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1. How comprehensive must coordinated care be?

Questions for Comment

a) Do you think that coordinated care should require contracts with specific entities that
arrange care for the entire range of services available to a client via Medicaid, across multiple
settings and providers? Are there any alternatives you would recommend for consideration?
Alternatives to consider are collaborative care as a first stage for communities that are not
ready to fully integrate multiple settings and providers and ACMHAI proposes a pilot for
successful behavioral health coordination in communities with less than 350,000 in population
in response to Question 8.

ACMHAI believes entities chosen to coordinate care for Medicaid clients should be
required to arrange care for the entire range of services across multiple settings
and providers. The central philosophy for coordinated care should be individual- and
family-centered, community-based, culturally responsive, appropriate, least restrictive,
and multi-disciplinary. Specific expectations in the contract, recommended by Monica
Oss of Open Minds and the American Academy of Child and Adolescent Psychiatry
should include:

e How “hard-to-serve” geographic regions will be covered

Philosophical orientation to service delivery (family-centered, community-based,
culturally responsive, etc.)

On-going reporting requirements

Intake and access provisions (clear eligibility criteria)

Credentialing requirements of all providers

Expectations for collaboration with multiple care-giving and community service
systems (schools, community mental health centers, medical care providers,
community extension/education programs, child welfare services, juvenile
justice services, etc.)

e Stipulations for addressing consumer grievances and appeals

Pricing assumptions



e Payment mechanisms and risk sharing arrangements (fee-for-service, case rate,
capitation, risk corridors, etc.)

e Sanctions for not meeting contract stipulations and incentives for “exceptional”
performance

e The needs of other family members are identified, and appropriate services are
coordinated with their providers.

e Physical health needs of family members are addressed and coordinated with
the primary care provider.

Qualifications of potential managed care organizations are, of course, the financial and
administrative capacity to manage risk; the systems capability to measure and report
on service utilization, costs, outcomes and quality; and a corporate commitment to and
experience with specialized behavioral health systems.

b) Must all of these elements be required in any entity accepting a contract, or just
some elements? Might these change over time, i.e. start with a base set of requirements and
gradually increase over time?

ACMHAI suggests taking a close look at the North Carolina Medicaid Managed
Care System’s approach to addressing these issues. Although the ideal is that the
managed care entity would be able to coordinate care for the entire range of services,
it is widely believed among the behavioral health community that managed care
organizations’ strength is not behavioral health. Therefore, we would expect these
entities to accept extensive input from consumers, family members, providers,
advocates, and the state, county, and local governments to design and collaborate on
the behavioral health care component of the system.

According to Kaiser Family Foundation research on the North Carolina Medicaid
managed care system, the community team approach to care, with a network of
physicians, hospitals, social service agencies and health departments, is essential to
successful coordinated care. These team members also collect a broad range of data
to help assess performance and guide continuing program improvements. Care
managers, or navigators, are the key to continuity of care, coordination across
providers, and provision of a coaching relationship with the patient. For children with
severe emotional disorders, the interdisciplinary team would also include a child and
adolescent psychiatrist, psychologist, social worker, psychiatric nurse, the parent(s),
other relevant family members, and the child, if appropriate. The team’s purpose is to
devise a care plan, which details and supports the child’s and family’s strengths and
skills, but also identifies problem areas and deficits that prevent the child and family
from functioning independently and appropriately. The plan identifies interventions to
address these problems and the discipline, professional, or agency responsible for
each intervention. Additionally, a transition plan from youth to adult services is
necessary to detail how changes in services will be made as individuals progress into
adulthood (e.g., from Juvenile Justice, Child Welfare, Special Education, etc.)

Considerable resources must be spent in training care managers/navigators and
placing them strategically around the state to help Medicaid clients with everything
from enrollment, primary care assignment, screening for behavioral health problems,
linking to social services and other supports, to managing chronic conditions. It is
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important for care managers to be “locals” of particular communities in order to gain
trust of the participants and to be culturally competent in the town or neighborhood
they are serving. Realistically, a care manager would have a caseload of 60 - 80
participants, and could specialize in serving children, adults or seniors, depending on
the population of the service area. The care manager component of coordinated care
is so important as the human face to the system of care and to ensuring continuity of
care from one payer or provider to another, that it will be vital to have these positions
in place at the beginning, even if the system is not fully integrated.

A consideration for easing into coordinated care is the notion of collaborative care,
which could serve as a phase-in to fully integrated care in lllinois. As described by Ron
Manderscheid, Executive Director, National Association of County Behavioral Health
and Developmental Disabilities Directors, collaborative care refers to primary care
programs working effectively with specialty providers to deliver mental
health/substance use care and medical care. Both controlled and field studies
conducted by Jurgen Unutzer, the Director of the Advancing Integrated Mental Health
Solutions (AIMS) Center, show dramatic improvements in outcomes for consumers with
behavioral health conditions who participate in collaborative care. The Center is
currently working with more than 570 primary care and/or behavioral health practices
across the United States to improve the delivery of coordinated care, including a
statewide program in Washington in which community health centers and community
mental health centers collaborate to care for a population of patients with medical and
behavioral health needs (http://integratedcare-nw.org). Based on the Center’s studies,
key examples of care outcomes that must be improved include:

Screening. Effective screening tools for behavioral health conditions are very
important in primary care settings that seek to do collaborative care. At present,
the most common tool used is the Patient Health Questionnaire-9 (PHQ-9) which
screens for depression. Primary care providers see many consumers with
depression or anxiety, and they also are seeing greater numbers with bipolar
disorder. Of significance, the PHQ-9 is used not only for screening, but also to
assess changes in symptom severity over time and to facilitate consultation,
change in treatment, and engagement of more experienced behavioral health
specialists if clients are not improving as expected. There are two questions
going forward: Should screening tools be changed? Are these tools adequate to
assess treatment outcomes?

ACMHAI’s recommendation is that all adult participants in coordinated care
should be screened for depression and substance use disorders, and all children
should be screened for behavioral health problems with appropriate statewide
tools. Children identified with behavioral health disorders should be further evaluated
and referred for specialty care through the CANS (Child and Adolescent Needs and
Strengths), a common comprehensive assessment tool across child serving agencies
for the purpose of improving the quality and cost effectiveness of behavioral health
services for children and adolescents; used across child-serving systems in Indiana and
other states. In lllinois, the CANS has been used for 3 years in DCFS to support a
system of coordinated behavioral healthcare for children and youth and to improve the
responsiveness to the mental health needs of children and youth in state custody.



Benefits: 1) crosses barriers of multiple systems by creating a common assessment
language while addressing the child and family status in a comprehensive manner;

2) sharing demographic information and assessment data ensures families only
complete forms once; 3) enables each of the agencies involved to have their process
and data needs met; 4) provides data need to report on all outcome measures required
for mental health block funding; and 5) informs individualized care plans and level of
care decisions, and provides a means for quality improvement.

Standards. To be able to implement collaborative care effectively, one needs to
be able to describe the services which will be essential for success, e.g. care
coordination. One way to put this issue into the context of national health
reform is to determine the essential services of a medical/health home and use
these services as a frame to elaborate the services of collaborative care. Once
this relationship is clearly specified, then standard setting organizations can be
engaged in defining the future standards for care.

Parity. A primary question is whether the services required for behavioral
health-primary care collaboration are actually available and paid for like services
required for care coordination in other fields. Three services stood out in this
dialogue: care coordination, screening, and services offered through
telemedicine or other electronic connections. An important future step will be to
use the Wellstone-Domenici parity legislation and our own state’s parity
legislation (SB 1530), assuming it is signed into law, to test and move this
agenda.

Payments. Because collaborative care moves beyond traditional clinical care
delivered in primary care settings to include a broader array of services, a very
important question is whether the services delivered are reimbursable, and
whether better mechanisms are available for making payments, e.g. case rates
versus encounter payment systems. It also would be very useful to have toolkits
available to help primary care providers through the complex array of payment
systems currently used, e.g., payments by both a managed care carve-out and a
managed health care entity.

Consumer-Friendly Environment. Shared decision making, peer supports and a
strong recovery orientation are essential features of modern specialty care that
will need to be imported into the collaborative care environment.

¢) Medical homes are generally considered the hub for coordinated care. How should
the existence of a "medical home" be operationalized? Would existence of a medical home
require NCQA certification? Would all primary care physicians be required to be in practices
that meet these requirements? What requirements are essential for every practice?
Presumably it would be possible to increase requirements over time. What progression would
make most sense?

ACMHAI believes the medical or health home model has been shown to make a
difference and produce savings through basic delivery changes. Medical homes
are an integral component of coordinated care as a desired outcome - an individual
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associates a primary care provider as his/her medical home and routinely visits or
contacts this provider to prevent health crises and early death. A good place to start is
with federally qualified health centers, working in collaboration with health
departments and community mental health centers, with private, smaller primary care
physician’s offices or groups joining later. Referring to the 4-quadrant model, if there
were to be a progression of increasing requirements, it would make sense to start with
the quadrants that are best served by FQHCs (people with less severe behavioral health
issues).

As mentioned before, ensuring that sufficient numbers of care managers/navigators
are in place at the outset will help improve timeliness of care and access. Care
managers are the participant’s communication link to services such as 24/7 on call,
comprehensive disease management, screening for depression and substance use
disorders, referrals to mental health and substance use treatment, and they can
facilitate the “warm hand-off” between primary and behavioral health care at co-located
settings.

d) How explicit should requirements be about how an entity achieves coordinated care?
For instance, should the care coordination entity be required to assign an integrator or care
coordinator to each enrollee?

The common set of outcome measures determined by consensus of stakeholders
should dictate how an entity achieves coordinated care. Timeliness of access should be
a critical outcome. An integrator/care manager/navigator should definitely be
assigned to each enrollee.

e) Where, if at all, should HFS provide some kind of umbrella coverage for entities, e.g.
negotiate a master pharmaceutical contract that would be available to all coordinated care
entities?

A master pharmaceutical contract would be very helpful and there may be other
examples of umbrella coverage that would be cost efficient and useful for entities.

f) What incentives could be offered to enlist a wide range of providers, in key service
areas, to join coordinated care networks?

It is important to realize that coordinated care represents huge system changes for
providers in monitoring outcomes, providing service utilization data, performance
guidelines, and increased sharing of financial risk. Rates, access, and preferred
provider status are incentives to help enlist providers. We may also see these demands
to operate differently result in attempts of provider agencies to integrate services
through affiliations and mergers.

Many providers have inadequate HIT systems, and in the case of behavioral health
providers, they were excluded from the previous federal HITECH bill to incentivize
providers to update their health information technology systems. We are hopeful that
S 539, which adds behavioral health as a necessary component of electronic health
records and meaningful use of health information technology, will ultimately pass.
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This is important to ensure that mental health providers are able to collaborate and
coordinate care with other health care providers.

2. What should be appropriate measures for health care outcomes and evidence-based
practices?

Questions for Comment
a) What are the most important quality measures that should be considered?

Health care outcomes measures should be aligned with national health care reform
outcome measures and should be further defined for lllinois by a group of
stakeholders representing state and local government, providers, individuals and
families, and social service organizations. An example of good behavioral health-
related measures is from the National Behavioral Health Quality Framework draft in
Appendix A. The Healthy People 2020 leading health indicators, which include the
most important determinants of health (i.e., those which have the most effect on
morbidity and mortality), are in Appendix B. These two documents provide a
foundation for ensuring that the services we fund and provide in the coordinated care
program result in better health and a higher quality of life for the people we serve.

ACMHAI suggests the following specific quality measures to consider:

e Timely access to care
Periodic screenings
Health status (including mental health)
Patient longitudinal symptom management (rather than “snap shot” symptom
management)
Mid-course corrections based on clinical and patient feedback
Progress toward achieving goals established in a treatment plan
Reduction in mortality
Reduction in rehospitalizations
Improvement in school performance
Improvement in family’s ability to successfully parent their child
Tracking service utilization to identify trends and project future costs
Adherence to fidelity models
Consumer satisfaction

b) Is there one set of measures that should be applied to all coordinated care or might
there be different measures for different kinds of clients--for instance, children versus adults or
disabled versus non-disabled?

There are some differences as noted above, between children’s and adult measures,
and there are certainly additional measures based on the services applicable only to
people with disabilities. These measures can be added to the health, quality of life,
and cost effectiveness measures rather than separated out as an entirely different set.

Examples of additions to the measures particularly relevant to children who are high
service utilizers include:



e Auvailability of pooled funds from contributions of all child-serving agencies

e Seamless transitions between levels of care

e Access to intermediate-level, alternative services (e.g., intensive home-based
services)

e Auvailability of a continuum of case management services (ranging from benefits
management to intensive clinical case management)

e Reduction in percentage of children requiring out-of-home, high cost
placements (foster care, residential care, juvenile detention/incarceration,
psychiatric hospitalization) due to emotional or behavioral problems

d) What kind of guidance is available concerning the number of measures that would
make sense, especially since coordinated care covers a broad spectrum of care?

Prior medical history and data on crisis care would be helpful (see Appendix C for
example of request submitted to HFS in 2010) to determine measures around cost
effectiveness of care. We would also look to federal sources, such as SAMHSA, CDC,
and HHS, for guidance on measures.

e) What percentage of total payment should be specifically tied to quality measures?

An alternative would be to adjust the Medicaid rate by 1-2% up or down based on
whether the targets for the quality measures have been reached.

f) How can the Department most effectively work with other payers to adopt a
coordinated set of quality measures so that providers would have a clear set of measures
toward which to work?

After determining the payers who would be involved, ACMHAI recommends assigning
representatives to review other state systems and use national guidance to create a
working list of measures. Convene meetings to hone down or enhance the list to make
it workable for lllinois. As a representative of local government funders of
behavioral health and developmental disabilities services, ACMHAI volunteers to
work with HFS on adopting a coordinated set of quality measures.

g) How will we know when we have achieved care coordination, i.e. how should we
measure success?

Participants will have timely access to care, the capacity of the network will improve,
screenings will increase, and cost shifting/reduction will occur. Not only will primary
care welcome behavioral health care as a component of its regular service delivery
(e.g., Bright Futures: Guidelines for Health Supervision of Infants, Children and
Adolescents - developed by the Health Resources and Services Administration, in
conjunction with pediatricians, consumer representatives, and other experts, to serve
as a national standard for quality well-child care), behavioral health will expand its
parameters to include primary care (e.g., evolving wraparound program beyond solely
behavioral health services and supports).



3. To what extent should electronic information capabilities be required?

Questions for Comment

a) What type of communication related to the clinical care of a Medicaid client should
be required among providers until electronic medical records and health exchanges become
ubiquitous?

The communication among providers is another area in which care managers/patient
navigators will be critical. Medication management and general chronic disease
management, screening and test results, longitudinal symptom information, measures
of the effectiveness of therapeutic interventions, as well as adherence to the
interventions by clients and families, should be shared among providers.

b) Should the Department offer bonuses for investments in EHR systems, above the
substantial incentives from ARRA?

HFS should definitely offer bonuses for investments in EHR systems, with particular
regard to behavioral health providers if the Behavioral Health IT Act does not pass and
they are not able to receive substantial incentives from ARRA.

c) If additional incentives were going to be added for being electronically enabled, that
would inevitably mean less reimbursement somewhere else. How important are incentives
above and beyond the ARRA incentives to induce electronic connectivity? What trade-offs
would be appropriate to support such incentives? (For instance, should the amount of money
available for outcome incentives be reduced to increase these incentives? Or should there be a
lower base rate with specific incentives for increasing connectivity?)

There should be a rate differential or lower base rate for providers until their electronic
health records are fully compliant.

d) On what time frame should we expect all practices to be electronically enabled? How
would we operationalize the requirements? Is tying them to the official "meaningful use"
requirements sufficient?

In order to expect all practices to be electronically enabled, state agencies’ electronic
systems would first need to be fully integrated with a data warehouse system that
combines physical health and behavioral health data, including claims and care
management information, that will produce meaningful and actionable reports on
member status and care needs by municipality. An integrated state system will allow
for accurate baseline data on which to build the coordinated care program measures.
Therefore, the time frame for providers to be electronically enabled is dependent on
the length of time required for the State’s electronic reporting systems to be updated
and integrated.



Sufficient health information systems must include intake, assessment, treatment
planning, service utilization, outcomes measurement and pricing documentation.

4. What are the risk-based payment arrangements that should be included in care
coordination?
The Medicaid reform law is clear that risk is a key component of coordinated care. Capitated
payments paid to traditional managed care organizations are obvious; however, the law is not
specific as to whether coordinated care entities need to assume 100% of the risk and other risk-
based arrangements might be considered. The Department is mindful that provision of
efficient, high quality care is most determined by the people closest to providing that care, and
providing appropriate incentives is the best way to fully engage them in focusing on outcomes.
We understand, however, for many providers this is a challenge to current operations.

Questions for Comment
a) How much risk should be necessary to qualify as risk-based?

It is difficult to respond with a specific percentage of risk, but we defer to David
Lloyd’s payment model list, with fee-for-service as the highest payer risk and lowest
provider risk to full risk capitation per member/per month. He suggested that a
system which is primarily fee-for-service could achieve a shift to a shared risk model of
bundled rates/episodes of care rates.

b) Could "risk-based arrangements" include models with only up-side risk, such as pay-
for-performance or a shared savings model? But if it's only up-side risk, is there any "skin in the
game", without something to be lost by bad performance?

Realistically, as lllinois is primarily fee-for-service, it would be a stretch to implement a
model other than pay-for-performance or shared savings, at least in the beginning. A
risk/reward system should be structured so that savings from decreases in inpatient
costs can be re-invested in outpatient service initiatives.

c) If initially included, over what time frame should these arrangements be replaced
with the acceptance of down-side risk?

2013 or 2014, when the ACA is fully implemented, assuming an operational Health
Benefits Exchange and an integrated electronic health records system in lllinois with
good baseline data and at least one year of performance measurement, would be an
appropriate time for a higher level of accountability.

d) What should be the relative size of potential payments conditioned on whether a
provider is accepting full risk as compared to a shared savings model?

This should be revisited after the coordinated care program has been operating for one
year and could possibly be discerned from the integrated care pilot results.



e) In the case of either a capitated or a shared-savings model, what should be the
maximum amount of "bonus"? Stated differently, what is the minimum Medical Loss Ratio for a
provider?

Same as d) above; Research needs to be conducted on states with capitated and
shared-savings models.

f) Who should be at risk? Is it sufficient that the coordinated care entity accepts risk, or
must there be a model for sharing that risk with direct providers?

At the beginning, the risk should be shared by the Department and the care entity,
with transitions to sharing risk with providers as mentioned above.

g) How should risk adjustment be included in the model? Conversely, how should "stop
loss" or "reinsurance" programs be incorporated?

HFS and the Department of Insurance should make the decisions on risk adjustment,
stop loss and reinsurance programs.

h) How can the state assure that capitated rates or other risk-based payments are not
used to limit appropriate care or serve as a disincentive to diagnose and treat complex (i.e.
expensive) conditions?

ACMHAI believes capitation rates must be built on historical intake, assessment,
and service utilization data. In Tennessee, for example, the state oversight agencies
specify funding for behavioral health services and track expenditures separately from
the primary health benefit. If behavioral health is carved-in with primary health care,
there must be a shared understanding of the funding associated with behavioral health
benefits among the state oversight agencies, the health plans, and the behavioral
health organizations. Pooling or blending funding from multiple sources is another
way of enabling care coordination entities to provide wrap-around services, perhaps
decreasing the limitation of appropriate care for treating complex and expensive
conditions.

5. What structural characteristics should be required for new models of coordinated
care?
Assuming the Department enters into contracts with entities other than managed care entities,
the Department must have criteria to determine if the entity has the capability to successfully
coordinate care for Medicaid clients.

Questions for Comment

a) Should Medicaid lead or follow the market? Should we contract only with entities
with operational, proven models or should we
client?

Initially, Medicaid should contract only with entities with operational, proven models.
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b) What is the financial base necessary to provide sufficient stability in the face of risk-

based arrangements? How should the deter mi

for one and two-sided risk arrangements? Should Department of Insurance certification be
required?

Yes, ACMHAI supports the involvement of the Department of Insurance in risk-based
arrangements including certification.

c) Should there be a minimum number of enrollees required in an entity for it to be
financially stable and worth the administrative resources necessary to accommodate it and
monitor it? Should that amount differ by types of client? Can it be different for entities taking
one-sided as opposed to two-sided risk?

Yes, with the exception of rural pilot programs.

d) What primary care or access to specialty care should be required? How extensive
should be the network of providers to be able to offer access to a full range of care?

Requirements should be based on the quality measures established for timeliness to
accessing care, distance to and between primary care, specialty care and social service
providers, and available transportation to ensure that services are convenient to
individuals and families.

Within the network there should be providers with experience in specialized treatment
and support programs, such as assertive community treatment for adults and home
and school-based services for children.

e) Should special arrangement be made to accommodate entities that want to provide
coordinated care to particularly expensive or otherwise difficult clients?

ACMHAI believes it will be necessary to make special arrangements for
coordinated care by developing protocols to address the unique needs of highly
resistant or difficult to serve, multi-problem adults, children and families. There
will be an even higher need for interagency coordination, culturally competent
interventions and more effective interventions pursued after review of services utilized.
Because of the complex needs of this population, the division of responsibilities and
access procedures among state agencies may require a well-defined interagency
memorandum of agreement or a legislative proviso. Additionally, the coordinated care
entity should provide a mechanism for dealing with members whose behavior is
disruptive to the treatment process to ensure specialized support programs to address
their needs.
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6. What should be the requirements for client assignment?

Care coordination entities must serve an identified population that is enrolled in Medicaid; they
cannot exclude any member of the population for which they are responsible — or individually
“cherirck” t heir own enroll ees. The curr
Primary Care Case Management program) requires that all Medicaid clients be enrolled with a
specific primary care provider. Under the new policy, Medicaid clients may be required to enroll
in a specific care coordination program, with enrollee protections to assure quality and access.
Steps should be taken to maximize the proportion of clients who voluntary enroll (self-assign),
but when clients do not choose, how should they be assigned?

a) The Medicaid reform law requires that clients have choices of plans, as do federal
regulations. Would it make sense to limit the choices of clients by underlying medical
conditions? (For instance, can all clients with specified behavioral health issues be required to
choose among a different set of providers than clients not so identified?) Is this practical?

ACMHAI strongly believes medical necessity must be viewed as a pathway to care,
not a barrier, so that services such as home-based care for children and
adolescents with severe emotional disturbance (SED) and psychosocial
rehabilitation programs for adults are available. Administrative rules should be
reviewed and revised to coincide with the coordinated care program. Otherwise, those
individuals needing access to specialty care will run up against the same barriers of
access to evidence-based programs in their communities because of the belief that
they are not covered under Rule 132 or other applicable rules for specialty care.

Clients with specified behavioral health issues should not be required to choose among
a different set of providers, but all providers in the program should be able to refer to
specialty providers.

ACMHAI has serious concerns about existing medical necessity definitions such
as in Part 132 (Medicaid Community Mental Health Services), especially as it
pertains to children and adolescents. We see part 132 medical necessity as an
example of a barrier to services and believe this definition should be revised and
expanded to adhere to the “correct or ameliorate” standard under the federal EPSDT
(Early and Periodic Screening, Diagnosis and Treatment) requirements. For example,
North Carolina’s definition of ameliorate is “to improve or maintain the recipient’s
health in the best condition possible, compensate for a health problem, prevent it from
worsening, or prevent the development of additional health problems. Even if the
service will not cure the recipient’s condition, it must be covered if the service is
medically necessary to improve or maintain the recipient’s overall health.” Jane Perkins
of the National Health Law Program contends that a definition excluding the notion of
improvement would not be consistent with previous CMS statements. Moreover, under
EPSDT, states must cover rehabilitative services if they will correct or ameliorate the
child’s condition, and rehabilitative services are defined in the Medicaid Act as those
recommended by a physician or other licensed practitioner “for maximum reduction of
physical or mental disability and restoration of an individual to the best possible
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functional level.” 42 U.S.C. 1396d(a)(13). (See Appendix D for a Medicaid Managed
Care Check List, Appendix E for the North Carolina model EPSDT Policy instruction
sheet, and Appendix F for A C MH A lettes to DMH regarding the Medical Necessity
definition in Rule 132.)

Concerning enrollment in specific care coordination programs and with specific
primary care providers, it would be beneficial from the disease management
standpoint to ensure that behavioral issues are not overlooked in the existing disease
management program and that care managers work more collaboratively with the
behavioral health providers. One of the key principles of chronic disease management
is patient education and self-management. The process of engaging a person to accept
the status of his or her health and embracing the lifestyle changes required to enhance
daily living is focused on changing negative behaviors. Many of the patients with
chronic diseases have co-morbid conditions, with depression as the most prevalent.

b) How much should the Department stratify choice areas by geography? Considered
alternatively, would a provider need to have network coverage throughout a major area, such
as Chicago? Or could a coordinated care entity limit its offerings to a particular neighborhood?

It is very important to stratify by geography, making choices based on public
transportation and distance from participants to providers and between providers.

c¢) Can entities limit the eligible population they serve, and how narrowly can they limit
their population? (Can providers, for instance, limit themselves to AABD or TANF populations,
or even more narrowly, such as children with complex medical needs or individuals with serious
mental illness)?

Yes, particularly specialty service providers will most likely limit the populations they
serve. For example, behavioral health providers would potentially contract with a
primary care entity to bring in a physician, nurse practitioner, or physician assistant to
provide primary care services for their recipients with SPMI or SED.

In many states, children with severe emotional disturbance (SED) are considered
eligible for care management through state Title V CSHCN (Children with Special
Healthcare Needs) programs. In lllinois, the CSHCN care management does not include
children with SED unless they have a co-existing specified physical disability even
though children with SED most often have life long chronic conditions which require
expensive medications and frequent hospitalizations. lllinois Medicaid children with
SED do not receive integrated care even though they are likely involved with multiple
systems and they only receive episodic care management when they experience a
crisis. With care management services such as those already available in Illinois for
CSHCN, a more holistic and continuous approach to their care might alleviate high cost
crisis care, hospitalizations and out-of- home placements. There is an inherent conflict
with care management for children with SED in lllinois in that the “case management”
must be provided by a community mental health agency that is delivering the
treatment. The resulting care management/treatment plan usually involves only the
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services which that center can deliver, excluding necessary medical and social services
for children with SED to thrive emotionally and physically, adding to the disparity in
treatment options facing this special population. ACMHAI supports an
administrative rule change to expand the scope of CSHCN to include children with
SED, which will allow them to have the same benefits of care management as
other children in the CSHCN program and will reduce high costs of crisis driven
care.

In addition to reducing the high costs of crisis driven care, all CSHCN program
participants, including children with SED, qualify for the new Medicaid option that
permits enrollees with at least two chronic conditions, one condition and risk of
developing another, or at least one serious and persistent mental health condition, to
designate a provider as a health home. The ACA’s added incentives to develop this
type of health home are: 1) 90% FFP to states for two years; and 2) Grants to states to
promote Community Health Teams that support the patient-centered medical home
through collaboration with providers, coordination of disease prevention and
management, case management, and support for transitional health care needs from
adolescence to adulthood.

(Relating to this topic, se e Appendi x G for the Il linois Public
resolution to work with other stakeholders to expand access to services under EPSDT
through interagency agreements between Title V programs and Medicaid.)

d) On what basis should assignment of clients who have not self-assigned be made in
the first year?

Geographic congruence, transportation availability, and history of specialty care use
are important factors in assigning clients.

e) One approach would be to make auto-assignment to capacity in proportion to the
self-assigning choices. Another approach would be to allow providers to bid on slots, with lower
rates getting a larger proportion of the auto-assignees. What are the strengths and weaknesses
of these approaches? Are there other approaches?

At the beginning, it may be best to auto assign proportionately among the provider
pool, but over time it makes sense to auto assign in relation to both cost and health
outcomes.

f) Over time, the auto-assignment bases could change: one approach would be to make
auto-assignment in relation to outcomes. Cost could also be a factor. How long a period should

be allowed before switching to a more experienced-based formula?

One year seems reasonable if the electronic system for tracking measures and sharing
health records is in place at the start.
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g) Whether for self or auto-assignment, should there be a client lock-in period? If so, for
how long? What safety mechanism should exist for clients where stringent enforcement of the
lock-in would be detrimental?

Clients should have the flexibility to change providers if they are not satisfied with
their care. This is an issue that requires the assistance of the care manager and
possibly a special advocate.

h) If the Department sponsors some demonstration projects to launch care
coordination, how can enrollment be mandated?

There may be some lessons to be learned from the Integrated Care pilot to assist in
launching care coordination enrollment.

In the children’s system, lllinois currently has a SASS (Screening and Support Services)
program for Medicaid children with SED who are often the high utilizers of psychiatric
hospitalization and intensive community based services. Participation of coordinated
care through an MCO could be mandatory for that population as a stipulation for
receiving the enhanced behavioral health EPSDT treatment services.

i) How should care be coordinated for Medicaid recipients who are also enrolled in the
Medicare program?

This is a policy issue to be resolved at the federal level, but the care coordination could
primarily be the same, except that senior service providers and additional payers
would be involved.

7. How should consumer rights and continuity of care be protected?

Over the last 20 years, the managed care model has matured significantly. It has moved from
an emphasis on disapproving care to an emphasis on actually coordinating care. This emphasis
has been reinforced by the more rigorous review of managed care entities (such as NCQA
assurances) and, at the current time, there is good reason to believe that the degree of quality
assurance and oversight in the managed care market is greater than what exists in the fee-for-
service market, in which every patient is required to fend for herself with little oversight or
assistance. As part of maintaining, and building on, these improvements, however, it is
appropriate to assure that clients have reasonably defined ways of expressing their satisfaction
with the care they are receiving and have issues addressed, whether they are enrolled in
traditional managed care entities or some alternative coordinated care model.

In addition, after January 1, 2014, the Health Benefits Exchange will become operational under
the Affordable Care Act. Newly eligible Medicaid clients in lllinois would likely be offered
coordinated care; other clients over the 133% Federal Poverty Level threshold would be
shopping for private health insurance, with tax subsidies. The Department is committed to
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making sure that clients' can continue to use the same providers, even if their source of funding
is changed due to shifting income.

Questions for Comment

a) How do we assume continuity of care as entities come and go or change contractual
status? (This issue could be particularly acute if HFS "leads" the market by allowing contracting
with entities for whom Medicaid is their only coordinated care contact.)

Care managers/patient navigators play a critical role in ensuring participants do not
fall through the cracks as coordinated care entities change contractual status. Keeping
the payment source current as clients’ income levels change should be the function of
an updated health information technology system (EVE) at the State level and through
Medicaid/HBE enrollment managers.

b) Although not strictly a coordinated care issue, how can continuity of care be
maintained for low income clients across Medicaid and other subsidized insurance programs--
such as will be provided by the Health Benefits Exchange under the ACA? In that respect, how
important to continuity is a Basic Health Plan (a provision in the ACA that allows States to
create a plan for clients with incomes between Medicaid eligibility and 200% of the Federal
Poverty Level)?

It will be important for care managers/navigators to be familiar with the provisions of
the Health Benefits Exchange so that they can counsel participants as they may move
back and forth between programs. It would be beneficial and less confusing to have a
basic health plan for those clients with incomes between Medicaid eligibility and 200%,
as they would be the most likely population to move back and forth.

c) Should plans be required to offer plans in both Medicaid and the Exchange, with
essentially transparent movement from one to the other if client income or circumstances
change?

Yes, it would be best for both the participant and the coordinated care entity.

d) What rights, if any, should the client have to continue a medical home relationship in
changing circumstances?

The client should have the option of a 6-month to 1-year enrollment period before
transitioning to a different medical home. Within this time a transition plan should be
prepared that addresses the individual’s and family’s clinical needs to minimize
disruption to existing care and to optimize services.

e) What mechanisms should be required to obtain client information on an ongoing
basis about plan quality? What appeal rights might be necessary?
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ACMHAI strongly supports the involvement of primary consumers and family
members in the design, implementation, quality improvement initiatives,
approaches to grievance, and appeal processes by serving on advisory boards or
as peer mentors. TennCare, for example, requires that each managed care
organization’s advisory board includes primary consumers and family members as 51%
of its membership. As reported by Monica Oss of Open Minds, recent research by the
University of Vermont suggests that when families are actively involved in the
treatment planning process of their children, the service plans are consistently less
restrictive and less costly over time than those designed solely by professionals.

While the care manager could routinely obtain information from the client about plan
quality, it would be more objective to involve a separate advocate to conduct these
assessments as well as inform participants of their rights to appeal.
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coordinated care?

While this paper makes it clear that there are numerous policy issues that are open for
discussion, it is our hope that the range of issues raised also makes it clear that the State is
committed to testing new models in addition to traditional managed care. Recognizing that any
intentions at this point are preliminary, it would be useful to get some sense of how various

providers and provider groups are thinking they might participate in coordinated care.

Questions for comment:

a) How would your organization participate in coordinated care? Entities might be
considering responses such as contracting with coordinated care entities or forming Community
Care Networks or Accountable Care Organizations (ACOs) that could directly accept risk. If you
aren't sure how your organization would participate, what would be some of the factors
impacting your choice?

The Association of Community Mental Health Authorities (ACMHAI), representing
mental health boards across the state that plan, fund and coordinate behavioral
health and developmental disabilities services in their communities, would serve
as a source of information for providers, social service agencies, other local
governmental entities, schools, individuals and families. Additionally, some of the
mental health boards may be able to fund care managers depending on the local
situation. Many of our members have strong working relationships with their local
health departments and federally qualified health centers, and have already embarked
on initiatives to integrate primary and behavioral health care. Local mental health
authorities could also be instrumental in collecting community level outcomes data and
share these reports with the State when the local and state electronic systems are
compatible. As funders of community-based organizations such as NAMI, we will
support the dissemination of the coordinated care program through these
organizations as well as health promotion and wellness information. NAMI and other
community-based organizations will be critical for gaining buy-in from individuals and
families for the coordinated program. As local mental health authorities are not
providers of direct service, we are in a pivotal position to fund ancillary services to
support the infrastructure requirements for coordinated care.
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b) Do you have some model in mind that you think would work to meet the terms of the
law and also work well for you and the patients you serve? If so, please share it.

Although ACMHAI and our members do not directly serve the Medicaid population, we
have funded services for adults and children with Medicaid and many people who are
not Medicaid eligible. In anticipation of the exciting changes in local funding of
community mental health services with the advent of Medicaid expansion and Health
Benefit Exchange, we offer support to help ensure the success of the Coordinated Care
Program. ACMHAI proposes a pilot to be conducted in communities with less than
350,000 residents, which have local mental health authorities, to provide coordinated
care to specialty populations. Our proposal follows Question 8.e.

ACMHAI also recommends Massachusetts’ exemplary program, MassHealth, a
Children’s Behavioral Health Initiative (CBHI), as a model to successfully coordinate
care for children with severe emotional disturbance/disorders. Through CBHI,
MassHealth requires primary care providers to offer standardized behavioral health
screenings at well child visits, mental health clinicians to use a standardized behavioral
health assessment tool, and provides new or enhanced home and community-based
behavioral health services. (See Appendix H for Ma s s He a@BHIrsérgices listing.)

c) Is your organization considering developing a Medicare ACO? Do you see
opportunities for entities like ACOs in the private market? How do you see yourself involved in
either Medicare or other forms of ACOs?

Although we are tracking the developments of ACOs, at this time local mental health
authorities are not directly involved in forming or implementing an ACO. However, a
draft graphic for a proposed public/private partnership to develop an ACO is on page
19.

d) If your organization is considering participating in Medicaid coordinated care in some
way beyond contracting with coordinated care entities, do you think you will be ready to do so
by mid-2013? If not, when?

Yes, this timeline is reasonable.

e) For how many Medicaid clients could you anticipate taking coordinated care
responsibility? Is there a particular group of clients for whom you believe your organization is
particularly suited or for whom it has developed particular expertise?

Approximately 90% of our members’ funding has been for non-Medicaid clients,
especially in the last year with the decreasing State funding for this population. Most
of these clients would qualify for the Health Benefits Exchange or move back and forth
between HBE and Medicaid.

A group of clients that several ACMHAI members are particularly interested in assisting
with the development of a coordinated care program are children with severe
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emotional disturbance. Coordinated care is critical for these children with so many
families caught in the cycle of having to relinquish custody of their children due to the
lack of a continuum of care infrastructure. Implementing the MassHealth (described
above and in Appendix H) model would address the needs of these children and their
families and help lllinois avoid a lawsuit, as Massachusetts had to endure (Rosie D.)
before initiating this program. A pilot project in one or more areas of the state would
be able to demonstrate this approach by mid-2013.

Public/Private Partnership to Develop an Accountable Care Organization

Primary Care /
Public Health/
Physician Groups

Accountable Behavioral Health
Care Providers,
. . Residential
Organization for Treatment

Children and . Cgr;ter:anq |
t t.
Adolescents PRI

Health Systems,

and Hospitals

Governmental
Payers: Local
Mental Health
Authorities, State
Departments/ and
private sources
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COORDINATED CARE PILOT FOR SPECIAL POPULATIONS

Background:l n response t o HFS’ tkeCdordigptedCsrd PrograbnfACMHAIMMe nt o n
Medicaid Committee Members identified the continued need for special strategies to address two

vulnerable and medically complex populations. The first population is Medicaid, including KidCare

children who have a severe emotional disorder, potentially at risk for psychiatric hospitalization and/or

residential treatment and may also have co-morbid physical health conditions such as obesity, traumatic

brain injuries, or other developmental issues. These children may have also been or are currently

involved in other systems, such as child welfare and juvenile justice.

The second population is adults with severe and chronic mental illness represented by low GAF scores,
diagnosis requiring constant psychiatric attention and need for rehabilitative services. This population is
at risk for hospitalization and may have co-morbid physical health conditions such as obesity, traumatic
brain injuries or hypertension. They may also be at risk for institutional care, such as in nursing homes.

Project Description

In population areas of less than 350,000 - rural or suburban settings in which the community system can
demonstrate coordinated efforts to plan, evaluate, and monitor mental health, substance abuse, and
developmental disabilities and an adequate publicly supported provider system specializing in
behavioral health and developmental disabilities as well as access to medical provision of care for the
Medicaid population, HFS should consider a multi-year pilot to provide for a community based
Coordinated Care project. The project is designed to share planning, monitoring and oversight with
community stakeholders and to provide eligible services to the defined and enrolled population as
stated above on a continued fee for service, non-risk basis. It is expected that cost reporting will be
provided by HFS to compare the pilot medical exposure of cost with cost avoidance of inpatient,
residential treatment, or institutional care for the same period.

The following principles will guide the project:

- Shared Governance representing a public-private partnership among HFS, Local Mental
Health and Developmental Disabilities Authorities and Health Departments, Federally
Qualified Health Clinics, Hospitals or Health Systems, and consumers.

- Client centered, family focused approach to care built on Wraparound models for Children
and Adolescent and Recovery Action Models for Adults.

- Use of evidence-based practices in all behavioral healthcare provision.

- Appropriate and timely access to care, including specialty psychiatric and medical care.

- ldentified quality outcomes that drive performance improvement and documented impact.
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APPENDIX A

National Behavioral Health Quality Framework:

Priorities, Goals, Opportunities for Success and Illustrative Measures

Priority

Statement

#11

Promote the
most effective
prevention
treatmentaind
recovery
practices for
BH disorders

DRAFT

Goal Statements and lllustrative Measures

Goal:
Prevent and reduce the harm caused by mental illness and addictions

Opportunities for success:

Reduce suicides

Reduce underage and problem drinking

Reduce binge drinking

Reduce illicit drug use

Reduce tobacco use

Improve functioning

Increase the number of individuals who achieve recovery goals of
health, home, purpose, and community

Illustrative Measure:
Population

[llu strative Measure: Illustrative Measure:
SAMHSA System/Provider

Percentage of clients
receiving services who
report improved
functioning improved
living conditions;
improved social supports

Use of recovery measureg Percentage of
youth/adults reporting
binge drinking in the past
30 days

H2 —

Assure BH care
is person- and
family-
centered

Goal:

Structuring services in ways that meet individual and family needs and making
patients centrally involved in decision-making about their care. Includes
enhancing capacity to capture and act on patient-reported information,
including preferences, desired outcomes, and experiences with behavioral
health care

Opportunities for success:
e Integrate behavioral health consumer feedback on preferences and
experiences of care into all care settings
e Increase use of electronic health records (EHRs) that capture the
voice of the behavioral health consumer
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Priority

Statement

Goal Statements and lllustrative Measures

[llustrative Measure:
SAMHSA

Number of States
adopting shared decision-
making paradigms

lllustrative Measure:
System/Provider

Percentage of facilities
with functioning EHRs

Illustrative Measure:
Population

Percentage of individuals
receiving information to

make informed decisions
about treatment options

#3171

Encourage
effective
coordination
within BH care,
and between
BH care and
other health
care and social

Goal:

Create a less fragmented and more coordinated behavioral health care sy
and improve coordination of this system with other health care and social

support sysms

Opportunities for success:

¢ Reduce preventable behavioral health hospital admissions and

readmissions

e Prevent and manage chronic illness and disability among behavio

practices to
enable healthy
living

support health consumers
services e Ensure secure information exchange to promote efficient behavio
health care delivery
lllu strative Measure: lllustrative Measure: lllustrative Measure:
SAMHSA System/Provider Population
Percentage of grantees th Percentage of individuals | Percentage of individuals
provide screening and/or | with MH/SUD with an with severe mental illness
assessments thate inpatient readmission who report social
coordinated amongr within 30-, 60-, and 96 supports/social
shared acrossgencies days of a previous connectedness
admission for the same
condition, as measured by
diagnostic codes
#A1 Goals:
Assist Support every U.S. community as it pursues local behavioral health priori
communities to| and sipport individuals in achieving recovery
utilize best

Opportunities for success:

¢ Increase the provision of preventive behavioral health services for

children and adults

e Increase the adoption of evideruased behavioral health

interventions to improve public health

[llu strative Measure:
SAMHSA

Percentage of service
population receiving any

Illustrative Measure:
System/Provider

Percentage of adults
screened for depression

Illustrative Measure:
Population

Percentage of adults with
behavioral health disorder
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Priority

Statement

Goal Statements and lllustrative Measures

evidence based practice

and receiving a
documented followup

plan, orscreened for risky
alcohol use and if positive
receivng brief counseling

who report stable housing

#5171

Make BH care
safer by
reducing harm
caused in the
delivery of care

Goal:

Eliminate preventable and/or adverse behavioral health care induced

consequences

Opportunities for success:

e Reduce adverse medication events
e Eliminate abuse and neglect in psychiatric facilities

[llustrative Measure:
SAMHSA

Percentage of complaints
of alleged abuse, neglect,
and rights violations
substantiated and not
withdrawn by the client
that resulted in positive
change as a result of
PAIMI involvement

llustrative Measure:
System/Provider

Number of cases of abuse
and neglect in psychiatric
facilities

Illustrative Measure:
Population

Number of individuals
with a behavioral health
disorder reporting an
emergency department
visit for an adverse
medication event

#6171

Foster
affordable high
quality BH care
for individuals,
families,
employers and
governments by

Goal:

Reducebehavioral healtisostswhile improving service quality and efficiency
for individuals,families, employers and government

Opportunities for success:
¢ Increase health insurance coverage
e Improve access to behavioral healtre
e Reduce financial barriers to care

developing and
advanciig new
delivery models

[llustrative Measure:
SAMHSA

Number of admissions to
substance abuse treatmer
programs receiving public
funding

Illustrative Measure:
System/Provider

Percentage of individuals
enrolled in health
insurance

Illustrative Measure:
Population

Percentage of individuals
who report that financing
and/orcost is a barrier to
accessing ad/or receiving
behaviorhhealth services
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Appendix B
Healthy People 2020

Leading Health Indicators

. Healthy and Active Lifestyle

a) Increase the proportion of adolesceantsl adultavho meet current Federal physical
activity guidelines for aerobic physical activity and for musttengthening activity.

b) Reduce the proportion of children, adolescentd,adults who are obese

¢) Reduce food insecurity for children and households.

d) Reduce consumption of calories from solid fats and added sugars in the population aged 2
years and older.

. Tobacco
a) Reduce tobacco use by adolescamid adults
b) Reduce the iniation of tobacco use among children, adolescents, and young adults.

. Substance Abuséother than tobacco)

a) Reduce pasmonth use of illicit substances.

b) Reduce the proportion of adolescents and adults engaged in binge drinking of alcoholic
beverages.

. Oral Health

a) Reduce the proportion of children and adolescents who have dental caligs in t
primary or permanent teeth.

b) Reduce the proportion ehildren, adolescents, aaduts with untreated dental decay.

. Injury and Violence

a) Reduce fatal andamfatal injuries.

b) Reduce motor vehicle crasblated deaths
c) Reduce homicides.

. Responsible Sexual Behavior

a) Reduce pregnancy rates among adolescent females.

b) Increase the proportion of adolescents aged 17 years and under who have never had
sexual intercarse

c) Increase the proportion of sexually active persons, between 15 and 44 years, who use
condoms

. Mental Health

a) Reduce the suicide rate

b) Reduce the proportion of adolescents and adults who experience major depressive
episodes (MDE)
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8. Maternal, Infant, and Child Health
a) Reduce infant deaths
b) Reduce low birth weight (LBW) and very low birth weight (VLBW)
c) Increase the proportion of pregnant women who receive early prenatal care

9. Environmental Determinants: Natural and Built Environment
a) Reducethe number of days the Air Quality Index (AQI) exceeds. 100
b) Reduce the proportion of nonsmokers exposed to secondhand. smoke

10. Social Determinants

a) Increase educational achievement of adolescents and young adults.

b) Improve the health literacy of the pdption.

c) Increase the proportion of children who are ready for school in all five domains of
healthy development: physical development, sesmabtion development, approaches to
learning, language, and cognitive development.

d) Reduce the number of individgadnd households who score highly onEleenomic
Hardship Index

11. Clinical Preventive Services

a) Increase the proportion of adults who receive a colorectal cancer screenith@hise
most recent guidelines.

b) Increase the proportion of adults with hgieasion whose blood pressure is under
control

c) Increase the proportion of the diabetic population with an Alc value less than 7 .percent

d) Increase the proportion of persons who receive appropriate evilased clinical
preventive services

12. Access to Care Services
a) Increase the proportion of persons with health insurance.
b) Increase proportion of persons with a usual primary care provider
c) Increase the proportion of persons who have a specific source of ongoing care.

13. Preparedness Infastructure
a) Reduce the time necessary to activate designated personnel in response to a public health

emergency
b) Reduce the time for State public health agencies to establish after action reports and
improvement plans following responses to public heattergencies and exercises

14. Public Health Infrastructure

a) Increase the proportion of tribal, state, and local public health agencies that are
accredited.
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Appendix D

Medicaid Managed Care and Children with Special Needs Outreach and the
Provision of Information

National Health Law Program

1. Do guidelines and contracts set forth the specific responsibilities of plans, contracting providers, and the state

agency for conducting outreach and to inform special needs children, adolescents, and their families?
2. Will each enrollee be provided information, in writing and face-to-face about:

(a) the need for preventive care;

(b) EPSDT services;

(c) appointment scheduling and transportation assistance;
(d) managed care, gatekeepers, and accessing specialists.

3. Will plans be required to document when enrollees decline EPSDT services and to deem the rejection as specific

to that particular service (so that outreach and informing for future EPSDT services continues)?

4. Will "high-risk" enrollees receive targeted outreach and informing regarding EPSDT (e.qg., families of children with
developmental disabilities, adolescents, children in foster care, pregnant adolescents)?

5. Will the state agency, health plans, and providers use written and other appropriate means to communicate with

persons who are hearing or visually impaired?

6. Will the state agency, health plans, and providers use written and other appropriate means to communicate with

children and families who speak a primary language other than English?

7. Do the managed care guidelines and contracts clarify who has responsibility for informing enrollees of
transportation assistance -- including the availability of medical/specially equipped van transport -- and arranging for

or providing non-emergency transportation coverage?

8. Do the managed care guidelines and contracts clarify who has responsibility for informing enrollees, if needed, of

related transportation services, which include meals and lodging, and the cost of an attendant?
Screening Services

9. Do the managed care guidelines and contracts specify separate screening schedules for medical, vision, hearing,

and dental screens and allocate responsibility for each of these screens?
10. Will medical screens minimally include:

(a) comprehensive physical health and developmental history;
(b) comprehensive mental health and developmental history;

(c) a comprehensive unclothed physical exam;
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(d) immunizations as set by CDC,;
(e) laboratory tests, including lead blood tests;

(f) health education, including anticipatory guidance to the child and family.

11. Are network providers required to provide health education to family members, including information on

monitoring and improving specific health conditions?

12. Are plans/providers required to use mental health and developmental screening tools developed by child health

experts in these fields?

13. Do the contracts provide that primary care providers will be trained in the use of mental health screening tools

and identification of children needing referrals?

14. Are plans prohibited from requiring prior authorization for periodic and interperiodic screens?

15. Are plans/providers required to make referrals for necessary follow-up and treatment, assure timely receipt of

services, and maintain accurate health records for all screening components?

Treatment and Provider Participation

16. Do the managed care contracts list all of the services included in 42 U.S.C. § 1396d(a), specify which services
the plan is expected to provide, and describe the coordination process to ensure that all services listed in
1396d(a) are met, regardless of who provides them?

17. Are plans prohibited from placing caps on the number of services a child can receive (e.g. 2 psychology visits per

month)?

18. If plans are permitted to place tentative limits on treatment services, are the plans required to have an accessible,
easy to use prior authorization system to obtain additional medically necessary services without interrupting

continuous care?

19. Does the contract specify the EPSDT definition of medical necessity (42 U.S.C. § 1396d(r)(5)(services to correct
or ameliorate physical or mental conditions)?

20. Does the contract clearly explain that habilitative -- and not just rehabilitative -- services are covered under

Medicaid EPSDT and also who has responsibility for these services?

21. Are plans required to determine medical necessity based on the individual needs of the child?

22. Is the plan required to provide family centered services and involve families of children with special needs in

treatment decision making?

23. Does the plan's benefit package cover consumer-run services, family-to-family supports, and family monitoring of

care?
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24. Are providers encouraged to provide services in a manner that promotes hope, recovery, independence, and

respect?

25. Do treatment services emphasize early intervention, use of alternatives to restricted/institutional care, use of self-

help, and health counseling?

26. Are plans required to pay for out-of-network second opinions when services are denied to children with special

needs?

27. Are plans required to provide written notice to families when services to their children are denied, delayed,

terminated, or reduced (i.e. the plan takes an "adverse action")?

28. Are plans required to notify enrollees of the circumstances under which benefits will continue pending resolution

of disputes regarding terminated or reduced services?
29. Do the plan's written notices explain the right to a fair hearing to challenge the adverse action?

30. Do contracts specify that the plan must provide "case management" services as defined by the Medicaid Act (to

assist individuals in gaining access to needed medical, social, educational, and other services)?

31. Will the plan be required to have a specially designated case manager/case coordinator to assist children with
special needs and their families?

32. Will enrollees be informed of the availability of family planning services, both in and outside of the plans?

33. Will plans and providers be required to report encounter data sufficient to complete the HCFA Form 4167

34. Do guidelines and/or contracts include specific incentives/sanctions to assure at least 80% EPSDT patrticipation?

35. Are screening and referral rates publicly disclosed for each plan?

36. Are payment rates adequate to enlist enough providers for special needs children's services so that services are
available to Medicaid eligibles at least to the extent services are available to the general population in the geographic

area?

37. Does the contract require the plan to make available a pediatrician or adolescent specialist within stated travel

standards for every child/family who requests one?

38. Are plans required to guarantee access to pediatric specialists, children's hospitals, school clinics, and other

children's providers in their plan networks?

39. Are payment rates adequate to compensate gatekeepers to provide primary care and case management services

to children with special needs?

40. Will plans and providers be required to coordinate with other services, e.g. WIC, Title V, Part B and Part H, school

based services, Head Start?
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41. Are plans required to honor treatment plans developed by, or cooperate with the development of treatment plans
under, Part H, Part B, and Title V?

42. Are health plans required to monitor the development of children who are at risk of development disability or

delay?

43. Is the plan required to maximize coordination of care and smooth transitions among care-givers and care sites?

44. Is the plan required to honor ongoing plans of care initiated prior to enroliment until the enrollee is evaluated by

her or his primary care provider and a new plan of care is established?

45. Do quality of care and outcome measures look for discernable improvements in children's physical and

psychological health, community-based living arrangements, and relationships?

46. Do consumer satisfaction surveys include measures of satisfaction with staff, appropriateness and accessibility of

care and services, and consumer rights?

47 Are plans required to comply with the Americans with Disabilities Act/ Rehabilitation Act (e.g. facility access
standards; treatment in the most integrated setting)?

48. Is each provider and service site wheelchair accessible?
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Appendix H
Massachusetts MassHealth Children’s Behavioral Health Initiative
Children's Behavioral Health Initiative services include:

e Outreach: The state must educate MassHealth members and providers about
the Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) program.
EPSDT is a federal Medicaid program for children under 21 that emphasizes
prevention and early intervention. EPSDT includes periodic well-child visits and
screenings.

o Behavioral Screening: Health care providers must screen all MassHealth
members under 21 for behavioral health as well as physical health during well-
child visits. The behavioral health screening tool may be a short list of questions
or a checklist that parents/caretakers discuss with the child's health care
provider. If the screening shows areas of concern, the child can get further
evaluation or treatment, as needed.

e Assessment: Children needing further evaluation or treatment are referred to a
behavioral health specialist. The behavioral health specialist assesses and
diagnoses children using the Child and Adolescent Needs and Strengths (CANS)
survey and other tools. Children diagnosed with severe emotional disturbances
(SED) are referred to a Care Coordinator.

e Intensive Care Coordination (ICC): The Care Coordinator works with family,
friends, support service providers, and other team members to develop an
Individual Care Plan (ICP). The ICP outlines the child's needs, the family's goals,
the treatment schedule, and support services. A major goal of intensive care
coordination is to make sure that all medically necessary services are provided in
a manner that is sensitive to the child and family's background and needs.

e Family Support and Training: Qualified Family Partners paraprofessionals give
one-on-one support to parents/caregivers in their homes or other community
settings.

e Mobile Crisis Intervention: Mobile emergency services are available 24 hours a
day, seven days a week, to help children and youth who are having a behavioral
health crisis. A crisis team goes to the child/youth in crisis, stabilizes the
situation, and helps the child and family get any services they need.

e In-Home Behavioral Services: Children and youth with challenging problem
behaviors that interfere with their daily lives can get individualized intensive at-
home behavior therapy and monitoring.

e Therapeutic Mentoring Services: Children who need help with social skills as
part of their treatment plan can get one-on-one mentoring to learn how to interact
with others in an age-appropriate way.

e In-Home Therapy Services: In-home therapy services treat the behavioral
health needs of the child, while also helping family members learn how to provide
effective support at home. In-home therapy services can help children remain at
home instead of being placed in residential treatment facilities or hospitals.
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