suskae P'"H weoictip oROCIUUCISC W iGCME"T

COVERED SERVICES

With the* exception of vision and dental, most medn:ally necessary services arc provided under the
PCCM or through prior authonzation. The state is curfently Txiking at carving out mentaJ health

AUTHORIZATION PROCESS

Is similar to other states, which requires the provider identification number to appear on all claims
ﬁat require t?te autshonzatmno tph% 8?3 P PP

LESSONS LEARNED

North Dakota strongly. suggests that an agvisory committee be set up to help with the design and
the admlnlstranve ogeglsmﬂg necessary to Im Menta PCCM f pr 3/ Ot\JIYd not?mtﬂt
committee £o on rt(t Iner care ) dow ers but would include hosp|ta|s urse practitioners, other

state agencies, a nterested providers.

SIHACA

CONTACT

Sara Green  605-773*3495

STATUS OF PROGRAM

South Dakota |mPIemented its PCCM gr egram in 1993 Wlth t||c |ntent|on of decreasi n? grovvth n
gro ram costs th m|n|m|2|n merg ncg/roo Use and U£|cate services, Medicaid staff

re Currently Wallln(r? for the f e er Iﬁgv rment to a g rove Its application for a 1915 (bﬁ Walver

renewal. Stch approval would extend the program another two years.

BARRIERS

Pecauseo Its rural nature and Iarlge Native Amencagn pulation. South Dak tah He rlnctg J time

n ther state PCCM program to use as a model for its program. Me Ical sta
(J r?n 0he|r program on ttPe P%CM In New Mexico. Preg

ADMINISTRATIVE FUNCTIONS

South Dakqta imposes a Ioc|< in" on ed|ca|d reC| lents for gne [Yeﬁr However, tMcan ct?ﬂ
ﬁnew rovjder at their annual renewal ate oran% eason an ange t any other time if t
ave, "good cause" to do so (f orexamé hte?/ ove toan wcountg e pfimary care
providr must prior authorize all services that arc covered under the program.

CARE MANAGERS

Physicians, federally qualified health centers Indian Health Serw%e Centers, and rura health
centers can %erve as care managers in South D krotaspro ram These providers receive fee-for-
Service reimpursement plus a case management fee 0f'S3 %mpm



CLRMERED SERVICES
ﬂDollowing services ax provided under South Dakota's PCCM program:

Inpatrent/outﬁatrent hospital care, general medical and surgery care, mental health/community
entaL ‘] center sg vrce? Be |a5y Olcare gredrcal eriurgment/grosthetrcs rescription drdigs,
ome health care, residenual/cherrucaJ dependency treatment, and EPSDT sc eenrncf

Recipients may obtain the following services outside of the PCCM:

Emer?ency services, family planning, dent?I care, }Ptometr?/ tgbasrc vision), podiat %
ambu andce/transrPortatron anesthesia raF or%)c/p ology, faboratory and x- -rays, chiropractic
care, and Immurtizations from home hea ders.

VIRGINIA

CONTACT
Tom McGraw 804-371*6400

STATUS OF PROGRAM

V| a stared its PCCM pro edallion, in Janua 1992. As Medicaid HMO ro ram
/ he state, ?t |sex tr?t attm mhr s?mnkanM)ecome prl\rlnar rura

In t (H\/I dp
rogram In areas where s are not readlly dvaifa

The rimary motivation for implementing a PCCM program was two-fold: 1o reduce costs and to
ove Ehg coordrhatron an a‘nt rn cqa? Arece) tgtu Indicated thattheP CM Rrogram
erate a 5% savi qver |car) fee-for- ﬁervr% expenditures. The same study showed that

8u Jectives e

allty ot care 0 dve Deen mc

e coordination an

BARRIERS

No barriers Were mentioned. . Unlike many other states. Virginia did not have a roblemw
rovrﬁ rwillin hess 0] Vb)a{trerpate The \/yrgrnra Mer?rcaYS crety enr?orseél tﬁe r;)rogram an
ecrurtmentw tvery we

CHANGES

Two, gorchan gs have occurred since im eme tatio o the ro ram. Initi |Iy artici tpeﬁtrnog
Brovr ers, recely mpm case manage ee and a P ncentrve & 10 CO 5ts
utsi eoft eof ice vrsr to the care mana er T e state ha ea |cu|ty calculatrn%
Incentive f ee? r%Ot ehind In éﬁn % The incentive fee asbeen discontinued and the
management fee Has been increas pmpm.

The seco nge occurred in July, 1995, when the program was expanded to include 50,000
38??’3%#00 (? 0% éj non- Medrgare?non -long termpcar% recipients. IDTh(rjs expansion has gone
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STAFFING
Virginia employees 3 5 persons to administer the Medallion program. Staff,

recruits physicians

*  (letermines policy

resolver billing disputes

communicates with providers

In addition. to staff assigned to the Medallion program, tasks necessary to the program have been
mtedgrated into man ot%er Jobs In the agenc .pTlgew he staff nuymi)ers aBou% fwelve

_ Ip line 4
temporary workers Who ariswer 9uest|o s about the roé)ram and enroll recipients into the
program.” Virginia does not contract with any company Yor additional administrative duties.

SYSTEMS

Systems changes.were necessary to insure only those services authorized by the Medallion
pYov?yer weregpeud. The cost or}/system chandes was approxs|mately %250,500.

ADMINISTRATIVE FUNCTIONS

Enroliment in the PCCM program is mandatory, but a recipient can change provicers on a monthl
basis. Pr|orauth0nzat|onpca be made by the gare manager through verbga? gr written referral, )

CARE MANAGERS

Only physicians can be care managers. The Stale considered allowing physician assistants and
nur ﬁg)ﬁctf 10Ners to I%arﬁc?P e, b?Jt deched agzﬁnstI}L Nurse pracntqoﬁe S can see rec?p|ents
enrolled n the program It a referral Is made.

Care manaﬁterfse receive a $3 é%rg%% lgaa]ee%alr;g%m nt {ee nd ass%merp financial risk. Case

management fees are paid s eek of each mont

COVERED SERVICES

Enrqlled recipjents receive all seryices within the PCCM with the exception of:. mental health

aerv?ces, fanﬁly pfanning, 0 stetrchs, pharmacy, health departmentﬁmﬁ]unr}zatmns, v?smn and
ental Services.

AUTHORIZATION PROCESS

The HCFA 1500 form, lines 17 and. 17A must have the authorization number of the Medallion
rovlger for those services éhat reguge the authorization of th Mede}lhon and rendered BX another

Erow er. Likewise the UB92 must have the proper name and identification number to
rocessed.

LESSONS LEARNED

Communication if]the key to success. The support of your me(fical sgcxtry IS imcportant als0.
Virginia put togetner an advisory committee which was iginally made of physicians but later
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included rural health centers and nurse practitioners. The adwsory comm|r ee Was an |mEortant
communication, |nkW|th the rowder community butwasnott eong a¥]Vlr Inja spoke with
concerne providers, dallion program was |mp lemented in 1992 angd now hasover 2400
enrol e(li tngowders Ht |s shrqated theY v(\iell over three fourths of these prowders received aonec .
one call by state staff before they enrofled In the program.

VSN

CON TACT

Mary Durkin  608-267-7927
Sharon Cooper Rider 608-267-9313

STATUS OF PROGRAM

Wisconsin began Ws Primar Proylder Pro ram aP%CM pro r m, in December, 1994, The
Pﬂrogram ISP sentyogeratona In one co with 8,934 en ees an 193 providers. The

vation for implem ntm? t rogram Wa Cost savings. Since the ggram 15 S0 newa
cr%h);r)]rcehgnsgvee aluation of the possible savings has noteen completed "Preliminary studies are
| lusiv

Wisconsin allows re(:|g|ents In a five-county area ganaukee Dane, Kenosha, Eau Ga|rc and
Waukesha%to choose nHMO as their managed carc provider. The HMO option has been
avaHabIe] recipients since 1984, Since HMOs ar un| kely to cover the enure sta]e te due to rural
nature, the Primary Provider Program was Initiated to introduce managed care to those areas.

BARRIERS

r|%|na| Wisconsin Ianned to implement the PrlmarY Provider Progr m|n a Seven-county area,
ox Val eX reglon f the sute, However, Brov ers In.thal region ed {0 t|{t)art|ctpate because
pparent incentive. Wisconsin sytcd e|r (ﬁest ﬁta ewas

eprogg:m Ina ma area of the

e Wwas ng
te systems tiestlng, and

|m ement the pro

4 ﬁmPn pne ategiram In too broa Tacﬁreawn out first pitdting t

g because of the rovjder Bar cipati r] INade

{00 re(aphente ucation, thf St&t@W&S{ rced to suspend enro Iment and su Sequently
reintroduced the program n only one county.
CHANGES

As men%oned above! W|scons|n was forced to redesign the rogram both in reﬁard o ihe Sutc's,

agh)roac to Rrow ers and recamerﬁs as el as In the’State's internal policies and procedures — *
cerning the enrollment and'authorization system.

STAFFING

Two full time suff, one ohelyanalyst and one contract monjtor, are assigned t (?the rima’

Provider Program. The enroliment contractors handles recipient enrollment age
operated Eotﬁ the recipient ang]prowderm fme which angwers questlonsa out t ePCChfl’ Han.
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SYSTEMS

stems roblems adverse# affected the recipjent enrollment process, The Medicaid a?ency

mpted to ass| nrecrg ts 10 gre last provider that had billed the edrcard grogram 0r SErvices.

esu ted In recipients ernga signed to Inappropriate provr ers, such asemergenc
room doctors, sech lists, ﬂnd doctors far from ther residences Conse(iuent Wisconsin vias
forced to, redesign the enrollment system. Wisconsin also found that recipient were no given
enough time_to make a proyiderchoice before an automatic assrg ent was ma e rrentsara
now given sjx to erg twee s to make a choice, In comparison to the previous 30-day time peno
Educ gron efforts are also berng improved. The program Is now operating smoothly”and expansron
plans for the upcoming year are uncerway.

ADMINISTRATIVE FUNCTIONS

dsc 3Jnsautr]orrz tion system is Pro (r)ted brr]/acondrtron code on the claim. If the condition
code Indicates a life threatening emergency, authorization IS not required.

mnrng in July. 1996, recipients in selected counties will be] regurredt make a choice of a
rogrged care provider. ' They may choose to participate in either an HMO or Primary Provrder

CARE MANAGERS

Wisconsin allows, hlysrcrans physician assrstants nurse Practrtroners and nurse mrdwrveF to be
grrma % care Provr efs In theirp gfram Providers areE Em m case mana?ement ee for
Il Primary Provider Program enroflees. Care managers do not assume any financral risk

COVERED SERVICES

Mental health an? substance abuse %ervrces may he accessed outside of th: system and a recipient
ma obte}r]rnaheathc eck-Up anywhere. Most other physician and hospital Services must receive
prior authorization to be paid.

AUTHORIZATION PROCESS

Recipients assrgned to g primar care provider must recerveare ferral from die PCP. before
accessin specra}tg services. The only exception to tr]rs IS if a recipient |se perre crn a medical
emergen ﬁ h time eorsema accs Speci tyCﬁrc and the ef err ven
retrﬁspe(cgvery r]en af%pecrg tsu rt acarm or she must rnclude ece ca lon number
the claim efore the carm 15 par

LESSONS LEARNED

Wrsconsrnsfates the¥ allowed individual doctors to become rovrders E}F well as clinics, Eacpehad
their own re rra au orrzatron num er. In most cases this worked well but In cases where
octorsr ne agan individual and as a clinic, confusion resHIted becaus? the referral
authorization nun(] er sometimes did not match that shown on the recipient file which caused claims
to reject. They advised allowing provrders to sign up either as individuals or clinics but not botn,

esigning and testing the enroliment. process for both recipients and providers,in a small area is the
est pprgach WrIsc%nsrn began their program by mandating SSI enP (fment in d?e Ma]waui



area, a lar rge urb?n a ga When We system * as unable 1o J)rocess the number of enrollments.
Wisconsiri was forced to make the pfogram voluntary and recesign their system.

W|sconsm also |ssues a dlifferent card to.their PCCM enrollees. Providers unfamiliar with thjs
used fo render services, which do not require authonzation. A better educational

ca/d have 1 3
?{ort may ﬁave advened confusion.
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Administrative M anagement Practices

Administrative management practices can occur within a managed care structure, alongside a
managed carc progTam or independent of a managed care program. Many states implcmem a
variety of administrative management practices pnor to the implementation of a managed care
program. These prances often result in cost containment and administrative efficiencies Asa
state moves toward implementation of a managed care approach, a review of the practices ad
consideration of their continued value must occur.

tenzi\PCCM Enrogram IS built on lop of the existin admrnrst{atrve management raetrfes For
éam e, If a state émploys a p rror] tho éatronﬁ’ f0cess 10r non-cmefgent (}

admi srons that PA%ntnues with the added requirement that the primary en}c oVl er
must ajso authorize t eadmrssron ontrnued st X [eVIEWS remain apan o %

normallrf do_not become Involved. in continued st revrews?} HMOs, on tlx; other band, usually
assume the Ftates role in monitoring the need for Services and in determining how to most
appropriately provide services.

The eason or the difference between PCCMs and HMQs is one of[rnancral reiponsrbrlrt The
rovr IS W oserve aﬁgrrmar care p rrfvrders InaPCCM are usualynot at [is forprog am
gen ityres. P %darrnnlrsrsrlsu% éresuts in reduce cos}s primaril through decreased ER

|9eISangI E%tslegﬁz]?]ég no nancra P’[ hmag ?ng{:%%E olonlr(r%%ecqrn:eea% er% or%se& makes

sense orte Hld gro Tam to continue uccgss | administrative management pr. ?ctrces The
HMO is at full ris services. It 1s In the HMOs est rnt?rest to ?vea oll

mcfrn nqement o ramr ace Frncetes}atea ency 1s ahsolved of financi resRonsrbrlrty, the
apB]rop?rta{aeméarree ponsr ty shifts toone o0 ass Ing contract compliance and client access o

Introductron of managed care in the Medicaid a1grenc alwa sre%rres the realignment of the agencg
and forces empo?/ee to confront new issues. ansjtion ro a fee- %r service environment t
Fmanaged fee-f scrvrce and/or %arfrtate] arran%emen%s are always R lematic. Strong
e-Jenhl (ii (f rnrs$rnn elps the Medicaid Division accept the challenges of
organizational andjob re”tr."firing.

ANCMEOMATURE

As a stare transitions from %arms JO gment agencn¥ to an agency thaé selects and offers managed
carc services, the culture the Me icaid aeqenc ust chan e accor rngl Under mana ed are,
Medrcard needs to excel as purch ?serasw aspayor Ina rrmarg/ ase atagn
rfgram Medicaid needst ex?? ascontrac(soro services and as & payor P ec ange
Wil Ioccurautomatrcally as staff functions and responsibilities are modified to fit the managed care

Howev r as some s}ates have experienced, this is not eno r?h the overall culture must chan eas
well. The previous ocusri f the e]cy whrcr] tend omﬁ)as(e 8rovr er I|oa ment &p trr]iees
beco eso e ot contractual oversi f \ally H 0s. | a |l

(ovr er pagment no éres continu policies related oaccessa conr cf com lance are
S0 necess 0y rtron a state’s ocns under managed care IS en ance to Inclu ea

ene IClary focus where e dui ation. enrollment, access, ualltg and satisfaction Ia/ E qger role in
the success of the rogTam Hie stafe now has more coritro

and ensyring.access t This means that the mission sta e/r%r ”t] ueornceIn Ets ma avgvtlc?[re
modr eH \/%rt lHP c?r erjnpeTl ﬁ ?1(5 I ; in Pne
and enthusrasm ofa

the ne ssary pa(r)tsrg %St?arfurgvt% cﬁanget Q\E%r’r‘&?é”ﬁt e edrcaP .
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%enc in Mame was rovrded as one reason ihc Maine's PCCM ero?ram has struggled and has
}/ 50 enrollees t]w ey% after |m ementatron A representati rom Malrnes anaged care
|v]sron indicated that enthusiasm (? the dpro ram was vev\y ustater
Implementation when staff switched ther f ocust HMOs and the cou work In Maine's
Medicaid environment,, Once thrs switch 8ecurred trFerg slrﬁtle drrectsupport or the PCCM
program which was still in its infancy and in need of additional support.

GGNATA SIRCUARE

In addition to a change in the overall rt)hrlosophx of Medicaid in managed cart environment, the
structure ofthe a%;en from an operational st deomt must ada nPt fc th ?enc V'S newrole as well
T0 accomplish this, afl of the states researche ha eseParate anaged care 0 eratrons from other
operatrons wrthmte egencY ? divisi nrs especially. important | thetraﬁi lonal e for ervrce
dyérfe Erograms cor]tr U t enables star o r] ow their fo us ona artrcuartP/ep
thou 3e[paratron IS beneficial from a wor oad ers er;trve It urrest]
e g g e,
bill | ,
§8§H§r at% CeZs Ihoanvye gs blrshe%l afr%luson% fween each Zrea and the manageg care unit to Pacrlrtate this

In addrtrgn 1o the actrvrtre(f drrﬁctly involved in the |mp|eme] ntation and administrative

ﬁ onsibilities associate t aana ed carc roq an, teState must slso consider the roje of
other state agencies, es ecra}g uIaCtyeassuranc 3 vities ang ficensing issues. For examPe In
S

Michigan, tfie Departm ntof IS responsible ?orlrcensure 50 the Medlcajd
8%en0¥1 relrc on PH s information for some oversight 0f the managed care program rather than
plicating the work
STAFFING

As astate e ares to im Iement]a new program, the ?ersonnel cgméronentso successu
gemen Ing and mamt Inin tenew rogfam are often no; addressed until the policy | T

reI ted to roI%ram development arc finalized, Ideally, hese two aspects of the program should be
deve ged simultaneously to ensure that what is being developed s admmrstratvely possiole to

execut

Without discussions earl %abé)ut the admr |strat|ve easr%lrté/ Iemeném new poli |es a
managed care program ey oomed to least s tto atcotr rr1)rev nfanle
hurdles betore It gets started  In Maine, or exam e, th estate ecided toreyont |rexrstm data
stem with last mueenhancements When th sstem was unabletoh e e
C P %ram enro/lment mtoteprogr as susr?]endgﬁd Or SIX moH a earlier attention
een P% ensurﬁ ﬁuates}/ (en&sweempace t0 e the demands of the new program,
this problem may have been avoide

Inc unctron with the chan e in the role of the NLedrcard agency, t eroles]and [es onsrf)rlrtreso
sta ustchan ccordingly. One key issug In t |schan 15 Whe erto Ire ne vees to
cmy ouf t eniwe unctr ﬁor 0 retral exrstm% emé)o e A num CTP actoswr (gue ce

this decrsron se Inclu a rogram (dollars and caselo
tori1 dT]gxrsth staff to manatqe i

t]esrzeo
e trvrtx exrstm? staff to t echan ¢, the abi

(e her the exjstir ifing poies o f the sute. current
udge 0 the cgency,

ee- orsrvrc am co tr es, t
t constraints, and the po |t|ca eamntyo a dmgsu

Staffin demands and responsibilities are likely to change again as the managed care progTam
evolves. One frequent chgnge 1S trre demand f %ra drtrr?nafl% ffasenrollmerqt In the Bro%ram
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morea&es While this mag seem obvious, e]nrollment demands in at Ieast one s‘ate Idaho, have
exceeded the State's personnel resources, thereby f orcrn the state to limit enrollment until

a equate staff can be hrred and trained. Michigan solved unmet demands on its client hotline b
Jrokéy doin acontract adht on toanexrstrng ontract (not primarily involved in managed care) to
provide ahatk up for overfiow cal

In North Carolina, where the PCCM program has been in operatron or five years, the ma\rl\rﬁg
ﬂre unit was recently reor anrzed Into teams, The nm%r reason for the re rganrzatron
allow the State to be ome ore ocused on attackrn ems rnaprogramt t IS past the
Implementation phase. rro%yees are divided rnto two teams one"which a (jjresses |nterna
a nc |ssues ﬁnd the other |s| t |eId and has responsr ity for trainin an marntarnrn the
era lons of t rﬁ) %ram The second team Tqcuses primari ey on continuing e Pcatrono
roo IrI)]rents regarding the program components, In particular thé appropriate use of the emergency

CMVONAMNSFAINAVIMCENN HROIES

In con junctjon with tne changse in ﬁhe state": foous in amanaged care envrronment Its
admrnstratrve role wel qardlesso v el r/g ﬁna ed care program is
Implemented in the statet ere are several adr Ar.:uativ practiced whichi the state must oversee

PROGRAM QVERSIGHT

The implementation of any t managed care plan requires general oversight of the program
This |s|?nore than contrac coyr[rjrpﬁmce I? ?oous |go genergael pert ormanogeot0 the pIFa)rn uch as

1 Ru ality standards set br{ the State
% o%%elg%c(esg nto hedlth care in the areas where managed care is operational
4, Eo|ucatrona t orts for providers and recipients

Marketrno prac Cﬁs must be analyzed for their ef (?ct not only on individuals but their effect on the
entire system. Other questions triat must be posed are;

Is the pro%ram credible; is jt accomplishing its fask of cost savjn s and access?
e public must be assured 'hat taxdoitars re Pﬁrn spent toﬂ ProgTam that will
genurne c an eclrent Batternso seekin § care whent 0se tt] nsare inappropriate

cost Iders s0.he monjtored for non-compliance with the program’s
Brectrveg ney must'?J rfucatedngmrsun erstandings are prevalent. oY
* Are recipient rights being protected?

J Docs thes stem assure]that re(Horents will be treérted fairly and delivered medrcallg necessary
carc? g ms must ave for rrwarnt grieyance rocesses%v(rj n ns and
ere gort cards orb providers an recipients magr e develop

Erovr ers ed to
ncourage compliance with program rules and give feedback to all participants.
A formal ear or hi- e fly ev Iuatron be required by HCFA and may also be desired by the
Sute so a JUSt ents to/ >{)rogaram can e)nudeq Y Y Y
CONTRACTUAL COMPLIANCE
easures must Pe taken to H rovrﬁle[]/mana ed care com (IJance |H contractual agreements.
This Is frequently accom (? n? 8 rmance of audits and thie review of required
report submrtte by the Brovr er or managed care organization.



