Comment on Care	
  Coordination Standards
December 10, 2012

Page

Section	
  Title

General
Comments

N/A

Page	
  7

Health Risk Assessment

Page	
  13

Person Centered Planning	
  for
Dual Eligibles

Organization: AARP California
Contact Name: Casey Young
E-‐Mail: cyoung@aarp.org
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  Text

Comment or Suggested Edit
We have had an opportunity to review the
comments	
  already	
  submitted by	
  the SCAN
foundation and endorse their	
  comments,
including requesting more time to review and
review comments	
  on the next iteration. It is	
  
clear this	
  is	
  a fairly	
  rough draft and we
appreciate	
  the	
  opportunity to provide	
  input at
this point.

“Plans shall use an HRA tool to assess…”

1. “…preferences and choices
regarding treatments, and services,
and abilities.”

The role of family caregivers in this process
needs to	
  be strengthened, and	
  where they are
being relied	
  upo to	
  provide care or services
that	
  otherwise would be provided by paid
personnel, their needs, including training and	
  
respite, should be assessed and provided as part	
  
of the required	
  services to	
  the recipient.
person	
  can	
  have low health	
  risk and	
  high	
  
functional needs. It	
  is imperative that	
  the initial
screening tool measure functional needs	
  to the
extent necessary to determine	
  whether full
blown	
  LTSS assessment is needed.
This should be amended to include settings as
well: “…preferences and choices regarding
settings, treatments, and services, and abilities.”

Comment Template for Care Coordination Standard

Page

Section Title

Organization: Aging Services of CA
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Existing Text

General
Comment

2.

Comment or Suggested Edit
Thank you for the opportunity to
comment on this draft of the
Assessment and Care Coordination
Standards for the Coordinated Care
Initiative.
Aging Services of CA believes greater
attention and details are needed to
clarify the Plan’s accountability for its
Members, particularly with regard to
LTSS. In addition, the “capacity” of a
family caregiver to provide care must be
evaluated and supported where that
caregiver is relied upon in the ICP.

1st paragraph
“This document provides the
Assessment and Care Coordination
Standards for Medi-Cal managed
care health plans (Plans) in the
Duals Demonstration
(Demonstration). The Department
of Health Care Services (DHCS) will
require Demonstration Plans to
meet these standards.”

However, on Page 3 it is stated that the
standards incorporate goals (stated
therein) and Medi-Cal managed care
assessment and care coordination
requirements. The distinction between a
goal and a requirement is not clear.
Specific itemization of goals and
requirements will better inform all
stakeholders.
Moreover the 5th bullet on Page 3 allows
flexibility for Plan-specific modifications.
By what criteria will requests for
modifications be evaluated for departure
from the standard?
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DHCS is seeking
stakeholder feedback . . .

“ . . . DHCS is also proposing that
the Plan, as a critical component of
their local stakeholder process, host
at least one local community
stakeholder meeting dedicated to a
review of these proposed
standards.”

DHCS proposes the
following general
provisions regarding care
coordination

5. Plans shall facilitate a Member’s
ability to access appropriate
community resources and other
agencies, including referrals as
necessary and appropriate for
behavioral services, such as mental
health and substance use disorder
treatment services. (SB 1008)

“. . . a review of these proposed
standards“ to stakeholders by Plans
does not allow sufficient time for
meaningful stakeholders input. More
time for stakeholder consideration of
these far-reaching standards is
necessary for broad acceptance.
Hopefully,
It must be made clear that the care
coordination responsibility is
fundamental to the success of the
demonstration. LTSS must be fully
integrated with the medical care
coordination system.

14. Plans shall develop care
management and care coordination
for the Member across the medical
and LTSS system, including
transitions among levels of care and
between service locations. (SB
1008)

5.

6.

Organization: Aging Services of CA
Contact Name: Jack Christy
E-Mail: Jchristy@aging.org

RISK STRATIFICATION ND
HEALTH ASSESSMENT
PROCESS

Plans shall apply a DHCS approved
health risk stratification mechanism
or algorithm to identify newly

Plans’ commitment to its members must
be the right care in the right setting at
the right time. Plans must not be allowed
to avoid the cost of care in the setting a
patient is in when an appropriate lowercost alternative is not available. The
Plan should be financially accountable
for the cost of care where the Member
resides.
This provision is not clear. It seems to
create too long a period during which
needed services could be delayed
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HEALTH RISK
ASSESSMENT (HRA)
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Contact Name: Jack Christy
E-Mail: Jchristy@aging.org
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Comment or Suggested Edit

enrolled dual-eligible beneficiaries
within 44 days of enrollment. Based
on the results of the Member’s
health risk stratification, Plan shall
also administer the DHCS approved
health risk assessment (HRA)
survey within 60 days for dualeligible beneficiaries deemed to be
at a higher health risk, and 90 days
for nursing facility residents or those
determined to be a lower health risk.
The health risk stratification and
assessment shall be done in
accordance with Welfare and
Institutions Code (WIC) Code
Section 14182.17(d)(2).

interrupting the coordination of care..

7. A process for identifying and

The capacity of paid or non-paid family
caregivers to perform care-giving tasks
must be part of the HRA.

assessing the need for, or, as
appropriate, making referrals to,
home- and community-based
services, including CommunityBased Adult Services (CBAS),
MSSP, IHSS, HCBS flexible
benefits, and other community
services such as those provided
through Area Agencies on Aging.
Processes involving IHSS referrals
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shall be developed jointly with
county agencies.
9.

INDIVIDUAL CARE PLAN

10.

12.-13.

C. Person-Centered
Planning for Dual Eligible
Members

Plans shall develop and submit
individual care plans (ICPs) that
include the following, three months
prior to enrollment, and DHCS will
review within one month of
submission.
5. A process to identify the need for
including appropriate involvement of
caregivers, and obtain Member
approval for such involvement.

The capacity of paid or non-paid family
caregivers to perform care-giving tasks
expected of them in the ICP must be
evaluated and appropriate caregiver
support must be factored-in the ICP.

12. Plans shall develop ICPs for
higher-risk Members and nursing facility
residents based on the results of the
HRA process, with a particular focus on
LTSS. (SB 1008)

All ICPs must cover both acute and, where
appropriate, LTSS to assure the right care in
the right setting at the right time.

E. Plan shall develop specific care
coordination provisions for nursing
facility residents. Plan must monitor
nursing facility utilization and
develop care transition plans and
programs that move beneficiaries
back into the community to the
extent possible. (SB 1008). Such
transition care planning shall include
assessment of the need for Homeand Community-Based Services,

It must be clear that the cost of the care
being provided to the Plan’s Member is the
responsibility of the Plan. Where transition
to appropriate lower cost care is not
possible, the Plan is responsible for paying
the cost of care where their Member is, not
where the Member should be when such
placement is not possible for whatever
reason.
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and involve Members, family, legal
representatives, PCPs, nursing
facility personnel, behavioral health
representatives, and other health
care and community-based
providers.
13-14

2. Discharge Planning and
Care Coordination

@ page 14: Health Plans shall
establish transitions of care policies
that incorporate the following
strategies from the NQF:
a.

Decision making and planning
for transitions of care should
involve the Member, and,
according to Member
preferences, family, and
caregivers (including the
healthcare home team).
Appropriate follow-up protocols
should be used to assure timely
understanding and endorsement
of the plan by the Member and
his or her designees.

Where a family caregiver is given
responsibilities in the ICP, the Plan must
analyze and evaluate the ability of the
caregiver to regularly give care and provide
the appropriate support to the caregiver.
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  M. Renken
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Section	
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5

Care Coordination	
  General
Requirements

14

Discharge Planning and Care
Coordination

We sincerely appreciate the opportunity to
provide comments o the proposed	
  Care
Coordination	
  Standards. Yet like many other
organizations, we believe more time is needed	
  
to provide the appropriate level of input for
such important public	
  policy.
There are multiple instances in which this draft
document references the involvement of
caregivers	
  in care consultation, care planning,
etc. We	
  believe	
  it is critical that health plans	
  
assess these	
  caregivers in order to identify their
proficiencies, and	
  also	
  to	
  identify any areas in	
  
which they require education and/or support to
be an	
  effective component of this process.
“For Members with	
  cognitive impairment,
Individuals with Alzheimer’s disease or another
during the annual reassessment or upon
form of	
  dementia can be especially vulnerable.
significant chance in health status, Plans	
  
Considering that – in some instances – a
shall work with Members, or their
Member’s authorized representative may be an
authorized representatives to determine	
  
abusive	
  caregiver, we	
  would appreciate	
  some	
  
their	
  interest	
  in continuing to self-‐direct
clarity	
  regarding protections	
  or monitoring
their	
  care.”
requirements and/or	
  training to help Plan
representatives identify such occurrences.
“d. For high-‐risk chronically ill older	
  adults, We would urge language that explicitly indicates
an evidence-‐based	
  multidisciplinary,
that	
  people with cognitive impairment	
  
transitional care practice that	
  provides
(including dementia)	
  be	
  considered “high-‐risk
comprehensive in-‐hospital planning, home-‐ chronically	
  ill older adults” and automatically	
  
based	
  visits, and	
  telephone follow-‐up, such	
   qualify for specialized, comprehensive
transitional care practice.
as the	
  Transitional Care	
  Model, should be	
  
deployed.”
We also believe clarification is needed regarding

General
Comment

General
Comment

Comment or Suggested Edit
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Reassessment and	
  Review

Organization: Alzheimer’s Association
Contact Name: Theresa	
  M. Renken
E-‐Mail: theresarenken@caalz.org

Existing	
  Text

“Reassessment may	
  be conducted by	
  
phone, email, or in-‐person	
  for beneficiaries
in lower-‐risk group, and must	
  be conducted
in person for higher-‐risk group and nursing
facility residents.”

Comment or Suggested Edit
telephone follow-‐ups. Is the intent that
telephone follow-‐ups would be done with
Members who have cognitive impairments?
When dealing with people with dementia,
telephone follow-‐ups would	
  be more useful if
done with	
  their authorized	
  representative
and/or caregiver, doctors, family members, etc.
We echo our concern that people with cognitive
impairment (including dementia) be deemed
“high risk.”
We also believe that this process for
reassessment	
  should include language similar	
  to
that	
  contained in Points a and d on page 14,
which outlines:
• a decision making and planning process
that	
  includes the Member, their family,
and caregivers; and
• The use of evidence-‐based	
  
multidisciplinary, transitional care
practices for high-‐risk chronically ill
older adults.

With regard to the Care Coordination Standards, I have not included the
template for comments as I believe others more equipped to respond to
the actual assessment tool as it relates to people with Alzheimer's will be
doing so.
But I do have a couple of brief comments:
1. I believe that somewhere in the document, we must talk about
caregivers...when a person has a moderate to severe (or even mild)
cognitive impairment, it is crucial to involve the caregiver and to assess (if
the caregiver is also a Plan Member) the caregiver's emotional,
physical/medical and other needs.
2. Case management and assessment for a person with dementia has
elements that require "going deeper" than a question on a form. For
example, one might be assessed for needing meals delivered, but how
does the Plan/service guarantee that the person with dementia knows
what to do with the food (if it needs to be heated) and actually eats it. In
addition, one needs to be assessed for things like medication
management, pain management, etc.
3. Self directed care has a different meaning for the person with
dementia.
Thank you very much for your consideration.
Sherrie Matza
Chair
DHHS Alzheimer's Disease Advisory Committee
shermatza@aol.com
415-922-5290

Angela Gardner
This is my public comment and concerns regarding the proposed Care
Coordination Standards. Thank you for your consideration.
Care Coordination General Requirements
9. Self Directed Care
a). The language of the standard should be changed to: Self-directed care
is a legal right under the Olmstead Decision and Health Plans must comply
with that decision with it's members. Health Plans should NOT have it's
own policy on self-directed care. DHCS must make sure that Health Plans
comply with the Olmstead Decision in regards to self-directed care.
b). The language should be changed to: For members with IHSS plans
policies should reflect the members "right" (replacing ability) to hire,fire,
and supervise IHSS providers.
Plans "must" (replacing encouraged to) consult with California Department
of Social Services and DHCS to confirm policies are consistent with IHSS
program requirements.
10. The language should be changed DHCS should develop Care
Coordination and Case Management Models and instructions for all Health
Plans to implement with MSSP for assessment, eligibility, and services.
Each plan should not have it's own model because all dual eligibles should
have access to MSSP services. Health Plans may make access to MSSP's
difficult if each plan has it's own model. It's also unnecessarily complicated
and may provide undo stress and hardship for members who had MSSP
under Adult Day Health Care Services.
13. DHCS should develop a annual review and instructions for all Health
Plans to evaluate the effectiveness of Care Coordination and Case
Management programs and improvements to program quality and delivery
of services. The language should be changed to this.
Again, if each Health Plan has it's own system of annual review it will be
much more difficult for DHCS to regulate each Health Plan and to
determine if dual eligibles are getting high quality Care Coordination and
Case Management.
14. This requirement is repetitive and should be combined with
requirement #4.
Health Risk Assessment
DHCS should change the language to clarify that they develop one Health
Risk Assessment Tool and instructions for Health Plans that include SF-12
Health Survey questions to use and implement. The required time frame to
use HRA tool should remain the same.
Health Plans must submit to DHCS the following: Comments
2. Contacting Members for HRA
When a dual eligible is initially enrolled in a health plan they should be

notified and have it part of their benefit packet that they will be contacted
for HRA. The contact process itself can stay the same. The language
should be changed to reflect being notified of HRA in the initial enrollment
process.
3.Language should be changed:
DHCS must develop a review process and instructions for all these areas
for Health Plans to implement in any current Care Coordination and
Individual Care Plans for members.
4. HRA shall be conducted:
b). The language should be changed to:
For high risk members, personnel knowledgeable and credentialed for
example: doctors, nurses, social workers, and other medical professionals
to review,analyze, and "identify" ( to replace stratify) health care needs.
6. This is repetitive. The Health Plans should be instructed to the General
Requirements which already states this and it should be part of the HRA
tool. Every member should have this assessment done.
7. Health Plans should be instructed to follow the standards for: LTSS for
CBAS, MSSP, and IHSS. Health Plans should submit their implementation
of this standard to DHCS.
8. Should be merged with HRA plan #6 and suggested changes of #6.
9. Should be merged with care coordination requirement #9.
10. Should be merged with Care Coordination requirement #5, instructions
for Health Plans needed.
11. Should be merged with Care Coordination requirement #9, instructions
for Health Plans for this requirement needed.
Individual Care Plans
DHCS should develop a Individual Care Plan process that managed care
plans are required to follow that includes all these requirements listed.
Each plan should not have their own ICP process because it's difficult to
regulate and dual eligibles need consistency and continuity with health
plans in order to have access to high quality of care. This would make
access to health plan programs and services equal and fair for dual
eligibles regardless of which county or how many Health Plans they have
access to.
Care Coordination/Case Management comment
The language needs to clarify who is primarily responsible for Case
Management and Care Coordination. There needs to be clear instructions
from DHCS on the role of Health Plans in Care Coordination/Case
Management and the agencies they contract with: IHSS, CBAS, MSSP,
Skilled Nursing Facilities, and any other agency.
The DHCS needs to include in the language requirements and instructions
for Health Plan's case managers duties and responsibilities for dual
eligibles. All Health Plans must have case managers. All case managers

should be highly trained. DHCS needs to develop a training program
instructions and guidelines for Health Plans. When possible, Health Plans
must recruit highly skilled and experienced case managers.
My general comment, it that these proposed standards are more complex
than the old Adult Day Health Care Program.
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4

Care Coordination
General Requirements,
9(a)

Plans shall have policies and Member services
personnel to provide any assistance to inform,
navigate, connect, and refer as needed by the
Member who is	
  self-‐directing their care.

Revise for clarity: Plans shall have policies
and Member services personnel shall be
available to provide any assistance to help
inform, navigate, connect, and refer
Members as needed by the Member who is
are self-‐directing their care.

5

Care Coordination
Plans shall have a process for conducting an
General Requirements, 13 annual review, analysis and evaluation of the
effectiveness of the care management	
  program
model and processes, and identify actions to be
implemented to improve the quality of care and
delivery of services. Plans should have a process
for developing a plan of correction, with specified
timelines, for any out	
  of compliance findings as a
result	
  of the annual review, analysis, and
evaluation. Plans will work jointly with MHPs,
county social service agencies, and other entities
as necessary to develop these processes.

DHCS should clarify the standards referred
to by the phrase “out	
  of compliance
findings”; out	
  of compliance with respect	
  to
what? To the extent	
  that	
  the evaluation
identifies issues attributable to county social
service agencies and other entities, how are
those agencies held accountable for
implementing corrections?

5

Care Coordination
Plans offer services beyond those required by
General Requirements, 15 Medicare and Medi-‐Cal at the Plan's discretion.
(SB 1008)
National Quality Forum
The provider’s perspective of care coordination
(NQF), 6
activities should be assessed and documented.

Revise for clarity: Plans may offer services	
  
beyond those required by Medicare and
Medi-‐Cal at the Plan's discretion. (SB 1008)
Does “provider” refer to primary care
physician or other providers? Most	
  
physicians are focused on diagnosis and
treatment. What	
  is meant	
  by
“perspective?”

5

1

Comment Template	
  for Care	
  Coordination Standards
Due December 10,	
  2012

Organization: Anthem/CareMore
Contact Name: Kathryn Duarte
E-‐Mail: Kathryn.Duarte@wellpoint.com

Page

Section	
  Title

Existing	
  Text

Comment or	
  Suggested Edit

6

National Quality Forum
(NQF), 8

An electronic record system should allow the
Member’s health information to be accessible to
caregivers at all points of care.

This requirement	
  has major infrastructure
implications for the entire health system. Is
DHCS mandating use of EHRs for this
program? Will DHCS adopt	
  from existing
protocols for HER	
  standards, access, and
security?

6

National Quality Forum
(NQF), 9

What	
  is DHCS’ expectation concerning the
health plan’s role in RHIOs?

6

Risk Stratification and
Health Assessment	
  
Process

Regional health information systems, which may
be governed by various partnerships, including
public/private, state/local agencies, should enable
healthcare home teams to access all Member
information.
Plans’ HRA shall, at a minimum, incorporate the
elements of the SF-‐12 HRA into the HRA tool for
the demonstration. Plans shall submit	
  the tool to
DHCS and CMS for approval. Plans shall provide
the HRA tools to contracted providers.

6

Initial Risk Stratification
Mechanism

2. A process for use of Member-‐specific	
  
information including their historical Medicare
and Medi-‐Cal FFS utilization data	
  provided by
DHCS electronically at the time of enrollment.

When and in what	
  data	
  format	
  will DCHS
provide MCOs with beneficiary-‐specific	
  FFS
claims data? And will DHCS be using this
information in a system for risk-‐adjusted
premiums?

6

Initial Risk Stratification
Mechanism

3. A process that	
  tests the stratification
mechanism or algorithm by using Plan utilization
data	
  to stratify currently enrolled dual-‐eligible	
  

Suggested edit: 3. A process that	
  tests the
stratification mechanism or algorithm by
using Plan utilization data	
  to stratify

2

DHCS should consider how MCOs would	
  
provide an electronic HRA tool to
contracted providers and to which providers
specifically. All contracted providers? And
does this refer to the HRA template? Or to
HRAs completed on a specific member to
providers involved in that	
  members’ care?
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Members into three groups: higher-‐risk,	
  lower-‐
risk, and nursing facility residents.

currently enrolled dual-‐eligible Members
into at least three groups: higher-‐risk,	
  
lower-‐risk, and nursing facility residents.

7

Initial Risk Stratification
Mechanism

5. A process for providing stratification results to
Members’ primary care	
  provider	
  
(PCP)/Independent	
  Physician Association (IPA)
within 60 days of enrollment. In addition, a
process for providing IHSS recipients’ stratification
results to the county human services agency, and
serious mental health (SMI) Members’ results to
the county mental health agency.

Revise for clarity: A process for providing
stratification results to Members’ primary
care provider (PCP)/Independent	
  Physician
Association (IPA) within 60 days of
enrollment. In addition, a process for
providing IHSS recipients’ stratification
results to the county human services
agency, and serious mental health (SMI)
Members’ results for members with SMI	
  
receiving county mental health services to
the county mental health agency.

7

Health Risk Assessment	
  
(HRA)

The tool shall be used within 60 calendar days of
enrollment	
  for those identified by the risk-‐
stratification mechanism or algorithm as higher-‐
risk and within 90 calendar days of enrollment	
  for
nursing facility residents or those identified at
lower-‐risk for the purpose of developing	
  
individualized care management	
  plans for all
Members.

What	
  constitutes a complete HRA? Suggest	
  
that	
  DHCS address situations in which MCO
cannot	
  complete an HRA due to member’s
condition, cognitive impairments, lack of
family or personal representative, or
inability to contact	
  member due to
incomplete, outdated or erroneous contact	
  
information (a	
  real possibility given passive
enrollment).

8

Health Risk Assessment, 3

3. A process for reviewing all Medicare and Medi-‐
Cal utilization data	
  (including Medicare Parts A, B,
and D, and Medi-‐Cal IHSS, Multipurpose Senior

DHCS should indicate how it	
  expects MCOs
will receive all this information, timing,
formats, sources, etc

3
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Service Program (MSSP), Skilled Nursing Facility
(SNF), and behavioral health pharmacy data)…
8

8

Health Risk Assessment, 4
and 5

Health Risk Assessment, 9
(also applicable to 10, 11
and 13)

4. The HRA shall be conducted by:
Personnel trained in the use of the assessment	
  
instruments. For higher-‐risk beneficiaries,
personnel who review, analyze, and stratify health
care needs include professionally knowledgeable
and credentialed personnel such as physicians,
nurses, social workers, or behavioral health
specialists.
5. Assessment	
  materials shall be available in
alternate format, in a culturally, linguistically, and
physically appropriate manner. Plans will make
arrangements to reach and engage Plan Members
with a variety of cultural and linguistic needs. (SB
1008))
9. A process to identify the need for facilitating
timely access to primary care, specialty care, DME,
medications, and other health services needed by
the enrollee, including the need for referrals to
resolve any physical or cognitive barriers to
access.

4

All other items in this section require the
health plans to submit	
  a “process” (which
we assume is a written description). What	
  
are health plans to submit	
  to DHCS for items
4 and 5?

Requirement	
  9 (as well as 10, 11 and 13)
requires a process to identify the need for
the specified required component. What	
  
does DHCS mean by “to identify the need
for”? Should these requirements instead be
worded in the same manner as the other
requirements in this section?
9. A process to identify the need for
facilitating timely access to primary care,
specialty care, DME, medications, and other
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9

Individual Care Plan

Plans shall develop and submit	
  individual care
plans (ICPs) that	
  include the following, three
months prior to enrollment, and DHCS will review
within one month of submission.

9

Individual Care Plan,	
  1

A process describing how the Plan will develop an
individual care management	
  and care
coordination plan as needed, within 90 days of
enrollment	
  for all new members. The care
coordination plan will be developed upon
completion of the data	
  stratification, and HRA.

9

Individual Care Plan, 2

9

Individual Care Plan, 3

A process for identification of referrals needed to
appropriate community resources and other
agencies for services outside the scope of
responsibility of the Plan, including but	
  not	
  limited
to mental health and behavioral health, personal
care, housing, home delivered meals, energy
assistance programs, and services for individuals
with intellectual and developmental disabilities.
Processes for IHSS referrals shall be developed
jointly with county agencies.
A process for the Plan to accept	
  referrals from
mental health plans (MHP) when the
determination is made that	
  the service should be
5

health services needed by the enrollee,
including the need for referrals to resolve
any physical or cognitive barriers to access.
Is DHCS requesting submission of ICPs or
does DHCS instead want	
  health plans to
submit	
  a written description of the
processes related to development	
  and
implementation of the ICP?
How does DHCS distinguish between “care
management” and “care coordination”	
  
plans? Or is this one care plan?

Please clarify what	
  type of personal care is
included in requirement	
  2. State plan
personal care (part	
  of IHSS) and MSSP
personal care are covered benefits.

Which service does requirement	
  3 refer to?
Should this requirement	
  state: A process for
the Plan to accept	
  referrals from mental
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administered by the Plan.
9

Individual Care Plan, 4

10

Individual Care Plan, 6
(also applies to 7, 8, 9)

11

Individual Care Plan, 16

health plans (MHP) when the determination
is made that	
  the member	
  requires	
  a service
should be administered covered by the Plan.
A process of referral from the Plan to the MHP for Is the determination of medical necessity a
determination of medical necessity.
determination related to MHP-‐covered
services? Should this requirement	
  state: A
process of referral from the Plan to the MHP
for determination of medical necessity for
MHP-‐covered services.
A process to identify the need for facilitating
Requirement 6 (as well as 7, 8 and 9)
timely access to primary care, specialty care, DME, requires a process to identify the need for
medications, and other health services needed by the specified required component. What	
  
the enrollee, including the need for referrals to
does DHCS mean by “to identify the need
resolve any physical or cognitive barriers to
for”? Should these requirements instead be
access.
worded in the same manner as the other
requirements in this section?
A process to identify the need for facilitating
timely access to primary care, specialty care,
DME, medications, and other health
services needed by the enrollee, including
the need for referrals to resolve any
physical or cognitive barriers to access.
ICPS shall reflect	
  self-‐assessment, risk
How will the self-‐assessment	
  be generated?
stratification results, clinical data, (effective
On Page 6, there is a statement	
  that	
  the
January 1, 2014) IHSS assessment	
  results, MSSP
Medical Evaluation Tool (MET) Self-‐
and CBAS records, behavioral health utilization (if Assessment	
  will not	
  be included in the
member has a diagnosis of one or more of the
demonstration enrollment	
  process. Also,
6
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Existing	
  Text

Comment or	
  Suggested Edit

specified Diagnostic and Statistical Manual of
Mental Disorders), and other data, as well as self-‐
and provider referrals.

this section refers to many records from
external entities that	
  must	
  be reflected in
ICPs.

13

Care Coordination

G. Plan shall have a process for conducting an
annual review, analysis and evaluation of the
effectiveness of the care management	
  program
processes and identify actions to be implemented
to improve the quality of care and delivery of
services. Plan shall have a process for developing
a plan of correction, with specified timelines, for
any out	
  of compliance findings as a result	
  of the
annual review, analysis, and evaluation. Plan shall
coordinate the review process with county mental
health and social service agencies.

DHCS should clarify the standards referred
to by the phrase “out	
  of compliance
findings”; out	
  of compliance with respect	
  to
what? To the extent	
  that	
  the evaluation
identifies issues attributable to county
mental health and social service agencies,
how are those agencies held accountable
for implementing corrections?

14

2. Discharge Planning and
Care Coordination

Discharge planning shall be done in coordination
with hospital discharge planners.

15

2. Discharge Planning and
Care Coordination

We suggest	
  you strike “hospital” since
discharge planning will be provided for
members in other institutional settings.
Discharge planning shall be done in
coordination with hospital discharge
planners.
General comment: We suggest	
  DHCS add a
requirement	
  (similar to requirement	
  F for
MSSP) for policies and procedures
governing expedited IHSS assessment	
  and
eligibility determination as part	
  of the Plan’s
care coordination process for Plan Members
who are being discharged from the hospital

7
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Existing	
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Comment or	
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or at risk of immediate placement	
  in a SNF.

15

2. Discharge Planning and
Care Coordination, H

H. For beneficiaries receiving county-‐administered
specialty mental health or Drug Medi-‐Cal services,
plan shall have procedures for:
a. Notification of the ICT of hospital
admission (psychiatric or acute) and
coordinating a discharge plan.
b. Direct	
  transfers between psychiatric
inpatient	
  hospital services and inpatient	
  
hospital services required to address a
Member’s medical problems based	
  on
changes in the Member’s mental health or
medical condition.
b. For SMI	
  or Drug Medi-‐Cal Members,
reassessment	
  conducted in conjunction with
behavioral health specialist.

16

Reassessment	
  and
Review, 1b

17

Responsibilities and
Qualifications of Care
Coordinator

2. Depending upon the needs of the member, the
duties of the care coordinator may include…
j. Medication adjustment	
  by protocol

21

Definitions

Primary Care Physician (PCP): A physician
responsible for supervising, coordinating, and
providing initial and primary care to patients and
serves as the Medical Home for Members. The
8

We suggest	
  DHCS add the following
requirement	
  to F: For specialty mental
health or Drug Medi-‐Cal services, the plan’s
coordination process should be developed
jointly with county MHPs and with drug
Medi-‐Cal providers

Suggested revision: For SMI	
  or Drug Medi-‐
Cal Members, reassessment	
  may be
conducted in conjunction with behavioral
health specialist.
Medication adjustment	
  would be a duty of a
physician or NP, not	
  a care coordinator.

Definition should include NP, PA,
geriatrician.
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Section	
  Title

Existing	
  Text

Comment or	
  Suggested Edit

Definitions

PCP is a general practitioner, internist,
pediatrician, family practitioner, or
obstetrician/gynecologist	
  (OB/GYN). A PCP may
also be a specialist	
  or clinic.
Primary Care Provider: A person responsible for
supervising, coordinating, and providing initial and
primary care to Members; for initiating referrals;
and for maintaining the continuity of Member
care.

This term is used once in the document	
  to
describe primary care physician or IPA;
common usage is synonymous with primary
care physician, why is this different	
  
definition included?

9
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General

General

2

2-‐3

Introduction

Introduction

DHCS is also proposing that the Plan, as
critical component…

Comment or Suggested Edit
Thanks again for the opportunity to comment
o proposed	
  language to	
  implement the Duals
Demonstration and Coordinated Care Initiative,
specifically the Draft Assessment and Care
Coordination	
  Standards.
This is complex document that should have
been	
  subject to	
  a longer review period	
  with	
  
several face to face meetings	
  with stakeholders.
The state should assume primary responsibility
for	
  conducting a local stakeholder	
  process in
each plan territory. There	
  is potential for
conflict of interest in the structuring, conduct,
and reporting of stakeholder input. A joint or
two-‐step process	
  would better	
  insure that	
  
stakeholder input (including candid comment
from providers who will eventually be
contracting with plans) will be heard. Generally,
how are these standards to	
  be enforced? Will
there be published reports available to media
and stakeholder?	
  Will there be fines or penalties
to achieve the standards?
During the plan readiness process, will DHCS
and CMS	
  report on the	
  specific areas where	
  
each plan needs to improve	
  their readiness?	
  
Will that be a transparent process on in secret?
It is not clear how all	
  the procedures and
processes in	
  this draft will affect plan	
  members
who are not part of the Demonstration. Do	
  they
impact the SPDs? The children coming in from
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  Text

3

Introduction;	
  bullet point 1

Connect the medical assessment…

3

Introduction;	
  bullet point 5

Provide	
  flexibility for plan specific
modifications…

Comment or Suggested Edit
Healthy Families? Existing plan members who
are	
  not part of the	
  Demonstration? Plans should
be expected	
  to	
  publicly express their intention	
  
to apply these standards and procedures to
specific	
  populations	
  or to all their	
  members.
This decision ought to be considered by the Plan
boards in	
  a public forum and	
  reported	
  to	
  local
government entities that oversee	
  the	
  plans, as
well as the state.
We make this comment here, although it
applies elsewhere	
  in this document. We	
  are	
  
very	
  concerned that there is a fundamental flaw
in the system being proposed related to the lack
of a lock-‐in or the option for members to use
FF Medicare	
  providers but be	
  plan members
for	
  LTSS. Specifically, how do the plans get	
  the
Medicare providers to acknowledge the LTSS
provided	
  to	
  their patients? They are likely not to	
  
know what is happening	
  through the plans and
duplicate the services (or attempt to	
  d so). We
don’t see	
  how coordination will occur without
massive education and outreach to providers. In
all likelihood, there	
  will be	
  little	
  or no
coordination and, therefore, little or no cost
savings.
This seems inconsistent with earlier statements
that	
  plans must	
  meet	
  the standards. All
modifications should be publicly reported,
subjected to a stakeholder review/comment
process and	
  only then	
  approved	
  by state and	
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CMS

3

Introduction;	
  bullet point 7

Establish clear written reporting
requirements…

4

General Requirements; item
8

Plans must have	
  an agreement…

4

General Requirements; item
9

Care coordination	
  policies will reflect…

4

General Requirements; item
9 and b

For members with IHSS

This is confusing. We were unaware that plans
would be establishing requirements for quality
withholds. We assumed this would be done by
the state and federal governments.
ICT has not been spelled out. Why is this just for
IHSS? Shouldn’t there be similar agreements
with MSSP and CBAS It would be easier to follow	
  
if they were all	
  identified and covered in the
same place then addressed separately only
when there are exceptions unique to each
service.
This should be worded to reflect he policy that
self-‐directed	
  care is a choice that should	
  be
articulated.
Is care self-‐direction	
  a choice or a requirement?
We need to have statewide standards	
  and
processes o when	
  a person	
  is capable of self-‐
directed	
  care and	
  when	
  they are not. We need	
  
to recognize that	
  the directed care	
  may be	
  by a
parent of an	
  underage child. We also	
  need	
  to	
  
have uniform standards about what happens
when the self-‐directed	
  care is unsuccessful, ie.
what happens when a member is doing self-‐
directed care but	
  ends up in the ER 5 times in a
year…how	
  do we reassess the capacity	
  for self-‐
direction?	
  We	
  should not be	
  doing this on a
plan-‐by-‐plan	
  basis.
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4

General Requirements; item
c
General Requirements; item
d

Plans shall have	
  policies…

General Requirements; item
12
General Requirements; item
13
General Requirements; item
15

Care coordination	
  policies…

Isn’t this part of the role of MSSP? Should they
be mentioned	
  here?
This should not be for cognitive impairments
only but for frailty and	
  inability to	
  negotiate
services	
  and providers. What about
dementia/Alz?
What does this mean?	
  Either amplify or take	
  it
out as obvious.
Plans shall have	
  an internal process…

5-‐6

Incorporating NQF provisions

all

6

Risk Stratification	
  and	
  Health	
  
Assessment Process

Plans shall apply DHCS	
  approved…

6

Risk Stratification	
  and	
  Health	
  
Assessment Process

5

5
5
5

For members with cognitive	
  impairments…

Plans shall have	
   process…
Plans offer services…

risk stratification	
  mechanism…

Clarify. Does this mean	
  Medi-‐Cal optional
benefits? AA services such	
  as nutrition?
Assistance with	
  housing and	
  housing
modification? specific list would	
  be useful.
In general	
  this is a good inclusion. How will	
  this
be achieved	
  when	
  the medical care is provided	
  
by a FFS Medicare physician	
  outside the plan?
Are plans responsible for this? How do you
create the plan of care? What is	
  the role of
MSSP here?
We associate ourselves with	
  the
recommendation of	
  the SCAN Foundation
comments	
  “The interface between…” We are
particularly concerned	
  with	
  the timelines as
described.
This is medical and	
  NOT psychosocial in	
  its
description. We concur in	
  the several comments
made by the MSSP Site Assoc . to broaden the
description. There needs to be some early
assessment, even abbreviated, of persons
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functioning, not	
  just	
  medical conditions.

7

Health Risk Assessment

The tool shall be used within…

7

Health Risk Assessment

The tool shall be used within…

8

Health Risk Assessment; item
2

process for contacting Members…

8

Health Risk Assessment; item
9

process to	
  identify needs…

The statement suggests that persons enrolled in
nursing homes are lower risk, which	
  is counter-‐
intuitive.	
  Placing a person in a nursing homes
and waiting 9 days to conduct an initial
assessment is almost certain to guarantee	
  that
person’s snf placement as permanent.
Connection	
  to	
  the community and	
  ability to	
  
maintain housing usually disappears within 90
days. What penalties or fines are proposed
when the timelines are not achieved? Will the
state be informing new members of their right
to timely access to assessment	
  and service?
What are we doing about current residents in
nursing homes who	
  become plan	
  members
under this transition…especially those who	
  have	
  
expressed desire	
  to return to the	
  community.
What is the timeline for assessing these
individuals?
This is not an appropriate process for contacting
very	
  frail, non-‐English, dementia	
  or other such
groups. It has proven to be	
  inappropriate	
  in the	
  
past. These are also	
  likely to	
  be persons in	
  the
high	
  risk group. There needs to	
  be a more
individualized system of	
  contact.
There should be language here dealing with the
need	
  to	
  achieve successful communication	
  
between	
  members and	
  providers of all types.
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9

Health Risk Assessment; item
13
Individual	
  Care Plan general

9

9
9

Health Risk Assessment;	
  
items 1-‐11
Heath Risk Assessment; item
13

Existing	
  Text
process to identify the need…

process to	
  identify the need…

9-‐10

Individual	
  Care	
  Plan general

10

Individual	
  Care Plan;	
  item 9

process to	
  identify the need…

10

Individual	
  Care Plan;	
  item 8

process to	
  identify the need…

12

Care Coordination	
  A Basic
Case Management
Care Coordination	
  B; item 3

12

Intense coordination of resources…

Comment or Suggested Edit
Why is hospital discharge planning referenced
here?
We would hope to see a uniform template for
an individual care	
  plan that would allow
aggregation of data	
  across all plans.
Are you	
  just seeking a description	
  of a process?	
  
Is there anything here actionable?
This is confusing and should be re-‐worded to
make it clear up front that it is for hospital
patients.
There appears to be lot of duplication (and
verbatim descriptions) from the preceding	
  
section. A careful edit would help.	
  There should
be mention	
  that an	
  ICP should	
  include specific
achievable	
  goals which the member seeks to
achieve	
  over specific period of time.
Attainment of these goals and	
  revision	
  of them
should be part of subsequent assessments	
  and
revised Care Plans.
How does this differ from the item 13 cited
above?	
  It seems redundant.
This is vague and overly broad. It should be
tightened with specific content	
  or	
  eliminated.
Doesn’t there need to be a reference to psycho-‐
social assessment fo non-‐medical conditions?
All patients don’t regain	
  health	
  or improve
functionality. There needs to be a recognition of
slowing decline.
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12

Care Coordination	
  B; item 4

With member, ICT, and…

Ad a reference to	
  a major change in	
  status or
an event like	
  hospitalization.

12

Person-‐Centered	
  Planning

13

Person-‐Centered	
  Planning;
item E

Plan shall develop specific care	
  
coordination procedures

13-‐14

Discharge Planning and Care	
  
Coordination

General

15

Discharge Planning and Care
Coordination; item D

Post transition discharge policies…

15

Out of Plan Case
Management

Plan shall implement…

15

Reassessment and	
  Review;
item 1

Plans shall conduct an annual…

16

Reassessment and	
  Review;
item 1
Reassessment and	
  Review;
item 2
Responsibilities and	
  
Qualifications of care
Coordinators

Reassessment may be conducted	
  by…

16
16

Plans shall regularly use
The requirement for the education…

The title suggests you are consciously
eliminating	
  SPDs. Is this the	
  case?
What about those persons who have indicated a
desire to	
  return	
  to	
  the community? Is the plan	
  
in any way responsible to follow up?
Specific mention should be	
  made	
  that discharge	
  
planning should	
  at the TIME OF ADMISSION and	
  
include family members, caregivers and current
providers.
Discharge plans should include an assessment as
to whether	
  the individual should be able to
return to the same level of	
  health and
functioning as before the hospitalization.
Plans must show evidence that this	
  right to out
of plan	
  providers to	
  assure coordinated	
  care
delivery is communicated	
  to	
  members.
There should be reference here to
hospitalization	
  or major change in functional	
  
status.
This statement should include the following:
“according	
  to the wishes of the member”
What about data from behavioral health, CBAS
and MSSP?
We believe these should be standards that are
set by the state, not left to the plans, education,
experience	
  and on-‐going training.
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8-‐9

Health Risk Assessment

“10. A process to identify	
  the need for
facilitating communication among the
Member’s health care providers, including
mental health and substance abuse
providers when	
  appropriate. These	
  
processes shall be developed	
  jointly
between	
  the Plan	
  and	
  appropriate county
agency.”

11

Care Coordination

It is critical	
  not only that the Plan develop a
process to	
  identify the need, but also	
  that it
develop	
  a process to	
  actually facilitate timely
communication among the	
  providers. Primary
care providers	
  must have timely	
  access	
  to the
older health	
  records of newly assigned	
  patients
as well as those	
  of existing patients who are	
  
receiving specialty care.
Recommended addition: “Plans must clearly
delineate their own	
  responsibilities and those of	
  
independent physicians associations (IPAs),	
  if
applicable.” If responsibilities are not clearly
assigned, providers are shuttled back and forth
between	
  the plan	
  and	
  the IPA	
  while trying to	
  get
what they needed (e.g., DME) for their patients
and care	
  is interrupted.

12

Care Coordination

“A. Basic Case Management Services are
provided	
  by the PCP or Care Coordinator,
in collaboration with the Plan… These
services	
  may include [items	
  (1)-‐(6).]”

Recommended addition: “(7) Coordination of
enabling	
  services provided by community clinics
and health centers as part of their existing care	
  
management programs.”
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  Text

General Comments

Comment or Suggested Edit
CAADS supports	
  the following recommendation
from SCAN Foundation:
“We appreciate the opportunity to comment on the
proposed	
  Care Coordination	
  Standards. However, we are
concerned that more time is	
  needed at the state level to
develop	
  the policy and	
  requirements. We recommend	
  
that	
  when the next	
  draft	
  of	
  care coordination standards
are	
  provided that the	
  state	
  give	
  stakeholders at least 30
days to	
  provide comment.”

4

Care Coordination
General
Requirements

1. Plans will provide care
coordination services to all
Members as needed, and if
requested.

Clarity: The Member may not know to request this.
Suggest the following:

General
Requirements

1. Plans must have an agreement
with their county social service
agency regarding care
coordination for IHSS recipients.
The agreement must include: a
comprehensive, inclusive
communications process between
the Plan and county; data sharing
protocols; the role and purpose of
the ICT and who will be served,
metrics indicating levels of risk
(prioritization); composition and
leadership of the CCT; how
documentation and data will be

CAADS supports	
  the following recommendation
from SCAN Foundation:

Plans will provide care coordination services to all
members, as needed, and if requested, in
accordance with the Member’s individual
preferences.

“As the document currently	
  reads, the development of
clear communications	
  protocols	
  between provider and
Plan, the	
  role	
  of provider on the	
  ICT, and other items only
apply to care	
  coordination of IHSS	
  recipients. We	
  believe	
  
that	
  there should be similar	
  processes in place for Plans
with other LTSS providers that are present in the
Demonstration counties, such as the Multipurpose Senior
Services Program (MSSP) providers or the	
  Community-‐
Based	
  Adult Services (CBAS) providers. Recommend :
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Existing	
  Text
recorded and stored; procedures
for follow-up and monitoring of
cases.

5

6

Risk Stratification
and Health
Assessment
Process

Comment or Suggested Edit
1. Plans must have an agreement with the county
social service agency regarding care
coordination for IHSS recipients. Additionally,
Plans must have similar agreements with other
key LTSS providers in the service area regarding
care coordination for Members, including the
MSSP and CBAS programs where relevant. It is
the state’s expectation that in these agreements,
IHSS, MSSP, and CBAS will participate fully in
executing a single plan of care. “

d. For Members with cognitive
impairment, during the annual
reassessment or upon significant
change in health status, Plans
shall work with Members, or their
authorized representative to
determine their interest in
continuing to self-direct their care.

Limiting this	
  requirement to those with cognitive
impairment excludes	
  others	
  who may need
assistance because of a change in condition.
Recommend the following:

“Plans shall apply a DHCS-approved
health risk stratification mechanism or
algorithm to identify newly enrolled
dual-eligible beneficiaries within 44
days of enrollment. Based on the
results of the Member’s health risk
stratification, Plan shall also
administer the DHCS approved health

CAADS supports	
  the following recommendation	
  
from SCAN Foundation:

d. For Members with displaying a significant change
in cognitive, functional or health status, during
the annual reassessment or upon significant
change in health status, Plans shall work with
Members, and/or their authorized representative
or current providers, as appropriate, to determine
current needs as well as their interest in
continuing to self-direct their care.

“The interface between receiving services and the
eligibility process timeline for	
  assessment and provision	
  
of services for	
  new Members is unclear.	
  Without a clear
statement about continuity of care for new Members,
this section as currently written appears as if Members
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Comment or Suggested Edit

risk assessment (HRA) survey within
60 days for dual-eligible beneficiaries
deemed to be at a higher health risk,
and 90 days for nursing facility
residents or those determined to be a
lower health risk.”

could wait over 10 days without contact from a
provider. We suggest that continuity-‐of-‐care
requirements be clearly outlined, with Members using
their	
  current	
  providers until a plan-‐of-‐care is	
  developed
by the Plan.	
  
For example, the	
  Massachusetts Duals Integration
Readiness Tool outlines process, which	
  we believe
ensures for the	
  Member’s continuity-‐of-‐care for the
range of	
  needs,	
  as follows:
The (Plan) ensures continuity of care for medical,	
  
behavioral, long-‐term services and supports (LTSS), and
pharmacy services upo new enrollment. The (Plan) shall
for	
  1)	
  a period of	
  up to 90 days, unless the assessment	
  is
done sooner an the Enrollee agrees to	
  the shorter time
period; or 2) until the (Plan) completes a initial
assessment of service needs, whichever is longer:
a. allow enrollees to	
  maintain	
  their current providers;
b. honor prior authorizations, its contracted	
  managed	
  
care entities; and
c. reimburse providers	
  at their current provider rates at	
  
the time of	
  enrollment	
  “

7

Health Risk
Assessment

“Plans shall use an HRA tool survey
tool to assess a Member’s current
health risk, including medical, LTSS,
and behavioral health elements.”

CAADS supports	
  the following recommendation
from SCAN Foundation:
“The HRA is valuable tool for beginning to understand
risk for	
  poor	
  outcomes and the likelihood of	
  costly service
utilization. Although	
  in	
  a traditional Plan, the focus of the
HRA is on “health risk”, the HRA in the Plans participating
in the Demonstration	
  should	
  take a broader focus. Thus,
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Comment or Suggested Edit
the reference to the HRA being a tool to assess current	
  
health	
  risk should	
  also	
  be broadened	
  to	
  reflect both	
  
“health and supportive services risk”. LTSS does not
follow the medical model and thus should not	
  be grouped	
  
into an assessment focused exclusively on health risk.	
  
Rather, the HRA	
  should	
  perhaps be renamed	
  to	
  simply a
“risk	
  assessment”	
  or a “health and functional risk	
  
assessment”.

7

8

Health Risk
Assessment

“’Higher risk’ for risk-assessment
purposes means Medi-Cal
beneficiaries who are at increased risk
of having an adverse health outcome
or worsening their health status if they
do not receive initial contact by the
Plan within 60 calendar days of
enrollment.”

2. A process for contacting Members
within the required assessment
timeframes that will include
repeated documented efforts
(letter followed by at least two
phone calls) to contact each
Member.

CAADS supports	
  the following recommendation
from SCAN Foundation:
“We recommend that this statement be broadened to
include not just worsening of health status, but also
worsening of functional status if they do not receive an
initial	
  contact by the Plan in a timely fashion.	
   There are
dual eligibles for whom their functional need	
  is primary
and who may not have	
  significant health needs but if they
d not receive evaluation	
  and	
  approval of supportive
services	
  in a timely fashion, their home environment may
n longer be safe for them or their functional status could	
  
decline.”
Add CBAS/CEDT here

Comment Template	
  for Care	
  Coordination Standards
Due December 10,	
  2012
Page

Section	
  Title

8

8

Health Risk
Assessment

Organization: California Association for Adult Day Services
Contact Name: Lydia Missaelides
E-‐Mail: Lmissaelides@caads.org

Existing	
  Text

Comment or Suggested Edit

3. A process for reviewing all
Medicare and Medi-Cal utilization
data (including Medicare Parts A,
B, and D, and Medi-Cal IHSS,
Multipurpose Senior Service
Program (MSSP), Skilled Nursing
Facility (SNF), and behavioral
health pharmacy data), as well as
results of previously administered
assessments, and other medical,
IHSS, nursing facility, and
behavioral health assessments.
Also, a process for using the
results of the data analysis,
stratification, and HRA to identify
higher-risk Members and nursing
facility residents.
6. A process describing how the Plan
will identify higher-risk and nursing
facility residents’ medical care
needs, including primary care,
specialty care, durable medical
equipment (DME), medications,
LTSS needs, behavioral health
needs, and other needs and
develop an individual care
management and care
coordination plan as needed,
within 90 days of enrollment.

Add statement about coordination of benefits	
  for
duals

CAADS supports	
  the following recommendation
from SCAN Foundation and propose the edits	
  below
for clarity and consistency:
“We recommend that the reference to “medical care
needs” be broadened	
  to	
  include “medical and	
  supportive
service needs” to reflect that LTSS do not follow a
medical model and the need for these services and
supports	
  may be derived from non-‐medical functional
issues.”
A process describing how the Plan will identify
higher-risk and nursing facility residents’ medical and
psycho-social care needs, including pathways for

Comment Template	
  for Care	
  Coordination Standards
Due December 10,	
  2012
Page

Section	
  Title

Organization: California Association for Adult Day Services
Contact Name: Lydia Missaelides
E-‐Mail: Lmissaelides@caads.org

Existing	
  Text

Comment or Suggested Edit
referral to primary care, specialty care, durable
medical equipment (DME), medications, LTSS
needs, behavioral health needs, and other needs
services and develop an individual care plan
management and care coordination plan as needed,
within 90 days of enrollment.

8

9. A process to identify the need for
facilitating timely access to
primary care, specialty care, DME,
medications, and other health
services needed by the enrollee,
including the need for referrals to
resolve any physical or cognitive
barriers to access.

xxxxxx
9. A process to identify the need for facilitating
timely access to primary care, specialty care,
DME, medications, and other health services
needed by the enrollee, including the need for
referrals to resolve any physical or cognitive
barriers to access.

Comment Template	
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  Coordination Standards
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  2012
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Section	
  Title

Organization: California Association for Adult Day Services
Contact Name: Lydia Missaelides
E-‐Mail: Lmissaelides@caads.org

Existing	
  Text

Comment or Suggested Edit

12. A process for sharing assessment
results and the Individual Care
Plan (ICP) with Members, the
Interdisciplinary Care Team (ICT),
the PCP, the MSSP care
manager, county IHSS and
behavioral health partners, or any
other LTSS providers within 90
days of enrollment. These
processes for sharing assessment
results for IHSS recipients with
county social service agencies
shall be developed jointly between
the Plan and appropriate county
agency.

xxxxxx

13. A process to identify the need for
coordination of care across all
entities, including those outside
the provider network and to
ensure that adequate discharge
planning is provided to Members
who are admitted to a hospital or
institution.

xxxxx

12. A process for sharing assessment results and the
Individual Care Plan (ICP) with Members, the
Interdisciplinary Care Team (ICT), the PCP, the
MSSP care manager, county IHSS and
behavioral health partners, or any other LTSS
providers within 90 days of enrollment. These
processes for sharing assessment results for
IHSS recipients with county social service
agencies shall be developed jointly between the
Plan and appropriate county agency.

13. A process to identify the need for coordination of
care across all entities, including those outside
the provider network and to ensure that adequate
discharge planning is provided to Members who
are admitted to a hospital or institution.

Comment Template	
  for Care	
  Coordination Standards
Due December 10,	
  2012

Organization: California Association for Adult Day Services
Contact Name: Lydia Missaelides
E-‐Mail: Lmissaelides@caads.org
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Existing	
  Text

Comment or Suggested Edit

9

INDIVIDUAL CARE
PLAN

Plans shall develop and submit
individual care plans (ICPs) that
include the following, three months
prior to enrollment, and DHCS will
review within one month of
submission.

Clarity: Does	
  this	
  mean submission of a template
ICP? How does	
  the ICP contain processes? Mixes	
  
processes	
  with mandates	
  that need to be P&Ps.
Confusing.
Plans shall develop and submit individual care plans
(ICPs) and associated processes that include the
following, three months prior to enrollment, and
DHCS will review within one month of submission.

The list	
  of processes in 1-‐10 includes language that	
  
says “a	
  process to identify the need for….” But	
  this
focuses only on process and leaves out	
  the
associated action or expected outcome of the
process.
9

INDIVIDUAL CARE
PLAN

9. A process to identify the need
for care coordination across
multiple entities, including
those outside the provider
network, and to ensure that
discharge planning is provided
to Members who are admitted
to a hospital or institution.

This should include a mandate to train hospital
discharge planners about LTSS so that LTSS is
considered as an option. Default is often the NF.

# 11- 24 are directives that do not have to do with
the actual ICP form but are more appropriately
policies and procedures.
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  2012
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  Text

11

INDIVIDUAL CARE
PLAN

18. Plans shall consult with the
Member, PCP, IHSS social
worker, MSSP case manager,
behavioral health specialist, family
and/or community supports, and
other providers as appropriate in
the development of the ICP.

11

INDIVIDUAL CARE
PLAN

23. The Member’s ICP should always
be made available to the
healthcare home team, the
Member, and the patient’s
designees. (National Quality
Forum (NQF)).

Comment or Suggested Edit

Anyone working with patient and HIPAA
relationship should have access	
  to ICP. Not clear
what is	
  meant by healthcare home team.
23. The Member’s ICP should always be made
available to the healthcare home team, the
Member, and the patient’s designees. (National
Quality Forum (NQF)).
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13

13

CARE
COORDINATION

CARE
COORDINATION

Organization: California Association for Adult Day Services
Contact Name: Lydia Missaelides
E-‐Mail: Lmissaelides@caads.org

Existing	
  Text

Comment or Suggested Edit

12. Basic Case Management Services
are provided by the PCP or Care
Coordinator, in collaboration with
the Plan. The complexity and
breadth of these services will
range according to each
member’s needs. These services
may include:

Comment about including CBAS

3. Plan shall allow or ensure the
participation of the dual-eligible
Member, and any family, friends, and
professionals of their choosing, to
participate fully in any discussion or
decisions regarding treatments and
services.
E. Plan shall develop specific care
coordination provisions for nursing
facility residents. Plan must monitor
nursing facility utilization and develop
care transition plans and programs
that move beneficiaries back into the
community to the extent possible. (SB
1008). Such transition care planning
shall include assessment of the need

12. Basic Case Management Services are provided
by the PCP or Care Coordinator, in collaboration
with the Plan. The complexity and breadth of
these services will range according to each
member’s needs. These services may include:

3. Plan shall allow or ensure the participation of the
dual-eligible Member, and any family, friends, and
professionals of their choosing, to participate fully in
any discussion or decisions regarding treatments
and services.

Include LTSS below for consistency and clarity.
E. Plan shall develop specific care coordination
provisions for nursing facility residents. Plan must
monitor nursing facility utilization and develop care
transition plans and programs that move
beneficiaries back into the community to the extent
possible. (SB 1008). Such transition care planning
shall include assessment of the need for LTSS,

Comment Template	
  for Care	
  Coordination Standards
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Discharge Planning
and Care
Coordination

Organization: California Association for Adult Day Services
Contact Name: Lydia Missaelides
E-‐Mail: Lmissaelides@caads.org

Existing	
  Text

Comment or Suggested Edit

for Home- and Community-Based
Services, and involve Members,
family, legal representatives, PCPs,
nursing facility personnel, behavioral
health representatives, and other
health care and community-based
providers.

Home-and Community-Based Services, and involve
Members, family, legal representatives, PCPs,
nursing facility personnel, behavioral health
representatives, and other health care and LTSS
community-based providers.

Health Plans shall establish
transitions of care policies that
incorporate the following strategies
from the NQF:

Clarity and consistency. Healthcare team is	
  not
defined. Those who are receiving CBAS, IHSS or
MSSP should have the primary caregiver or care
manager in the case of CBAS and MSSP participate
in the discharge planning to help return the
Member to their pre-‐admission status	
  and ensure
follow	
  up.

a. Decision making and planning for
transitions of care should involve
the Member, and, according to
Member preferences, family, and
caregivers (including the
healthcare home team).
Appropriate follow-up protocols
should be used to assure timely
understanding and endorsement
of the plan by the Member and his
or her designees.
b. Members and their designees
should be engaged to directly
participate in determining and
preparing for ongoing care during
and after transitions.
c. Systematic care transitions
programs that engage Members
and families in self-management

Health Plans shall establish transitions of care
policies that incorporate the following strategies from
the NQF:
a. Decision making and planning for transitions of
care should involve the Member, and, according
to Member preferences, family, LTSS providers
and caregivers (including the healthcare home
team). Appropriate follow-up protocols should be
used to assure timely understanding and
endorsement of the plan by the Member and his
or her designees.
b. Members and their designees should be
engaged to directly participate in determining
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Organization: California Association for Adult Day Services
Contact Name: Lydia Missaelides
E-‐Mail: Lmissaelides@caads.org

Existing	
  Text
after being transferred home
should be used whenever
available.
d. For high-risk chronically ill older
adults, an evidence-based
multidisciplinary, transitional care
practice that provides
comprehensive in-hospital
planning, home-based visits, and
telephone follow-up, such as the
Transitional Care Model, should
be deployed.
e. Healthcare organizations should
develop and implement a
standardized communication
template for the transitions of care
process, including a minimal set of
core data elements that are
accessible to the Member and his
or her designees during care.

Comment or Suggested Edit
and preparing for ongoing care during and
after transitions.
c. Systematic care transitions programs that
engage Members and families in selfmanagement after being transferred home
should be used whenever available.

The plan may not provide these directly and should
provide	
   training to those involved in transitions	
   of
care, including hospital discharge planners, LTSS
providers	
  and others.
d. For high-risk chronically ill older adults, an
evidence-based multidisciplinary, transitional
care practice that provides for comprehensive
in-hospital planning, training of care
providers, home-based visits, and telephone
follow-up, such as the Transitional Care
Model, should be deployed.

Section e is	
  not clear and should be re-‐phrased in
“non-‐lingo” language.
e. Healthcare organizations should develop and
implement a standardized communication
template for the transitions of care process,
including a minimal set of core data elements
that are accessible to the Member and his or
her designees during care.
f. Plans should provide training and resource
materials to contracted hospital discharge
planners about the coordination of care
process, the availability and description of
LTSS providers and HCBS programs within
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Organization: California Association for Adult Day Services
Contact Name: Lydia Missaelides
E-‐Mail: Lmissaelides@caads.org

Existing	
  Text

Comment or Suggested Edit
the service area.

14

Minimum criteria for a discharge
planning checklist must include:
A. Documentation of pre-admission
status, including living arrangements,
physical and mental function, social
support, DME, and other services
received, such as IHSS, MSSP, or
CBAS.
B. Documentation of pre-discharge
factors, including an understanding of
the medical condition by dual-eligible
Member or a representative of the
dual-eligible Member as applicable,
physical and mental function, financial
resources, and social supports.
C. Services needed after discharge,
setting preferred by the dual-eligible
Member/representative of the dualeligible Member and
hospital/institution, setting agreed to
by the dual-eligible
Member/representative of the dualeligible Member, specific
agency/home recommended by the
hospital, specific agency/home agreed
to by the dual-eligible

Coordination with existing or new service providers	
  
is	
  vital. Recommended edits	
  are needed to include
CBAS as	
  one of the three LTSS providers	
  who play a
key role in discharge coordination for the Member
and asks	
  the plans	
  to design an expedited process	
  
for authorization of CBAS for new admissions	
  to
CBAS.
Minimum criteria for a discharge planning checklist
must include:
A. Documentation of pre-admission status,
including living arrangements, physical and
mental function, social support, DME, and
other services received, such as IHSS,
MSSP, or CBAS.
B. Documentation of pre-discharge factors,
including an understanding of the medical
condition by dual-eligible Member or a
representative of the dual-eligible Member as
applicable, physical and mental function,
financial resources, and social supports.
C. Services needed after discharge, setting
preferred by the dual-eligible
Member/representative of the dual-eligible
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Organization: California Association for Adult Day Services
Contact Name: Lydia Missaelides
E-‐Mail: Lmissaelides@caads.org

Existing	
  Text
Member/representative of the dualeligible Member, and pre-discharge
counseling recommended.
D. Post transition discharge policies
and procedures shall cover criteria to
include, but not limited to, access to
necessary medical care and follow up,
medications, durable medical
equipment and supplies,
transportation, and integration of
community based LTSS programs.
E. Coordination with county agencies
for IHSS and behavioral health
services, MSSP providers and CBAS
centers, CBOs such as Area Agencies
on Aging, and nursing facilities, as
appropriate. For IHSS, the plan’s
coordination process should be
developed jointly with county social
service agencies and consider state
requirements for counties regarding
discharge planning.
F. Policies and procedures governing
expedited MSSP assessment and
eligibility determination as part of the
Plan’s care coordination process for
Plan Members who are being
discharged from the hospital or at risk
of immediate placement in a SNF.

Comment or Suggested Edit
Member and hospital/institution, setting
agreed to by the dual-eligible
Member/representative of the dual-eligible
Member, specific agency/home
recommended by the hospital, specific
agency/home agreed to by the dual-eligible
Member/representative of the dual-eligible
Member, and pre-discharge counseling
recommended.
D. Post transition discharge policies and
procedures shall cover criteria to include, but
not limited to, access to necessary medical
care and follow up, medications, durable
medical equipment and supplies,
transportation, and referral or return to
integration of community based LTSS
programs.

Are CBOs	
  included within the definition of HCBS?
E. Coordination with county agencies for
IHSS and behavioral health services, MSSP
providers and CBAS centers, Home and
Community-Based Services CBOs such as
Area Agencies on Aging, and nursing
facilities, as appropriate. For IHSS, the plan’s
coordination process should be developed
jointly with county social service agencies
and consider state requirements for counties
regarding discharge planning.
F. Policies and procedures governing
expedited MSSP assessment and eligibility
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Contact Name: Lydia Missaelides
E-‐Mail: Lmissaelides@caads.org

Existing	
  Text

Comment or Suggested Edit
determination as part of the Plan’s care
coordination process for Plan Members who
are being discharged from the hospital or at
risk of immediate placement in a SNF.

CBAS providers	
  need to be included as	
  MSSP and
IHSS above, and reminded that expedited process	
  
needs	
  to be in place for CBAS, too.
G. For Members returning to CBAS care, the
plan’s coordination of the discharge process
should be developed jointly with the CBAS
provider. For new referrals to CBAS upon
discharge, a process that expedites CBAS
enrollment should include pre and postdischarge coordination with the CBAS center.
16

REASSESSMENT

1. Reassessment may be conducted
by phone, email, or in-person for
beneficiaries in lower-risk group,
and must be conducted in person
for higher-risk group and nursing
facility residents. (D-SNP)
a. For IHSS recipients, upon
request and when feasible,
plan reassessments may be
conducted in conjunction with
in person, in home, county
IHSS reassessments.

CAADS supports	
  the following recommendation
from SCAN Foundation and suggests	
  the edits	
  
below to be more inclusive of choice and provider
reassessment mandates	
  to minimize duplication of
assessments.
“We recommend that all reassessments for
individuals who are using home- and communitybased services (IHSS, MSSP, CBAS, or “In-Lieu of”
HCBS) be reassessed in the setting of the Member’s
choice and that this provision in the Standards
document be reflective of the broader range of
individuals who need and use LTSS beyond those
who are enrolled in IHSS.”
1. Reassessment may be conducted by phone,
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E-‐Mail: Lmissaelides@caads.org

Existing	
  Text

Comment or Suggested Edit
email, or in-person for beneficiaries in lower-risk
group, in accordance with the Member’s
preference, and must be conducted in person for
higher-risk group and nursing facility residents.
(D-SNP) and higher risk group in the setting of
the Member’s choice.
b. For IHSS LTSS recipients, upon request and
when feasible, plan reassessments may be
conducted in conjunction with mandated
LTSS in person, in home, county IHSS
reassessments.

16

REASSESSMENT

Plans shall regularly use claims data
(including IHSS and behavioral health
data) to identify Members at high-risk,
using newly diagnosed acute and
chronic conditions, or high frequency
emergency department or hospital
use, or IHSS or behavioral health
referral.

CAADS supports	
  the following recommendation
from SCAN Foundation and suggests	
  the edits	
  
below.
“We recommend that this provision be expanded to
include not only claims	
  data and referral data for IHSS but
also for	
  MSSP, CBAS, and related data for	
  those referred
to “In Lieu of”	
  HCBS.”
Plans shall regularly use claims data (including
IHSS, CBAS, MSSP, and behavioral health data) to
identify Members at high-risk, using newly diagnosed
acute and chronic conditions, or high frequency
emergency department or hospital use, or Adult
Protective Services, CBAS, IHSS or behavioral
health referral.

17

DUTIES OF CARE
COORDINATOR

2. Depending on the needs of the
member, the duties of the care
coordinator may include:
s. Initial Enrollment

xxxx
2. Depending on the needs of the member, the
duties of the care coordinator may include:
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Existing	
  Text
Recommendation: To facilitate
communication between Plans
and social service agencies,
particularly during the initial
enrollment period, DHCS and
the CDSS recommends that
Plans consider identifying a
limited group of care
coordinators that work with
county social service agencies,
as well as a limited group of
care coordinators that work with
county behavioral health
agencies.

19

DEFINITIONS

Authorized Representative (new)

Healthcare home team
Case management
Care management

Comment or Suggested Edit
s. Initial Enrollment Recommendation: To
facilitate communication between Plans and
social service agencies, particularly during
the initial enrollment period, DHCS and the
CDSS recommends that Plans consider
identifying a limited group of care
coordinators that work with county social
service agencies, as well as a limited group
of care coordinators that work with county
behavioral health agencies and within CBAS
centers

•

•

•

Authorized representative is	
  used in various	
  
sections	
  but has	
  different meanings	
  ins	
  
different settings. A definition here would be
helpful.
Healthcare home team is	
  used in several
places	
  but is	
  not defined. It is	
  not a term of
art recognized in other CCI documents.
Case management definition (which is	
  out of
order	
  alphabetically)and care	
  management
definitions	
  are confusing because they seem
to be used interchangeably and
inconsistently in the document. For example,
case management is	
  used on pages	
  12 under
A and B but these are not services	
  provided
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Comment or Suggested Edit
by those defined as	
  case coordinators	
  under
definitions. Is	
  it the Plan that is	
  providing
care management	
  and	
  the PCP providing	
  
case management as	
  defined? These terms	
  
needs	
  to be used consistently and clearly
since there are multiple levels	
  of
coordination occurring and the terms	
  are
being used interchangeably but	
  defined	
  
quite	
  differently.

19

PLAN REPORTING
REQUIREMENTS

New

CAADS supports	
  the following recommendation
from SCAN Foundation below.
“We recommend that Plans report to the state the
number of newly-‐enrolled dual-‐eligible	
  Members who
during the reporting period were successfully contacted,
completed the risk	
  assessment survey	
  (answered all
questions),	
  and received care coordination services. We
also recommend that Plans report the	
  total amount dual-‐
eligible	
  Members who received care	
  coordination
services	
  each quarter reflected as	
  both a number and
percentage of total dual-‐eligible	
  enrollment.

CAHF Comments for Assessment and Coordination Care Standards
December 10, 2012

Organization: CAHF
Contact Name: Nancy Hayward/Darryl Nixon
E-Mail: nhayward@cahf.org/dnixon@cahf.org

Page

Section Title

Existing Text

Comment or Suggested Edit

Page: 5 and 6

Section: NCF Care
Coordination

Text: In addition, DHCS proposes to
incorporate the following provisions for
care coordination from the National
Quality Forum (NQF), including all
bullets.

Comment or Suggestion: This section
establishes some additional oversight and
care coordination systems that will drive the
cost of nursing facilities. For example, there
is a discussion of provider systems, policies,
procedures and practices of various types
relating to care plans, with a specific
reference to a "joint plan of care." DHCS
must clarify how this will work with the
assessment and care planning process
already established for skilled nursing
facility services. Also, DHCS should clarify
their specific expectations on the "provider's
perspective of care coordination activities
should be assessed and documented." We
have no idea what that means and how such
assessment of a skilled nursing facility
would be accomplished. Further, page 6,
Item Nos. 7 and 8, speaks to electronic
information and record systems that
"should" be in place. DHCS fails to
recognize that large numbers of nursing
facilities do not have electronic records
systems since federal funding was not
provided for this category of providers. If
facilities do not have electronic health
records, is DHCS mandating that the plans
cannot or should not contract with them?
Consequently, if this is a standard for

CAHF Comments for Assessment and Coordination Care Standards
December 10, 2012
Page
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Organization: CAHF
Contact Name: Nancy Hayward/Darryl Nixon
E-Mail: nhayward@cahf.org/dnixon@cahf.org
Comment or Suggested Edit
nursing facility participation in the CCI, then
it represents a significant cost and a new
mandate that DHCS must fund.

Page: 6 and 7

Section: Health Risk
Assessments

Comment or Suggestion: Skilled nursing
facilities are mandated to complete a
Minimum Data Set (MDS) assessment that
is a comprehensive nursing assessment of a
resident’s health status. DHCS should
explore the feasibility for health plans to
obtain these data from either the state or
CMS to identify resident care needs instead
of layering on an additional and unnecessary
assessment. Other care providers, such as
home health agencies, also use standardized
assessment tools. Creation of a portal that
would allow health plans to access such
assessments would be a seamless way for
such information to be obtained from all
sources.

Page: 6
through 9

Section: Risk Stratification

Comment or Suggestion: The risk
stratification and health risk
assessment discussion implies that residents
of nursing facilities are not "high risk" and
gives the health plans 90 days to perform
assessment. Further, it requires that the
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Comment or Suggested Edit
assessments be made in person for nursing
facility residents. DHCS fails to recognize
that nursing facilities perform assessments
(MDS 3.0) and are required to develop
detailed care plans for their residents. There
is a requirement for the plan to describe the
process to identify a nursing facility
resident’s medical care needs, including
primary care, specialty care, durable medical
equipment (DME), medications, LTSS
needs, behavioral health needs, and other
needs and to develop an individual care
management and care coordination plan as
needed. Nursing facilities already have an
interdisciplinary team that creates a
comprehensive plan of care for the patients,
which is a federal mandate. The team meets
at 30 days and quarterly thereafter. The
health plan care coordinators should become
part of the skilled nursing facilities
interdisciplinary team, otherwise there is a
potential for duplicative and/or conflict plans
of care.

CAHF Comments for Assessment and Coordination Care Standards
December 10, 2012

Organization: CAHF
Contact Name: Nancy Hayward/Darryl Nixon
E-Mail: nhayward@cahf.org/dnixon@cahf.org

Page
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Page: 13 and
14

Section: Coordination and
Discharge Planning

Text: Plan shall develop specific care
coordination provisions for nursing
facility residents. Plan must monitor
nursing facility utilization and develop
care transition plans and programs that
move beneficiaries back into the
community to the extent possible. (SB
1008). Such transition care planning
shall include assessment of the need for
Home- and Community-Based Services,
and involve Members, family, legal
representatives, PCPs, nursing facility
personnel, behavioral health
representatives, and other health care
and community-based providers.
Plan shall ensure the provision of
discharge planning when a dual-eligible
Member is admitted to a hospital or
institution and continuation into the
post discharge period. Discharge
planning shall include ensuring that
necessary care, services, and supports
are in place in the community for the
dual-eligible Member once they are
discharged from a hospital or
institution, including scheduling an
outpatient appointment and/or
conducting follow-up with the patient
and/or caregiver. Discharge planning

Comment or Suggestion: The Care
Coordination section and the Discharge
Planning section above do not mention that
transfer and discharges involving residents
of skilled nursing facilities are subject to
prescriptive requirements. The health plans
need to make sure that their actions conform
to these requirements. CAHF submitted
extensive comments previously, including
the following comments.
Health plans must be bound by the Code of
Federal Regulations (CFR), specifically
Section 483.12(a)(2) which prohibit a
resident from being involuntarily
transferred or discharged from a facility
unless:
1. The transfer and discharge is
necessary for the resident’s welfare
and the resident’s needs cannot be
met in the facility;
2. The transfer or discharge is
appropriate because the resident’s
health has improved sufficiently so
the resident no longer needs the
services provided by the facility;
3. The safety of individuals in the
facility would otherwise be
endangered;
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hospital discharge planners.

Organization: CAHF
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Comment or Suggested Edit
4.

5.

The resident has failed, after
reasonable and appropriate notice, to
pay for (or to have paid) under
Medicare, or Medicaid to stay at the
facility;
The facility ceases to operate.

Another provision that DHCS must
articulate is the provision in SB 1008 that
requires health plans to continue to
reimburse the facility until the resident is
successfully discharged.
Also, a skilled nursing facility’s role in
developing care transition plans should not
be expanded beyond current licensing and
certification expectations that the facility
identify via the MDS process whether or not
the resident wishes to return to the
community and then make appropriate
referrals to the health plan and designated
community agencies. If additional mandates
are placed on facilities, DHCS must
recognize the cost in the AB 1629
reimbursement rates.

CAHF Comments for Assessment and Coordination Care Standards
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Comment or Suggested Edit

Page: 16

Section: Responsibilities
and Qualifications of Care
Coordinators

Text: Medication review and
reconciliation; medication adjustment
by protocol

Comment: Skilled nursing facilities have
pharmacy consultants that review resident’s
medications monthly. We do not believe
that care coordinators have the legal
authority or qualifications to adjust
medications. That is the responsibility of the
prescribing physician. In the case of nursing
facilities this function is unwarranted and
may duplicate federal and state nursing
facility regulatory requirements.

Page: 17

Section: Interdisciplinary
Care Team

Comment or Suggestion: Plans should be
required to attend regularly scheduled
facility-based interdisciplinary care team
meetings that occur at skilled nursing
facilities quarterly and avoid
separate duplicative care team meetings
convened by the health plan.
General Comments:
Capacity of skilled nursing facility
residents: A glaring omission in this
document is the lack of focus on the issues
about capacity, decision-making, advance
directives, durable powers of attorney for
health care and Physician Order for LifeSustaining Treatment (POLST). DHCS fails
to recognize that there are significant
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Organization: CAHF
Contact Name: Nancy Hayward/Darryl Nixon
E-Mail: nhayward@cahf.org/dnixon@cahf.org
Comment or Suggested Edit
portions of this population who lack capacity
and have no decision-making capaability or
anyone that can easily be found to act on
their behalf. This longstanding problem
produced the "Epple Bill", embodied in
Health & Safety Code Section 1418.8, about
how to provide care to this population in
skilled nursing facilities. DHCS must
recognize this issue along with providing
recommendations to health plans on this
unique aspect of this population.
Increase in skilled nursing facility
administration and/or case management
staff: The document does not consider the
additional time that nursing facilities will
need to spend working with the health plans
for completion of varying assessments and
care plans referenced in this document.
Implementation of the CCI creates a new
mandate for facilities to interact with
multiple health plans to obtain authorization,
submit claims for services, coordinate care
with multiple and additional ancillary
providers (labs, pharmacies, medical
suppliers, radiology, etc.), and interact
frequently with the health plan case
managers. We have learned that our
members that utilize a business model that
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Comment or Suggested Edit
includes contracting with capitated health
plans, have case managers that oversee the
care of no more than 30 patients. We see the
CCI as mandating at least one, if not two, inhouse case managers per facility to interact
with the health plans. We will be talking
more to DHCS Health Care Financing staff
about funding the cost of this mandate in the
eight designated CCI counties.
Care coordination for urgent medical
needs: A key to reducing emergency room
visits and admission to hospitals is 24/7
access to a resident primary care physician
and/or an associate that is familiar with the
medical needs of a resident. Health plans
should be required to provide this access. In
addition, health plans should provide DHCS
assurances that they have contracted with
ancillary providers such as pharmacies,
laboratories, radiology services and other
ancillary services that can response
immediately to skilled nursing facilities’
requests for urgent services. CAHF is
concerned that the health plans will execute
contracts with ancillary providers that do not
have experience dealing with skilled nursing
facilities.
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Health Risk Assessment- SNFs are
mandated to complete an MDS assessment
that is a comprehensive nursing assessment
of a resident’s health status.
It would make sense for plans to utilize the
data from the MDS to identify SNF resident
care needs instead of layering a requirement
for an additional assessment. Other care
providers also use standardized assessment
tools. Creation of a portal that would allow
health plans to access such assessments
would be a seamless way of such
information is obtained from all sources.

Donna Pomerantz, President
CALIFORNIA COUNCIL OF THE BLIND
EXECUTIVE OFFICE
1303 J Street, Suite 400
Sacramento, CA 95814-2900
916 441-2100 1-800-221-6359 FAX 916-441-2188

December 10, 2012
Comments on Care Coordination Standards
From:
Jeff Thom
Director of Advocacy and Governmental Affairs
California Council of the Blind
1303 J. Street, Suite 400
Sacramento, CA 95814
The care coordination standards provide “Assessment materials shall
be available in alternate format, in a culturally, linguistically, and
physically appropriate manner. Plans will make arrangements to
reach and engage Plan Members with a variety of cultural and
linguistic needs.”
However, this standard is deficient in several ways. First, the
standard needs to specify that information shall be made available in
an alternate format that effectively communicates) the information to
the consumer. Secondly, the standard should enumerate that formats
include, Braille, large print, cassettes, CD’s and electronic format.
Also, the stand should specify that plans must develop methodologies
to identify members with visual and other print disabilities in order to
ensure that they become aware of their right to receive material in
alternate formats.
In addition, the CCI standards should be amended to require that
plans make their websites accessible to persons with disabilities
through compliance with the W2`.0 web accessibility standards.
Social services providers will play a number of roles in the dual
demonstration project. Among other things, they can provide services
for health plans, assist in the assessment process, and provide input

into the care coordination planning process. For persons who are
blind or deaf-blind, specialized services agencies that serve the
population of persons who are blind, deaf-blind or low vision provide
an array of services including services for seniors, independent living
services, employment, orientation and mobility, information and
referral, advocacy, and mentorship. These agencies have long been
shown to best meet the needs of these populations, and included
among such agencies are membership agencies of persons who are
blind or visually impaired. Thus, specialized services agencies serving
persons who are blind, deaf-blind or who have low vision need to be
an integral part of the process by which health plans are best able to
understand the needs of their consumers and meet those needs, and
the inclusion of these agencies should, therefore, be specifically
mentioned in the care coordination standards.
Very truly yours,
Jeff Thom
Director of Advocacy and Governmental Affairs
California Council of the Blind
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General
Comment –
Stakeholder
Input

Comment or Suggested Edit
We appreciate the opportunity to comment on
these proposed Care Coordination standards. In
the context	
  of	
  the ongoing design and
implementation of the CCI, and recognizing the	
  
critical role of care coordination in the success	
  
of the initiative,	
  CHA	
  encourages the state to
continue to solicit and accept input from the
stakeholder	
  community and to re-‐evaluate	
  and	
  
revise the standards	
  on a regular	
  basis.
While these comments address standards
relative to Care Coordination	
  for	
  the Plans,
they do not	
  include information regarding how
the state will evaluate and monitor	
  compliance,
or how and	
  when	
  corrective action	
  will be
implemented.	
  

General
Comment –
State	
  Oversight

3

Existing	
  Text

Organization: California Hospital Association
Contact Name: Patricia Blaisdell
E-‐Mail: pblaisdell@calhospital.org

Introduction

CHA urges DHCS to communicate	
  its proposal
for oversight, including evaluation and
enforcement of the	
  standards. Furthermore,
the standards should include both qualitative
and quantitative metrics to ensure the
established	
  standards are	
  being	
  met, and such
metrics should be made publicly available.
“These standards incorporate the following	
   CHA urges DHCS to specify the	
  criteria that will
goals in conjunction with current Medi-‐Cal
be used	
  in	
  granting modifications.
managed care assessment and care
coordination requirements...
While CHA appreciates the need	
  for flexibility,
• [Bullet 5]	
  Provide flexibility for	
  
the standards must ensure	
  that Members are	
  
Plan-‐specific	
  modifications, subject able	
  to access services in manner consistent
to prior	
  written approval by DHCS
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Organization: California Hospital Association
Contact Name: Patricia Blaisdell
E-‐Mail: pblaisdell@calhospital.org

Existing	
  Text
in consultation with CMS”

4

4

Care Coordination	
  General
Requirements

Care Coordination	
  General
Requirements	
  

1. “Plans will provide care coordination
services	
  to all members	
  as	
  needed, and
if requested.”

Comment or Suggested Edit
with Medicare and Medi-‐Cal guidelines.
CHA recommends that this language be revised
to read “…to all members as needed or if
requested.”

This change is necessary to accommodate
circumstances	
  where the Member may	
  not be
able	
  to request necessary assistance.
4. “Plans shall use	
  nurses, social workers,
CHA urges DHCS to revise	
  this language	
  to
the member’s PCP, if	
  appropriate, and
specify that the Plans are responsible for
other medical professionals as necessary to	
   effective	
  and	
  adequate	
  care coordination.	
  
provide care management…”
CHA suggests the	
  following addition to the	
  
current language: “Plans shall use nurses,
social workers, the member’s	
  PCP, if
appropriate, and other medical professionals in
accordance with state and federal law,	
  as
necessary to provide care management…”
The current language does not clearly identify
who is responsible for determining appropriate
personnel for care management. The language
should clarify that, while certain aspects	
  of care
or case management may be delegated, overall
care coordination must remain the
responsibility of	
  the Plan. Additionally, Plans
must be required to ensure that care
management decisions, in particular decisions
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Organization: California Hospital Association
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E-‐Mail: pblaisdell@calhospital.org

Existing	
  Text

Comment or Suggested Edit
regarding access to care, are made by
appropriate	
  clinical personnel consistent with
state and federal law and Medicare and Medi-‐
Cal guidelines.

4

5

Care Coordination	
  General
Requirements

Care Coordination	
  General
Requirements

5. “Plans shall facilitate	
   Member’s ability
to access appropriate community
resources and other	
  agencies, including
referrals as necessary and appropriate	
   for
behavioral services, such	
  as mental health	
  
and substance	
  use	
  disorder treatment
services.”

“10. In conjunction with contracted MSSP
organizations, Plans shall have a care
coordination and management model that
supports	
  appropriate referral of	
  Plan
Members to the MSSP for assessment,
eligibility determination, and services.”	
  

CHA suggests the following revision to this
language: “ Plans shall	
  ensure a Member’s
ability	
  to access appropriate community	
  
resources	
  and other agencies, including access
to treatment	
  and services as necessary	
  and
appropriate for behavioral services, such as
mental health and substance use disorder
treatment	
  services”
The current language does not ensure that
members will have effective	
  access to the	
  
necessary services and	
  that Plans have an	
  
obligation	
  to	
  provide access and	
  care in a
manner consistent with Medicare and Medi-‐Cal
guidelines and state	
  and federal law. As
currently	
  written, a Plan would be able to meet
the standard by providing referral	
  information
only,	
  even when the Member was/is unable to
obtain	
  necessary treatment.
CHA agrees with comments submitted by The	
  
Scan Foundation (TSF),	
  that the standards be
revised to communicate consistent
requirements for IHSS, CBAS, and MSSP
programs, as opposed	
  to	
  calling out programs
individually.
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5

Care Coordination	
  General
Requirements

“In addition, DHCS proposes to incorporate
the following provisions for	
  care
coordination from the National Quality	
  
Forum (NQF).”

5

Care Coordination	
  General
Requirements

1, 2, & – “plan of care”, “joint plan of
care”

We appreciate the mention and support of NQF
standards. We agree with comments submitted
by TSF, expressing concern	
  that by indicating
that	
  DHCS is “proposing to incorporate” these
provisions,	
  it is unclear whether DHCS is
definitively requiring	
  these	
  provisions.	
  We also
agree	
  with TSF’s observation that the	
  NQF
provisions for care coordination	
  refer	
  primarily
to medical approach to care	
  coordination,
without acknowledgement of the different
needs for care coordination	
  and	
  care
management for LTSS needs,	
  and support the
need	
  for additional language/clarification	
  on
this issue.
CHA suggests that the	
  language	
  be	
  revised to
clarify,	
  to provide differentiation between
“plan or care”	
  and “joint plan of care”	
  or to be
consistent in terms.

6

Risk Stratification	
  and	
  Health	
  
Assessment Process

“Plans shall apply a DHCS-‐approved health
risk stratification mechanism or	
  algorithm
to identify newly enrolled dual-‐eligible	
  
beneficiaries within	
  44 days of enrollment.
Based	
  o the results of the Member’s
health	
  risk stratification, Plan	
  shall also

The difference between “plan of care” and
“joint plan of care”	
  is undefined and unclear.
CHA urges DHCS to include	
  continuity of	
  care
language to ensure that newly enrolled
members continue to receive care from	
  their
existing providers.
We agree with comments submitted by TSF that
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Health Risk Assessment

Health Risk Assessment

Organization: California Hospital Association
Contact Name: Patricia Blaisdell
E-‐Mail: pblaisdell@calhospital.org

Existing	
  Text

Comment or Suggested Edit

administer the	
  DHCS	
  approved health risk
assessment (HRA) survey within 6 days for
dual-‐eligible	
  beneficiaries deemed to be	
  at
higher health risk, and 9 days for
nursing facility residents or those
determined	
  to	
  be a lower health	
  risk.”

the timeline reference in this language may
allow for an extended time	
  between enrollment
and member-‐provider contact. The Members’
ability to continue	
  to receive	
  care	
  during that
time from their	
  existing providers must	
  be
assured.

“Plans shall use	
  an HRA tool survey tool to
assess Member’s current health risk,
including medical, LTSS, and behavioral
health	
  elements.”

CHA urges DHCS to require	
  Plans to
incorporate into their process for health	
  risk
assessment information from providers and
existing data sets.

“’Higher risk’ for risk-‐assessment purposes
means Medi-‐Cal beneficiaries who	
  are at
increased risk of having an adverse health
outcome or worsening their health	
  status if
they do not	
  receive initial contact	
  by the

Medical providers at all levels collect extensive
medical and functional information for	
  the
beneficiaries they serve. The HRA process
implemented by the plans would benefit by
developing a meaningful process to	
  ensure that
information from a Member’s current providers
be incorporated	
  into	
  the HRA	
  and	
  development
of the plan	
  of care, and	
  that the Plan’s HRA	
  is
complementary	
  and additive to information
already collected. Members should not be	
  
subject to multiple or duplicative assessment
processes.
CHA urges DHCS to expand this statement	
  to
include declining functional	
  status,	
  in addition
to health status.
member’s functional status will be a critical
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Health Risk Assessment

Health Risk Assessment

Organization: California Hospital Association
Contact Name: Patricia Blaisdell
E-‐Mail: pblaisdell@calhospital.org

Existing	
  Text

Comment or Suggested Edit

Plan within 6 calendar days of
enrollment.”

factor	
  in their	
  ability to live at	
  as independent	
  a
level	
  as possible and to maintain optimal	
  health
status. Including worsening functional status in
the HRA will support	
  timely provision of	
  
rehabilitative or	
  other	
  needed services.

6. “ process describing how the Plan	
  will
identify higher-‐risk and nursing facility
residents’ medical care needs including
primary care, specialty care, durable
medical equipment (DME), medications,
LTSS needs, behavioral health needs, and
other needs and	
  develop	
  an	
  individual care
management and care coordination plan as
needed, within	
  90 days of enrollment.”

CHA	
  recommends that the language specify
that	
  the HRA process be conducted in
coordination with the member’s nursing
facility,	
  and specify that completion of the HRA
is the responsibility of the Plan.

9. “A process to identify the	
  need for
facilitating timely access to primary care,
specialty care, DME, medications, and
other health	
  services needed	
  by the
enrollee, including	
  the	
  need for referrals
to resolve any physical or cognitive	
  barriers
to access.”

The current language is unclear in regards to
how assessment and plan coordination will
occur for residents of skilled	
  nursing facilities.
The role and responsibilities of Plan personnel
must be more clearly defined, to avoid an
inappropriate delegation of this responsibility to
skilled nursing facility staff.	
  
The current language is vague, and does not
ensure	
  that problems with timely access are	
  
addressed when problems are	
  identified
CHA urges DHCS to strengthen this standard by
adding	
  language requiring	
  that the Plans have	
  
process to address and resolve problems with
timely access, and to develop and implement	
  a
corrective action plan when a systemic	
  
problem with	
  access are	
  identified.
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9

Health Risk Assessment

13. “A process to identify the	
  need for
coordination across all entities, including
those outside the provider	
  network and to
ensure	
  that adequate	
  discharge	
  planning	
  is
provided	
  to	
  Members who	
  are admitted	
  to	
  
hospital or institution.”

CHA recommends that the	
  language	
  specify
that	
  the communication across	
  all entities	
  be
conducted in coordination with facility-‐based	
  
personnel, including hospital-‐based	
  case	
  
managers and discharge planners.

9

Individual Care Plan	
  

“Plans shall develop and submit individual
care plans	
  (ICPs)…..

13

Care Coordination

“E. Plans shall develop specific	
  care
coordination provisions	
  for nursing facility	
  
residents. Plans must monitor nursing
facility utilization and develop care
transition plans that	
  move beneficiaries
back into	
  the community to	
  the extent
possible…..”

The current language is unclear in regards to
how assessment and	
  plan	
  coordination	
  will
occur between	
  Plan	
  personnel and provider-‐
based	
  personnel, such	
  as hospital-‐based	
  case
managers/discharge planners. The role and
responsibilities of	
  Plan personnel must	
  be more
clearly	
  defined, to avoid an inappropriate
delegation	
  of this responsibility to	
  hospital staff. 	
  
It is unclear if this language is addressing ICPs
for	
  individual Members, or	
  is requiring that	
  
Plans submit policies and procedures. It should
be clarified.
CHA applauds the recognition that residents of
skilled nursing facilities	
  require specialized care
coordination provisions. We recommend that
the language be expanded to clarify plan
responsibilities: “Plans shall develop specific
care coordination provisions that	
  include
placement and	
  payment obligations, for
nursing facility residents.”
The role and responsibilities of Plan personnel
must be more clearly defined, to avoid an
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Existing	
  Text

Comment or Suggested Edit
inappropriate delegation of this responsibility to
skilled nursing facility staff.	
  

E

Discharge Planning and Care
Coordination	
  

“Care coordination should be provided for
transitions among levels of	
  care and
between	
  services locations.
Plan shall ensure	
  the	
  provision of discharge	
  
planning when	
  a dual-‐eligible	
  Member is
admitted to hospital or institution and
continuation into the post discharge
period. Discharge planning shall include
ensuring	
  that necessary care, services, and
supports	
  are in place in the community for
the dual-‐eligible	
  Member once	
  they are	
  
discharged from hospital or institution,
including scheduling an outpatient
appointment and/or conducting follow-‐up	
  
with the patient and/or caregiver.
Discharge planning shall be done in
coordination with hospital discharge
planners.

CHA urges DHCS to expand on this portion	
  of
the standards to clarify the expectations of	
  the
plans for transitions of care, including timely
access to care at all levels, timely	
  resolution of
care denials, and to address financial
responsibilities that	
  result	
  from a failure to
provide	
  timely access to	
  care.
The ability to access the appropriate level of
care in the days	
  and weeks	
  following an acute
hospitalization	
  is an	
  important factor in	
  
Members’ ultimate success in transition back to
home and	
  community. Additionally,
appropriate post-‐acute	
  care	
  will reduce	
  
readmission and reduce health care costs.	
  
CHA recommends that	
  Plans be required to
maintain readily available (7 days/week) access
to care coordination personnel who will be
available	
  to provide	
  care	
  authorizations and
assistance	
  in identifying and obtaining
appropriate	
  placements and necessary
community	
  resources.
In the event that a Member remains in any
care setting longer than is required for their
medical or functional condition while awaiting
discharge	
  or transition to the next	
  level of	
  care
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  Text
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or home	
  and	
  community based	
  service, the	
  
Plan will continue	
  to reimburse	
  the	
  provider at
the established rate for that	
  provider level of	
  
care until the Member is able to transition.

18

Subcontracts

Subcontracts for Assessment and	
  Care
Coordination	
  

DHCS must ensure that dual eligible
beneficiaries have	
  access to	
  an	
  effective	
  “real-‐
time” appeals process to resolve care denials.
The appeals process for hospital
discharge/transition	
  to	
  a post-‐acute setting	
  
should include review by an objective third
party, and	
  should be completed within 48
hours. Health	
  Plans should	
  be prohibited	
  from
transferring the patient	
  until an appeal
decision	
  is rendered, and	
  should	
  be required	
  to	
  
continue to be financially	
  responsible for the
patient’s care	
  pending the	
  results of the	
  
appeal.
CHA urges DHCS to include	
  in this section a
clarification that, while Plans may	
  subcontract
some functions	
  relating to assessment and care
coordination, that they	
  not be able to delegate
all associated financial risk.
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Care Coordination General
Requirements

Organization: CalOptima
Contact Name: Gisela Gómez
E-‐Mail: ggomez@caloptima.org

Existing	
  Text
Bullet 1. Plans will provide care
coordination services to all Members, as
needed, and if requested
Bullet 4. Plans shall use nurses, social
workers, the Member’s PCP, if appropriate,
and other medical professionals as
necessary to provide care management
and enhanced care management, as
applicable, particularly for beneficiaries in
need of or receiving LTSS.
Bullet 8. Plans must have an agreement
with their county social services
agency…include: a comprehensive,
inclusive communications process… data
sharing protocols; the role and purpose of
the ICT and who will be served, metrics
indicating levels of risk (prioritization);
composition and leadership of the CCT; how
documentation and data will be recorded
and stored; procedures for follow and
monitoring of cases
Bullet 9.b. Plans are encouraged to consult
with CDSS and DHCS to confirm policies are
consistent with IHSS program requirements
Bullet 10. In conjunction with contracted
MSSP organizations, Plans shall have a
care coordination and management model
that supports appropriate referral of Plan
Members to the MSSP for assessment,
eligibility determination, and services.
Bullet 13. Plans shall have a process for
conducting an annual review, analysis and
evaluation of the effectiveness of the care
management program model and
processes, and identify actions to be
implemented to improve the quality of care
and delivery of services…..

Page	
  1 of 7

Comment or Suggested Edit
Please clarify if this is applicable to all Medi-Cal members or
just Duals?
CalOptima suggests to allow flexibility to use trained, nonlicensed staff if they are supervised by licensed staff.

Please confirm that the DHCS developed template meets
these requirements. More details on communications and
information sharing will require additional time to develop.
Agreement must be approved by county board of supervisors.
Due to local process requirements, contract draft would
already have to be submitted to meet Feb. 1 deadline.
Please confirm draft contract, including reference to more
detailed process being mutually agreed by parties will be
sufficient for readiness review.
Please clarify what is consultation submission process, timing,
etc.
Please clarify what is the expectation for the Health Plan when
they are already an MSSP provider in the County?

CalOptima suggest separating the last sentence into its own
bullet to highlight it.
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Pg. 5

NQF

Organization: CalOptima
Contact Name: Gisela Gómez
E-‐Mail: ggomez@caloptima.org

Existing	
  Text

Bullet 8. An electronic record system should
allow the Member’s health information to be
accessible to caregivers at all points of care

Pg. 5

NQF

9. Regional health information systems…
should enable healthcare home teams to
access all Member information

Pg. 6

Risk Stratification & Health
Assessment Process
General comment

Middle paragraph

Pg. 6

Risk Stratification and Health Risk
Assessment

Pg. 6

Initial Risk Stratification
Mechanism

Plans shall develop and submit their
processes to demonstrate compliance with
the following to DHCS and CMS three
months prior to implementation…
Bullet 1. A process for incorporating
stakeholder and consumer input into
development of the mechanism or
algorithm.

Comment or Suggested Edit
CalOptima suggest using QI.7 from NCQA or SNP.1 from
Structure and Process instead of NQF requirements as these
are also consistent with nationally recognized quality standards.
Please provide additional guidance/policy regarding the
sharing of behavioral health information.
Please clarify if caregiver is intended to cover informal and
formal caregivers? CalOptima does not currently have an
EHR accessible to members and caregivers. This would
require extensive resources to implement in time for launch.
Please clarify, is there member information that is not
accessible to healthcare home (e.g., MSSP participant data)?
Does this apply only to data which the Plan already has (as
opposed to, for example, data housed at CBAS, SSA,
community providers with whom we may contract or refer?
Please clarify, will the State initiate an agreement with the SF12 for use of the survey tool and analytical software?
For the HRA and Risk Stratification, can the State please
clarify which set of regulations should the Plans adhere to –
existing SPD requirements or the new Duals Demonstration
requirements which are also applicable to Medi-Cal only SPD?
CalOptima’s preference and recommendation would be that
there be one standard for the Medi-Cal only SPD, D-SNP, and
Dual Demonstration population.
Please confirm this is 3 months prior to implementation of the
Duals demo, not the LTSS portion.
Please confirm consumers can be engaged prior to plan
approval without violation of CMS and DHCS marketing
limitations.
Please clarify if HRA tool submitted as part of initial CMS
application? If so, would it need to be vetted with stakeholders
and resubmitted?
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Organization: CalOptima
Contact Name: Gisela Gómez
E-‐Mail: ggomez@caloptima.org

Existing	
  Text

Initial Risk Stratification
Mechanism

Bullet 3. A process that tests the
stratification mechanism…

Health Risk Assessment (HRA)

General comment

Pg. 7

Health Risk Assessment (HRA)

Pg. 7

Health Risk Assessment (HRA)

Plans shall use an HRA tool survey tool to
assess a Member’s current health risk,
including medical, LTSS, and behavioral
health elements.
Bullet 1. A process for incorporating
stakeholder and consumer input into
development of the tool or process

Pg. 8

Health Risk Assessment

Bullet 3. A process for reviewing all
Medicare and Medi-Cal utilization
data…IHSS assessments

Pg. 8

Health Risk Assessment (HRA)

Pg. 8

Health Risk Assessment (HRA)

Bullet 5. Assessment materials shall be
available in alternate format, in a culturally,
linguistically, and physically appropriate
manner. Plans will make arrangements to
reach and engage Plan Members with a
variety of cultural and linguistic needs.
Bullet 6. A process describing how the Plan
will identify higher-risk and nursing facility
residents’ medical care needs, including
primary care, specialty care, durable medical
equipment (DME), medications, LTSS needs,
behavioral health needs, and other needs
and develop an individual care management
and care coordination plan as needed, within
90 days of enrollment. The care coordination
plan will be developed upon completion of

Page	
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Comment or Suggested Edit
Please expand on how the Health plan will be expected to
demonstrate compliance with this requirement. CalOptima
does not currently have utilization data for significant portion of
population which currently uses IHSS.
There appears to be no mention about how the initial HRA is to
be conducted. CalOptima suggests a clarification statement be
added that is consistent with how reassessment is on pg. 16.
Please clarify if the State will be providing a standardized HRA
tools for all Health Plans to use that incorporate stakeholder
and consumer input? CalOptima would support this and is
interested in taking part in the development of this tool.
Please confirm consumers can be engaged prior to plan
approval without violation of CMS and DHCS marketing
limitations. Also, please clarify if HRA tool was submitted as part
of initial CMS application? If so, would it need to be vetted with
stakeholders and resubmitted?
CalOptima recommends revising requirement to review data in
the prior 1-2 years? “All” may be too broad. Also, please clarify
if health plan is required to use only most recent MSSP and
IHSS assessments. Older assessments may be of limited value.
Please clarify if there will be a required list of materials and the
alternate formats they will be required to be in?

Please provide confirmation that “Care Coordination Plan” is
the same as the “Individual Care Plan”. If so, suggest
consistency in language throughout the document to clarify
expectations.
Also, because the ICP cannot be conducted until after the
HRA, the ICP timeframe needs to be anchored after the HRA
is completed. For example, within 90 days of enrollment
referenced here needs to take into consideration the time
potentially added by the 44 days it may take to complete the
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Existing	
  Text

Comment or Suggested Edit

the data stratification, and HRA.

risk stratification.
Data sharing with the Counties and other Community-Based
Providers will be instrumental for Health Plans to be able to
meet the requirements.
Please clarify this means health plans will submit ICP
process/tools, not ICPs themselves.

Pg. 9

Individual Care Plans

General comment

Pg. 9

Individual Care Plans

Pg. 11

Individual Care Plans

Plans shall develop and submit ICPs that
include the following three months prior to
enrollment, and DHCS will review within
one month of submission
Bullet 20. within 90 days of enrollment

Pg. 11

Individual Care Plans

Pg. 11

Individual Care Plans

Bullet 18. Plans shall consult with the
Member, PCP, IHSS social worker, MSSP
case manager, behavioral health specialist,
family and/or community supports, and
other providers as appropriate in the
development of the ICP.
Bullet 23. The Member’s ICP Should always
be made available to the healthcare home
team, Member, and the patient’s designee

General comment

Pg. 12

Care Coordination – A. 1)

Initial Health Assessment

Pg. 12

Care Coordination – A

Basic Case Management services

Pg. 12

Care Coordination – B. 3)

Pg. 13

Care Coordination

Intense coordination of resources to ensure
Member regains optimal health or improved
functionality.
Bullet C 1-4

Pg. 13

Care Coordination - E

Plan shall … develop care transition plans
and programs that move beneficiaries back

Page	
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CalOptima suggests revising requirement to read “when
possible”, given the HRA may not have been completed yet
CalOptima suggests moving this bullet to the front of this
section to give it prominence and highlight its importance.

Please clarify requirement. In this context, does always mean
24x7 or as available, if requested or sent to member and
designee automatically?
Please confirm the use of terms mean the same thing:
“ICP/care coordination plan /plan of care”. If so, suggest
consistency in language throughout the document to clarify
expectations.
Plan interprets this to be 120-day IHA. Please confirm if this is
what is meant.
CalOptima suggests to include a definition for Basic Case
Management into the Definition section.
CalOptima suggests revising statement to read “maintain”
instead of regain.
CalOptima suggest to add a bullet 5 that specifies the member
has the option to opt out of case management.
Please confirm Money-Follows –the-Person programs are not
affected by Demonstration (i.e., continuation of grant funding to
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Existing	
  Text
into the community to the extent possible

Pg. 13

Care Coordination - F

Pg. 13

Care Coordination - G

Pg. 14

Care Coordination – 2.d

Pg. 15

Care Coordination - 2 H.a

Pg. 15

Care Coordination – 2 F

Pg. 16

Reassessment and Review

Pg. 16

Reassessment and Review

Pg. 17

Responsibilities and Qualifications
of Care Coordination

Plan shall monitor and support members in
community to avoid further
institutionalization
Plan shall have a process for conducting an
annual review, analysis and evaluation…
For high-risk chronically ill older adults, an
evidence-based multi-disciplinary
transitional care practice that provides
comprehensive in-hospital planning homebased visits, and telephone follow-up such
as Transitional Care Model should be
developed.
Notification of the ICT of hospital admission
(psychiatric or acute) and coordinating a
discharge plan.
Policies and procedures governing
expedited MSSP assessment and eligibility
determination as part of the Plan’s care
coordination process for Plan Members
who are being discharged from the hospital
or at risk of immediate placement in SNF
Bullet 1. Plans shall conduct an annual
comprehensive reassessment….
Bullet 1a. For IHSS recipients, upon
request and when feasible, plan
reassessments may be conducted in
conjunction with in person in home county
reassessments
Bullet 2.n. Case rounds, monthly ICT
meetings as needed

Page	
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Comment or Suggested Edit
local grantees)
Please confirm plans obligations are limited to assessment,
covered benefits, and referrals.
Please confirm health plan “support” requirements are limited
to assessment, covered benefits and referrals.
CalOptima suggests separating the last sentence into its own
bullet to highlight its importance.
As high risk members will have an ICT, limiting to models that
incorporate ICT into model itself seems unwarranted.
CalOptima suggests to expand to allow use of other evidencebased models such as Coleman’s Care Transition Intervention.

CalOptima suggests to add “if applicable” to this statement as
it may not always be applicable.
Please confirm whether MSSP or Health Plan are responsible
for conducting assessment and eligibility determination.

For high-risk members, CalOptima requests to have the same
reassessment options as for the lower-risk members. Please
provide clarification regarding whether mail is an option.
Please clarify if this is limited to reassessments, or may Health
Plan and SSA conduct joint preliminary assessment as well?

CalOptima suggests removing the specification to “monthly”, in
the event meetings need to happen more frequently.
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Section	
  Title
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  Text

Pg. 17

Responsibilities and Qualifications
of Care Coordination

Pg. 17

Interdisciplinary Care Teams (ICT)

Bullet 2.p. Facilitate communication among
a Member's health care and PCPs,
including LTSS and behavioral health
providers when appropriate.
Bullet 6. The membership of the ICT will
include the Member…

Pg. 18

Interdisciplinary Care Teams (ICT)

Bullet 6.e. IHSS provider if approved by
member

Pg. 18

Interdisciplinary Care Teams (ICT)

CalOptima suggests leaving statement as: Behavioral Health
Specialist. Delete the rest of the sentence for larger
applicability.

Pg. 18

Interdisciplinary Care Teams (ICT)

Pg. 19

Plan Reporting Requirements

Pg. 20

Definitions

Bullet 6.h. Behavioral Health specialist for
Members receiving county-administered
specialty mental health or Drug Medi-Cal
services.
Bullet 8. Plans shall have procedures for
notifying the ICT of hospital admission…
Bullet 3. The Plan shall not delegate
responsibility for assessment or care
coordination to subcontractor unless and
until it has done the following…
Care Coordinator

Pg. 20

Definitions

Please confirm if the HBCS should be replaced with HCBS.

Pg. 21

Definitions

ICT - A group of professionals ranging from
medical and behavioral health, to HBCS
services that focuses on team-based, multidisciplinary care coordination rather than on
a single care coordinator tailored to each
member’s individual needs
Specialty Mental Health Service, bullet A.

Bullet B. Psychiatric inpatient hospital
services

Psychiatric Inpatient hospital services are the primary
responsibility of Medicare, dependent on meeting Medicare
provider and location criteria and coverage limitations.

Page	
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Comment or Suggested Edit
Please provide clarification to statement – Facilitate
communication among Member’s health care __??___ and
PCPs, including ….
Please clarify if the member transportation to ICT meeting, if
held in person at office, is to be included in any transportation
benefit? Will accompaniment to ICT meeting be an authorized
IHSS task (whether or not IHSS provider participates on ICT)?
Please clarify if participation in ICT will be an IHSS authorized
task?

CalOptima suggests to add “if applicable” to the statement as it
may not always be applicable.
Plan’s experience is that members’ do not typically compete all
questions. CalOptima suggests considering an alternate
measure such as response rate.
Definition on pg. 20 is not consistent with the definition on pg.
16. Please clarify for consistency.

Please clarify what is the definition of psychiatric health facility
services. CalOptima’s understanding is that most all facility
charges are the responsibility of Medicare, dependent on
Medicare coverage limitations.

Comment Template	
  for Care	
  Coordination Standards
Due December 10,	
  2012
Page

Section	
  Title

Organization: CalOptima
Contact Name: Gisela Gómez
E-‐Mail: ggomez@caloptima.org

Existing	
  Text

Comment or Suggested Edit
CalOptima finds that the best explanation of the mental health
benefits under Medicare and Medi-Cal can be found in the
“Behavioral Health Benefits in the Duals Demonstration” matrix
developed by DHCS. CalOptima suggests referencing that
matrix in the care coordination standards definitions as a
cross-reference and to ensure consistency among documents.
CalOptima suggests removing “based on outcome of health
risk assessment” so as to not limit it and for larger applicability.

Pg. 21

Definitions

Risk Stratification

Pg. 22

Non-demonstration Dual-Eligible
Beneficiaries

The demonstration assessment and care
coordination requirements for Plans will
apply to dual eligible beneficiaries not
enrolled in the demonstration

Pg. 22

Non-demonstration Dual-Eligible
Beneficiaries

Bullet 1. For waiver beneficiaries,
assessment and care coordination activities
will be conducted in collaboration with the
waiver providers and services

Pg. 22

Non-demonstration Dual-Eligible
Beneficiaries

Bullet 2. For beneficiaries with
developmental disabilities…
Bullet 3. Health Plans must administer HRA
… only if they are receiving LTSS

Pg. 22

Non-demonstration Dual-Eligible
Beneficiaries

Bullet 4. If the member is currently a
member of the Plan, an HRA is not required

Page	
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Please clarify the following:
• What is the effective date?
• Has feasibility taken into consideration?
• Will rates for non- demo Duals be adjusted for
additional requirements?
Please clarify, for waiver plans which include care
coordination, who is lead?

Please clarify if health plans are still required to do
stratification? How will this be accomplished if “identified”
Medicare data is not available?
Please clarify if this means a member of any other health plan
managed by the MCO?
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4

Care Coordination
General
Requirements #4

Plans shall use nurses, social workers, the
Member’s PCP, if appropriate, and other
medical professionals as necessary to
provide care management and enhanced
care management, as applicable,
particularly for beneficiaries in need of or
receiving LTSS. (SB 1008)

5

DHCS proposes to
incorporate the
following provisions
for care coordination
from the NQF #5
Risk Stratification
and Health
Assessment Process

A program should be used that
incorporates a care partner to support
family and friends when caring for a
hospitalized Member.

“Medical professionals” in SB 1008 is too limiting and in direct contrast with
items #4 & 5 on page 5 of this document which reads:
“4. The plan of care should include community and nonclinical services as well as
healthcare services that respond to a Member’s needs and preferences and
contributes to achieving the Member’s goals.
5. A program should be used that incorporates a care partner to support family
and friends when caring for a hospitalized Member.”
In order to meet the workforce demands and appropriately address the cultural
and linguistic needs of members the text should be changed to the existing
language used in MediCal Specialty Mental Health:
The Plans shall use within their scope of practice a Physician, a Psychologist, a
Licensed Clinical Social Worker, a Marriage and Family Therapist, a Registered
Nurse, a Certified Nurse Specialist, a Licensed Vocational Nurse, a Psychiatric
Technician, a Mental Health Rehabilitation Specialist, a Physician Assistant, a
Nurse Practitioner, a Pharmacist, an Occupational Therapist, and Other Qualified
Provider.
Or the text could be changed to be in line with the care coordinator definition
(deleting the first line) on page 20 of this document:
Care Coordinator: May be a health care professional, and may be a primary care
physician, social worker, or RN. A care coordinator is the member's first contact
with the health care system and triages the member's further access to the
system, coordinates member care, and provides referrals to specialists, hospitals,
laboratories, and other medical services. The care coordinator’s experience and
education may vary according to the level of health care needs of the individual
member.
“Care Partner” should be included in the definitions. Is this a position that the
plan will fund?

6

SF‐12 HRA looks at previous 4 weeks

This time is not sufficient for individuals with chronic illness and should be
expanded to a period of at least 8 weeks.
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7

Initial Risk
Stratification
Mechanism #5

…and serious mental health (SMI)
Members’ results to the county mental
health agency.

SMI should be included in the definitions. Does this refer exclusively to
individuals receiving services from county mental health?

7

Initial Risk
Stratification
Mechanism SELF
ASSESSMENT

If self‐assessment was deemed important to SPDs then it is equally important to
individuals who are dual eligible. Either the MET should be used for this
population or another self‐assessment tool should be developed or identified
that plans should be mandated to use.

8

Health Risk
Assessment #7

9

Health Risk
Assessment #13

9

Health Risk
Assessment #13

10

Individual Care Plan
#9

Note: The Medical Evaluation Tool (MET)
Self‐Assessment process currently used
for Medi‐Cal only SPDs will not be
included in the enrollment process for
the demonstration, due to feedback from
health plans that this process would not
be helpful for the stratification process,
or contribute to increased reach rate for
the initial enrollment transition.
A process for identifying and assessing
the need for, or, as appropriate, making
referrals…
A process to identify the need for
coordination of care across all entities,
including those outside the provider
network…
A process to identify the need for
coordination of care across all entities,
including those outside the provider
network and to ensure that adequate
discharge planning is provided to
Members who are admitted to a
hospital or institution.
A process to identify the need for care
coordination across multiple entities,
including those outside the provider
network, and to ensure that discharge
planning is provided to Members who
are admitted to a hospital or institution

In addition, there should be a component to track if referrals are appropriate and
whether or not members engaged, and to what extent, in services to which they
were referred.
“Outside the provider network” must include ALL organizations where members
are referred

A process to identify the need for coordination of care across all entities,
including those outside the provider network and to ensure that adequate
discharge planning is provided to Members who are admitted to a hospital,
institution or non‐institutional programs such as acute diversion programs.

A process to identify the need for care coordination across multiple entities,
including those outside the provider network, and to ensure that discharge
planning is provided to Members who are admitted to a hospital, institution or
non‐institutional programs such as acute diversion programs.
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10

Individual Care Plan
#13

Plans shall consider behavioral health needs of Members and coordinate those
services with the county mental health department and contract providers as
part of the Member’s care management plan when appropriate.

12

Care Coordination #1

12

Care Coordination
Section B
Care Coordination B‐
3

Plans shall consider behavioral health
needs of Members and coordinate those
services with the county mental health
department as part of the Member’s
care management plan when
appropriate.
These services are provided through
either basic or complex case
management activities based on the
individual medical, behavioral, and LTSS
needs of the Member. Health Plans shall
follow the requirements below, unless
they have a DHCS approved alternative
process.
Plan shall develop methods to identify
Members…
Intense coordination of resources to
ensure Member regains optimal health
or improved functionality.
The individual identifies planning goals to
achieve these personal outcomes in
collaboration with those that the he or
she has identified, including medical,
professional staff, family and friends.
Person‐Centered Planning shall include
identifying each dual‐eligible Member’s
preferences and choices regarding
treatments and services, and abilities.
Plan shall develop specific care
coordination provisions for nursing
facility residents.

12

12

Care Coordination C.
Person‐Centered
Planning for Dual‐
Eligible Members

13

Care Coordination C.
Person‐Centered
Planning for Dual‐
Eligible Members #2
Care Coordination C.
Person‐Centered
Planning for Dual‐
Eligible Members
Section E

13

These services are provided through either basic or complex case management
activities based on the individual medical, behavioral, and LTSS needs of the
Member. Health Plans shall follow the requirements below, unless they have a
DHCS approved alternative process in which stakeholders have the opportunity
to actively participate and provide input.

Plan shall develop methods that include member self‐assessment tools to
identify Members…
“Intense coordination” should be defined.

The individual identifies planning goals to achieve these personal outcomes in
collaboration with those that the he or she has identified, including medical,
professional staff, peer providers, family and friends.

Person‐Centered Planning shall include identifying each dual‐eligible Member’s
preferences and choices regarding treatments and services, type of provider and
abilities.
“Nursing facility” should include other restricted living facilities e.g. IMDs, PHFs
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13

Care coordination should be provided for
transitions among levels of care and
between service locations.
Documentation of pre‐discharge factors,
including an understanding of the
medical condition by dual‐eligible
Member or a representative of the dual‐
eligible Member as applicable, physical
and mental function, financial resources,
and social supports.
The ICT shall be led by professionally
knowledgeable and credentialed
personnel such as physicians, nurses,
social workers, restorative therapists,
pharmacists, psychologists.

There should be a specific plan developed including the provider of how this will
be done.

Additionally, a “restorative therapist” is
defined as an individual who works under
the supervision of an Occupational
Therapist Aide.
h. Behavioral Health specialist for
Members receiving county‐administered
specialty mental health or Drug Medi‐Cal
services
i. Other professionals as appropriate
The role of the ICT is care management,
including assessment, care planning, and
authorization of services…

Did the plan intend to be this specific? If so, we believe that the Certified
Psychiatric Rehabilitation Practitioner (CPRP) should be included. Or was the
term “restorative therapist” intended to mean a broader category for Physical
Therapist/Occupational Therapist/Speech Therapist?
Need to ensure that no current provider types under the Medi‐Cal specialty
mental health rehab option or MHSA are precluded.

14

17

Discharge Planning
and Care
Coordination
Discharge Planning
and Care
Coordination Section
B

Interdisciplinary Care
Team (ICT) #5

18

Interdisciplinary Care
Team (ICT) #6
Sections h & i

18

Interdisciplinary Care
Team (ICT) #7

19

Definitions

Documentation of pre‐discharge factors, including an understanding of the
medical condition by dual‐eligible Member or a representative of the dual‐
eligible Member as applicable, physical and mental health status, financial
resources, and social supports.

The ICT shall be led by within their scope of practice a Physician, a Psychologist, a
Licensed Clinical Social Worker, a Marriage and Family Therapist, a Registered
Nurse, a Certified Nurse Specialist, a Licensed Vocational Nurse, a Psychiatric
Technician, a Mental Health Rehabilitation Specialist, a Physician Assistant, a
Nurse Practitioner, a Pharmacist, an Occupational Therapist, and Other Qualified
Provider.

Are the terms “care management” and “care coordination” being used
interchangeably throughout the document?
Many of the definitions do not seem to be consistent with how they were
expressed within the document. In addition to defining the terms, the terms but
remain consistent with those definitions.
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20

Care Coordinator: May be a health care
professional, and may be a primary care
physician, social worker, or RN. A care
coordinator is the member's first contact
with the health care system and triages
the member's further access to the
system, coordinates member care, and
provides referrals to specialists,
hospitals, laboratories, and other medical
services. The care coordinator’s
experience and education may vary
according to the level of health care
needs of the individual member.

The last sentence seems to open the door to a wider array of individuals as
providers than the first sentence of the same definition. Therefore, we suggest:
Care Coordinator: May be a health care professional, and may be a primary care
physician, social worker, or RN. A care coordinator is the member's first contact
with the health care system and triages the member's further access to the
system, coordinates member care, and provides referrals to specialists, hospitals,
laboratories, and other medical services. The care coordinator’s experience and
education may vary according to the level of health care needs of the individual
member.

Definitions

In addition, there is no definition for “Case Manager”, so do “Care Coordinators”
do care coordination, care management, case management and complex case
management?
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2

Stakeholder feedback

Hold at least one stakeholder meeting

COMMENT
People	
  with severe	
  mental illnesses who have	
  
been	
  receiving care through the Adult	
  and Older	
  
Adult Mental Health	
  System of Care set forth	
  in	
  
Welfare and Institutions Code Section 5800-‐
5814.5	
  have	
  had care	
  coordination as part of
that	
  care for	
  decades. However, until recently
there has been no policy funding or
opportunities to	
  include physical health	
  care
services	
  as	
  part of that care coordination.
However, after a report showing that people
with severe mental illnesses as compared to
other Medicaid	
  enrollees (across 8 states in	
  
2006) died 2 years younger	
  and had five times
the rate of	
  major	
  chronic illnesses such as
hypertension, heart disease, diabetes, and	
  
obesity such	
  agencies have expanded	
  their
models to include physical health care
coordination to the extent it could be funded
and built around community mental health	
  care.
In addition because of the expertise these
providers have developed	
  in	
  care coordination	
  
they also provide care coordination including
physical health	
  care for those with	
  less severe
mental illnesses who still require ongoing
mental health care.
The National Council for Community Behavioral
Healthcare has developed a so called “Four
Quadrant Model” endorsed by federal agencies
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Organization:
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E-‐Mail:
Comment or Suggested Edit
– the Substance Abuse and Mental Health
Services Administration (SAMHSA) and the	
  
Health Resources and Services Administration
(HRSA)	
  indicating that	
  coordination between
physical health	
  and	
  mental health	
  should	
  be
centered within the mental health agency	
  and
not within	
  primary care for those who	
  have a
chronic	
  or serious	
  mental illness	
  requiring
ongoing mental healthcare. In that model a
health	
  plan	
  must provide physical health	
  staff to	
  
be located	
  within	
  the mental health	
  center and	
  
to support	
  the care coordination staff.
Many of these providers in California have
received funds from SAMHSA or	
  HRSA or	
  from
the California Mental Health Services Act	
  
(MHSA/Prop 63)	
  to develop these capabilities.
Several states, including Missouri and Maryland,
have developed	
  programs built around	
  this care
and it shows significant physical health savings
that	
  outweigh the costs for	
  the physical health
plan	
  to	
  pay for these services through	
  the
mental health provider. It is the main
population	
  and	
  model for which	
  the ACA
developed	
  the Health	
  Home Option	
  and	
  that is
reflected in the plans for	
  that	
  option under	
  
Section 270 for several states.
significant part of this population	
  is dual

Comment Template	
  for Care	
  Coordination Standards
Due November 27,	
  2012
Page

Section	
  Title

Organization:
Contact Name:
E-‐Mail:

Existing	
  Text

Comment or Suggested Edit
eligible	
  and accordingly their care	
  coordination
must be done in a manner consistent with these
practices and with special stakeholder
process.
Subdivision (d) on page	
  1 promotes co-‐location	
  
of service delivery particularly for members
receiving county administered specialty mental
health	
  or Drug MediCal services. To	
  the extent
that	
  this is followed and care coordination is co
located with that care and subcontracted to
those providers as is	
  considered on page 18 that
goes a long	
  way	
  to address all of the	
  concerns
expressed in these	
  comments. However,
without the additional process and
requirements we recommend we fear	
  that	
  this
will not regularly happen.
SUGGESTED TEXT“	
  and an additional
stakeholder meeting with counties	
  providers	
  
clients	
  and families	
  of people with severe
mental illness to develop specific care
coordination for that population”

3

Standards incorporate	
  the	
  
following goals

Connect the medical
assessment/coordination to LTSS and
behavioral health	
  assessment…

Ad a bullet:
Follow “SAMHSA/HRSA four quadrant model”
for	
  people with severe mental illness to make
the community mental health provider	
  the
health	
  home care coordinator for that

Comment Template	
  for Care	
  Coordination Standards
Due November 27,	
  2012
Page

Section	
  Title

Organization:
Contact Name:
E-‐Mail:

Existing	
  Text

Comment or Suggested Edit
population	
  and	
  for others with	
  chronic	
  mental
illnesses requiring ongoing mental	
  health care
COMMENT – this need is not	
  limited to those
who would be seen through county mental
health	
  as others whose mental health	
  care is
totally covered by Medicare would also benefit	
  
by having their care	
  coordination done	
  through
mental health provider. That is staffing
capability	
  of community	
  mental health
providers (who	
  are part of the provider network
of counties) and	
  generally not of other
behavioral health	
  providers who	
  are typically
part of commercial plan network. Accordingly
plans must establish	
  relationships with	
  the
community	
  mental health providers	
  for care
coordination for everyone needing ongoing
mental health care and not just for those
requiring county mental health services.

4

General Requirements

# agreement with county social service
agency regarding care	
  coordination for
IHSS

Add, “ Plans must have an	
  agreement with	
  their
county	
  mental health agency	
  regarding care
coordination for county	
  mental health care
recipients. Add similar detail	
  to that for IHSS
but specifically include the following:
Physical health care	
  included within individual
treatment	
  plan developed for	
  people in adult	
  
system of care programs	
  in accordance with
Welfare and Institutions Code Section 5806 and
provision	
  of physical health	
  staff and	
  care

Comment Template	
  for Care	
  Coordination Standards
Due November 27,	
  2012
Page

Section	
  Title

Organization:
Contact Name:
E-‐Mail:

Existing	
  Text

12

. . . complex case
management

Identify members

13

E

Specific care	
  coordination for nursing
facility

Comment or Suggested Edit
coordination on site of community	
  mental
health	
  provider and	
  as directed	
  by community
mental health provider and client
Include Outcomes set forth in Welfare and
Institutions Code Section 5814
Ad phrase” those with	
  severe mental illnesses
served by mental health adult system of care
services
Ad a new paragraph	
  similar to	
  E for nursing
facility residents to add language	
  requiring
specific	
  care coordination for individuals	
  with
severe mental illnesses	
  as	
  defined in Welfare
and Institutions Code	
  Section 5600.3

Comment Template	
  for Care	
  Coordination Standards
Due November 27,	
  2012
Page

Section	
  Title

Existing	
  Text

Organization:
Contact Name:
E-‐Mail:
Comment or Suggested Edit

The California	
  Elder Justice Coalition (CEJC) would like to offer some comments and recommendations
to help build	
  in	
  assurances into	
  the standards to	
  ensure victims of elder abuse d not fall through	
  cracks.
Some	
  of the	
  specific	
  areas	
  we identified in need of additional protections include: Coordination	
  of care,
assessments, training, and stakeholder involvement (in development of assessments and plans).
While the recommendations below specifically reference the Coordinated	
  Care Initiative	
  DRAFT	
  
Assessment and	
  Care Coordination	
  Standards dated	
  November 20, 2012,	
  CEJC’s intent applies to the
LTSS readiness standards as well:	
  
1. Care Coordination	
  General Requirements (pages 4 & 5; section	
  9.d). Maybe add a section 9.e or
sentence	
  to the end of 9.d.
PLANS	
  should include	
  protocols to assess and coordinate	
  care	
  for Members who lack
capacity	
  to self-‐direct their own	
  care and	
  who	
  are at high	
  risk for elder abuse. PLANS
should consider cases	
  where “authorized representatives” responsible	
  for determining	
  
Member’s interest in “self-‐directing their Care” are the abusers.

2.
3.

4.

5.

Both	
  LTSS and	
  Care Coordination	
  Standards should	
  include mandated	
  reporting
protocols and	
  training for care coordination providers	
  across	
  multiple entities, including
providers outside the provider network.
Page & (Health Risk Assessment – HRAs). HRAs should include assessment indicators to
assess for abuse	
  and neglect.
Individual	
  Care Plan. Page 9. Section 1 & 14.
Recommendation: Section could include	
   paragraph that require that	
  Plans and ICPs
(Individual Care Plans)	
  consider	
  elder	
  abuse needs of	
  Members and coordinate those
services	
  with the county APS departments	
  and Victim Services	
  as	
  part of the Member’s	
  
care management plan when appropriate. Same	
  could be	
  done	
  for members who have	
  
dementia…..could	
  add	
  another section	
  specific	
  to “Alzheimer’s and dementia care”	
  or
add to the list	
  following behavioral services.
Page	
  10, Section 9: The	
  draft standards need clarification to specify the	
  roles and
responsibilities for	
  care coordination across multiple entities to ensure high risk members do not	
  
fall through the cracks. For	
  example, it	
  is not	
  clear	
  who is responsible	
  for what coordination
tasks and roles for	
  Members who are hospitalized in medical hospital settings or	
  specialty
mental health/acute psychiatric hospital institution settings. It is not clear what is expected of
discharge planners, or the Health	
  Plan	
  Coordinators, or the Community Care Service Providers.
Also, will there be assurances that Health	
  Plans will cover the cost of hospital stays in	
  complex
cases	
  where additional time is	
  needed to ensure safe discharge and appropriate placement and
services	
  are in place.	
   There are concerns in regards to cases	
  where “level of acuity” is not
approved for	
  reimbursements, yet	
   critical and necessary coordination of	
  care steps need to be
made prior to discharge.
On page 13-‐14	
  of the	
  document, we	
  recommend adding the following to the section Discharge
Planning and Care	
  Coordination:
Recommendation: Elder and Dependent Adult Abuse/Self Neglect Screening
At the time of discharge from a transitional care situation, Plan	
  entities should	
  screen	
  
elder and dependent	
  adult	
  patients for	
  possible abuse or	
  self-‐neglect. Any suspected	
  
instance of abuse or self-‐neglect shall be reported	
  to	
  the local APS jurisdiction	
  where
the patient	
  resides.	
   Any instance of abuse in Skilled Nursing Facilities or Licensed
Residential Care Facilities should	
  be reported	
  to	
  the local Long	
  Term Care Ombudsman
in the jurisdiction where the patient resides.

6. The standards require training for hospital staff, discharge planners, service providers, MSSP,
CBAS, IHSS providers, etc. Recommendation: Training should incorporate mandated reporter
training as well as identification of elder abuse.
7. Stakeholders, HCBS	
  providers listed do not appear to consider Members other needs i.e. legal,
elder abuse	
  victim services. For instance, SAFE DISCHARGE from hospital and mental health
specialty hospitals	
  may require referrals	
  and immediate linkage to legal service providers, victim
services, etc.
8. We recommend that any stakeholder involvement include participation from representatives
from the Elder Abuse network (i.e. Adult	
  Protective Services, Long Term Care Ombudsman, Legal
Service	
  Providers, CEJC and others. Reason	
  why this is important is because when Members fall	
  
out or individuals fall through the cracks, it	
  is often the Elder	
  Abuse network of providers who	
  
will be responsible for responding to cases and coordinating care. We suggest stakeholder
involvement in all	
  stages of development and	
  implementation	
  of Standards, Health Risk and
Universal assessments, and training components.
On behalf of the California Elder	
  Justice Coalition, thank you for	
  your	
  consideration and the
opportunity to	
  provide input and	
  recommendations.
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4

Care Coordination General
Requirements

Basic and enhanced care management shall be
provided to all beneficiaries by a team, led by
the Member’s PCP, that shall include nurses,
social workers and other appropriate health and
social service professionals.

5

Care Coordination General
Requirements

Plans shall use nurses, social workers, the
Member’s PCP, if appropriate, and other
medical professionals as necessary to
provide care management and enhanced
care management, as applicable,
particularly for beneficiaries in need of or
receiving LTSS.
The provider’s perspective of care
coordination activities should be assessed
and documented.

5

Care Coordination General
Requirements

5

Care Coordination General
Requirements

7. Standardized, integrated, interoperable,
electronic, information systems with
functionalities that are essential to care
coordination, decision support, and quality
measurement and practice improvement
should be used.

Suggested Edit: The provider’s perspective of
care coordination activities should be assessed
and documented. Documented assessments
should include, evaluations of the usefulness
and convenience of reports, the provider’s
satisfaction with care coordination, and care
coordination affects the patient‐provider
relationship and the provider’s ability to care for
his or her patients.
Consider adding a requirement to assess and
document the beneficiary/caregiver’s
perspective of care quality and coordination
activities.
7. Standardized, integrated, interoperable,
electronic, information systems with
functionalities that are essential to care
coordination, decision support, and quality
measurement and practice improvement should
be used, when possible.

6

Risk Stratification and Health
Assessment

Plans shall develop and submit their
processes to demonstrate compliance with
the following to DHCS and CMS three

The processes submitted by the plans should be
made available for public inspection and
comment.

Comment Template for Care Coordination Standards
Due Dec 10, 2012
Page

Section Title

Organization:
Contact Name:
E‐Mail:

Existing Text
months prior to implementation of the
demonstration, and DHCS will review
within one month of submission.
4. The HRA shall be conducted by:
i. Personnel trained in the use of the
assessment instruments.
ii. For higher‐risk beneficiaries, personnel
who review, analyze, and stratify health
care needs include professionally
knowledgeable and credentialed personnel
such as physicians, nurses, social workers,
or behavioral health specialists.

8

Health Risk Assessments

16

Reassessment and Review

Plans shall regularly use claims data
(including IHSS and behavioral health data)
to identify Members at high‐risk, using
newly diagnosed acute and chronic
conditions, or high frequency emergency
department or hospital use, or IHSS or
behavioral health referral.

16

Responsibilities and
Qualifications of Care
Coordinator

2. Depending upon the needs of the
member, the duties of the care coordinator
may include:

18

Subcontracts

California Medical Association
Yvonne Choong
ychoong@cmanet.org

Comment or Suggested Edit

Suggested edit:
4. The HRA shall be conducted by:
i. Personnel trained in the use of the assessment
instruments.
ii. For higher‐risk beneficiaries, pPersonnel who
review, analyze, and stratify health care needs
include professionally knowledgeable and
credentialed personnel such as physicians,
nurses, social workers, or behavioral health
specialists.
Suggested edit:
Plans shall regularly identify Members at high‐
risk using use claims data (including IHSS and
behavioral health data) to identify Members at
high‐risk, using and other available data and
provider reports to determine if there are newly
diagnosed acute and chronic conditions, or high
frequency emergency department or hospital
use, or IHSS or behavioral health referral.
Suggested edit:
2. Depending upon the needs of the member,
and the scope of practice, training and
experience, the duties of the care coordinator
may include:
Add a requirement for stakeholder input,
inspection or review to ensure that the terms of
subcontract can be effectively implemented
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Contact Name:
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California Medical Association
Yvonne Choong
ychoong@cmanet.org

Comment or Suggested Edit
with the provider community.

19

Plan Reporting Requirements

1. The number of newly‐enrolled dual‐
eligible Members during the quarter who
have been determined to be at higher‐risk
and lower‐risk by means of the risk‐
stratification mechanism or algorithm.
2. The number of newly‐enrolled dual‐
eligible Members during the quarter in
each risk category who were successfully
contacted (Plan received phone or mailed
response) during the quarter and by what
method.
3. The number of newly‐enrolled dual‐
eligible Members during the quarter who
were successfully contacted and who
completed the risk assessment survey
(answered all questions) and the number
who declined the risk‐assessment survey.
4. The number of newly‐enrolled dual‐
eligible Members during the quarter who
completed the risk‐assessment survey and
who were then determined to be in a
different risk category (higher‐or‐lower)
than was established for those Members
by the Plan during the risk‐stratification
process.

Expand plan reporting requirements to include
additional quality measures, including, change
in risk categories of beneficiaries.

December 10, 2012

California Department of Health Care Services
Medi-Cal Managed Care Division
P.O. Box 997413, MS 4400
Sacramento, CA 95899-7413
RE:

Coordinated Care Initiative - Assessment and Care Coordination Standards (Draft)

To Whom It May Concern:
The California Medical Association (CMA) appreciates the opportunity to comment on the
Coordinated Care Initiative (CCI) - Assessment and Care Coordination Standards for Medi-Cal
managed care health plans in the Duals Demonstration. These draft standards proposes key care
coordination standards which include the initial assessment process, the Health Risk Assessment,
Individual Care Plans, ongoing care coordination, qualifications for care coordinators, and the
role of Interdisciplinary Care Teams. The Department of Health Care Services (DHCS) will
require Demonstration Plans to meet these standards.
CMA is a not-for-profit, professional association of approximately 35,000 California physicians
and medical students. For more than 150 years, CMA has promoted the science and art of
medicine, the care and well-being of patients, the protection of the public health, and the
betterment of the medical profession. CMA’s physician members practice medicine in all
specialties and settings, including in hospitals throughout the State.
Our comments are based on the premise that the CCI will be a major change in how health care
and related services are delivered to the highly vulnerable patients eligible for both Medicare and
Medi-Cal (Duals). The Assessment and Care Coordination Standards for health plans need to
ensure that the beneficiaries receive comprehensive and accurate assessments of their health
status and needs, and that these assessments and the appropriate care are provided by health
professionals who have the necessary training and expertise. Recognizing that the standards will
communicate the program’s vision for a complicated and highly coordinated system of care
provided by the health plans, there is also a need for clear mechanisms for monitoring and
evaluating meaningful compliance with these standards that incorporates ongoing feedback from
beneficiaries and providers.

•1201 J Street, Sacramento, CA 95814-2906•
•Phone 916.444.5532 Fax 916.444.5689•

CMA believes that physician leadership needs to be a critical component of these standards, as
physicians have the medical expertise and experience to conduct appropriate assessment and
coordination activities to ensure the health and welfare of their patients.
In response to the draft CCI standards, CMA offers the following comments:
1. Care Coordination General Requirements
CMA supports the overall intent of these general requirements to the extent that they are
consistent with a Patient-Centered Medical Home, in which a patient receives continuous and
coordinated care through a team-based model led by a personal physician. However, the
requirements in the standards related to physician leadership need to be strengthened and
clarified to ensure that decisions related to medical assessment, treatment and care are made by
trained health professionals acting within their scope of practice. While the plans may be
ultimately responsible for administering the overall program, decisions about how best to
coordinate care for an individual beneficiary should be made by the patient and a physician-led
team of health care and social service professionals. CMA recommends amending the standards
to distinguish the plan’s role in establishing overall parameters for the Duals program from the
responsibility of physicians and other health professionals in delivering care coordination
services.
The standards propose incorporating the National Quality Forum (NQF) provisions for care
coordination specifying that “the provider’s perspective of care coordination activities should be
assessed and documented.” However, the NQF recommendations specify that an assessment of
how coordination is functioning for the provider should include: evaluations of the usefulness
and convenience of reports, the provider’s satisfaction with care coordination, and how care
coordination affects the patient-provider relationship and the provider’s ability to care for his or
her patients. CMA recommends including additional detail in the standards regarding how the
provider’s evaluation of coordination of care should be assessed.
DHCS may also wish to consider adding a requirement to assess and document the
beneficiary/caregiver’s perspective of care coordination activities. The beneficiaries of the Duals
program will have limited recourse for action if they receive poor care coordination. Since this
is a new program and it is possible that a county would contract with a single health plan to
administer the program, a beneficiary would have limited options to change plans or participate
in the program through another plan. Therefore, it is important to evaluate the quality of care
coordination from multiple perspectives.
CMA supports the general requirements that a well-functioning electronic record system, which
allows all caregivers to access patient health information, be used to facilitate the coordination of
2

care. However, it is important to note that many Medi-Cal providers, particularly those in solo
or small-group practices that primarily serve Medi-Cal patients, do not have the resources at this
time to implement a robust and interoperable electronic health record system. Since use of an
electronic health record system is not currently required by state law and there is a statewide
shortage of Medi-Cal providers, this requirement should not be used as a condition for excluding
a provider from participation in the Duals program.
2. Risk Stratification and Health Assessment Process
The proposed standards state that plans shall develop and submit their processes to demonstrate
compliance with the requirements to DHCS and CMS three months prior to implementation of
the demonstration, and DHCS will review within one month of submission. Consistent with the
DHCS to developing the Duals program through an open process with stakeholder input, CMA
recommends that the plan submissions be made available for public inspection and comment
prior to final approval by DHCS. This will provide an opportunity for stakeholders to assess
whether the processes proposed by the plans will promote meaningful compliance with the
standards and whether the processes are feasible from the perspective of providers and patients.
3. Health Risk Assessments
The proposed standards state that the health risk assessment (HRA) shall be conducted by:
i.
Personnel trained in the use of the assessment instruments.
ii.
For higher-risk beneficiaries, personnel who review, analyze, and stratify health care
needs include professionally knowledgeable and credentialed personnel such as physicians,
nurses, social workers, or behavioral health specialists.
CMA supports establishing qualifications for individuals who will be conducting the HRA
assessment. However, allowing the assessments to be conducted by individuals who simply
have been trained in administering the survey may place beneficiaries at risk for an inaccurate
assessment. If the individual who administers the assessment instrument is also responsible for
interpreting the results and determining the beneficiary’s risk category, it is critical that that
individual have the education, training and experience to make an accurate assessment.
4. Reassessment and Review
The proposed standards state that plans shall regularly use claims data (including IHSS and
behavioral health data) to identify Members at high-risk, using newly diagnosed acute and
chronic conditions, or high frequency emergency department or hospital use, or IHSS or
behavioral health referral. CMA supports regular assessments to identify changes in the health
3

status of beneficiaries and agrees that claims data can be an important tool for identifying
beneficiaries that require additional services. However, the standards should specify that the
claims data should be used in conjunction with other information including provider reports.
5. Responsibilities and Qualifications of Care Coordinator
The proposed standards describe the duties of the care coordinator as encompassing a broad
range of functions that are largely the same as that of a patient-centered medical home. CMA
supports a clarification in these standards that recognizes the added value provided to patients
who have a patient-centered medical home and that care coordination services provided in
addition to clinical services should be compensated accordingly. To the extent that payment in
the Duals managed care program will consist of a capitated rate, additional payment for
coordination of a medical home should be included in that rate. Physicians, who treat
beneficiaries who opt out of the Medicare portion, but still receive care coordination services,
should still be compensated for coordinating a patient-centered medical home. Among other
considerations, the payment structure should reflect the value of physician and non-physician
staff patient-centered care management work that falls outside of the face-to-face visit, as well as
pay for services associated with coordination of care both within a given practice and between
consultants, ancillary providers, and community resources.
The proposed standards also specify that the plan shall determine the requirement for the
education and experience level of the care coordinator, and that for high-risk beneficiaries, care
coordinators must have substantial training regarding medical, LTSS, and behavioral health
services. In addition, the standards specify that the duties of the care coordinator will be
determined by the needs of the member.
CMA recommends clarifying these standards to state that the duties of the care coordinator
should also be limited by their scope of practice, training and experience. For example,
medication review, reconciliation and adjustment by protocol are listed as duties of the care
coordinator. However, state law limits performance of these functions to specified licensed
health professionals. In addition, it is desirable for all care coordinators to have substantial
training regarding medical, LTSS, and behavioral health services. While a beneficiary may
initially be assessed as a low-risk, high quality care-coordination is still important to ensure that
beneficiary does not develop high-risk health conditions.
6. Subcontracts
The proposed standards specify a process for plans to subcontract for assessment and care
coordination services. In addition to requiring plans to ensure that any subcontracts comply with
the Assessment and Care Coordination standards, there is also a requirement for the plan to
4

establish detailed policies and procedures for how the subcontractor will coordinate activities
between the plan, providers, etc. Many of the participating plans are likely to contract with
another entity for assessment and care coordination services, so the subcontract standards will
have a significant impact on how services are delivered. Given the very short timeframe within
which the assessment and care coordination activities need to occur, it is critical that there is
“front-end” agreement from providers that they can provide care as specified in the terms of a
subcontract. Furthermore, the specific provisions of subcontracts will determine the extent to
which there is meaningful and effective compliance with the Assessment and Care Coordination
standards.
The proposed subcontract standards do not include a requirement for stakeholder input,
inspection or review of the subcontracts. There should be a process in place to allow
stakeholders to review the terms of the proposed subcontracts and assess whether the
subcontracts will be in compliance with the care coordination standards.
7. Plan Reporting Requirements
The proposed standards require plans to report on four data measures at the end of each quarter,
all of which relate to the number of newly enrolled members entering the program and the extent
to which they have or have not been assessed and assigned to a risk category. While this data is
important for quantifying the number and characteristics of beneficiaries, it provides no
information about the quality of assessment and care being provided through the plans. The
standards do not require the reporting of data that reflects how risk categories of existing
beneficiaries have changed over time as a result of care coordination. The standards should
require plans to provide additional data to inform the CCI evaluation and program adjustments
that ensure high quality care delivery.
In conclusion, CMA supports efforts to establish clear and measurable standards for the health
plans that will be participating in the Duals demonstration. However, the standards as drafted
generally require plans to have processes in place with minimal direction on what the specific
provisions of those processes should be. While it is important to provide flexibility for plans to
develop procedures that are appropriate for the local beneficiary population, stakeholders and
beneficiaries also need to continue to have opportunities to review and comment on processes as
they are developed.

5

Thank you in advance for your consideration of our comments on the draft standards.
California’s physicians look forward to working with DHCS to develop robust assessment and
coordination standards.
Respectfully submitted,

Yvonne Choong
Associate Director
California Medical Association
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4

Care Coordination General
Requirements

Basic and enhanced care management shall be
provided to all beneficiaries by a team, led by
the Member’s PCP, that shall include nurses,
social workers and other appropriate health and
social service professionals.

5

Care Coordination General
Requirements

Plans shall use nurses, social workers, the
Member’s PCP, if appropriate, and other
medical professionals as necessary to
provide care management and enhanced
care management, as applicable,
particularly for beneficiaries in need of or
receiving LTSS.
The provider’s perspective of care
coordination activities should be assessed
and documented.

5

Care Coordination General
Requirements

5

Care Coordination General
Requirements

7. Standardized, integrated, interoperable,
electronic, information systems with
functionalities that are essential to care
coordination, decision support, and quality
measurement and practice improvement
should be used.

Suggested Edit: The provider’s perspective of
care coordination activities should be assessed
and documented. Documented assessments
should include, evaluations of the usefulness
and convenience of reports, the provider’s
satisfaction with care coordination, and care
coordination affects the patient‐provider
relationship and the provider’s ability to care for
his or her patients.
Consider adding a requirement to assess and
document the beneficiary/caregiver’s
perspective of care quality and coordination
activities.
7. Standardized, integrated, interoperable,
electronic, information systems with
functionalities that are essential to care
coordination, decision support, and quality
measurement and practice improvement should
be used, when possible.

6

Risk Stratification and Health
Assessment

Plans shall develop and submit their
processes to demonstrate compliance with
the following to DHCS and CMS three

The processes submitted by the plans should be
made available for public inspection and
comment.
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months prior to implementation of the
demonstration, and DHCS will review
within one month of submission.
4. The HRA shall be conducted by:
i. Personnel trained in the use of the
assessment instruments.
ii. For higher‐risk beneficiaries, personnel
who review, analyze, and stratify health
care needs include professionally
knowledgeable and credentialed personnel
such as physicians, nurses, social workers,
or behavioral health specialists.

8

Health Risk Assessments

16

Reassessment and Review

Plans shall regularly use claims data
(including IHSS and behavioral health data)
to identify Members at high‐risk, using
newly diagnosed acute and chronic
conditions, or high frequency emergency
department or hospital use, or IHSS or
behavioral health referral.

16

Responsibilities and
Qualifications of Care
Coordinator

2. Depending upon the needs of the
member, the duties of the care coordinator
may include:

18

Subcontracts

California Medical Association
Yvonne Choong
ychoong@cmanet.org

Comment or Suggested Edit

Suggested edit:
4. The HRA shall be conducted by:
i. Personnel trained in the use of the assessment
instruments.
ii. For higher‐risk beneficiaries, pPersonnel who
review, analyze, and stratify health care needs
include professionally knowledgeable and
credentialed personnel such as physicians,
nurses, social workers, or behavioral health
specialists.
Suggested edit:
Plans shall regularly identify Members at high‐
risk using use claims data (including IHSS and
behavioral health data) to identify Members at
high‐risk, using and other available data and
provider reports to determine if there are newly
diagnosed acute and chronic conditions, or high
frequency emergency department or hospital
use, or IHSS or behavioral health referral.
Suggested edit:
2. Depending upon the needs of the member,
and the scope of practice, training and
experience, the duties of the care coordinator
may include:
Add a requirement for stakeholder input,
inspection or review to ensure that the terms of
subcontract can be effectively implemented
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with the provider community.
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Plan Reporting Requirements

1. The number of newly‐enrolled dual‐
eligible Members during the quarter who
have been determined to be at higher‐risk
and lower‐risk by means of the risk‐
stratification mechanism or algorithm.
2. The number of newly‐enrolled dual‐
eligible Members during the quarter in
each risk category who were successfully
contacted (Plan received phone or mailed
response) during the quarter and by what
method.
3. The number of newly‐enrolled dual‐
eligible Members during the quarter who
were successfully contacted and who
completed the risk assessment survey
(answered all questions) and the number
who declined the risk‐assessment survey.
4. The number of newly‐enrolled dual‐
eligible Members during the quarter who
completed the risk‐assessment survey and
who were then determined to be in a
different risk category (higher‐or‐lower)
than was established for those Members
by the Plan during the risk‐stratification
process.

Expand plan reporting requirements to include
additional quality measures, including, change
in risk categories of beneficiaries.

December 10, 2012
Jane Ogle, Deputy Director, Health Care Delivery Systems
California Department of Health Care Services
P.O. Box 997413, MS 4000
Sacramento, CA 95899-7413
SUBJECT:

Invitation to Provide Public Comment – Coordinated Care Initiative: Draft
Assessment and Care Coordination Standards – Dated November 20, 2012

On behalf of the California Mental Health Directors Association (CMHDA), which represents the
directors of public mental health authorities in counties throughout California, I am writing to
communicate our perspective on the Draft Assessment and Care Coordination Standards for
the Coordinated Care Initiative (CCI).
Foremost, CMHDA would like to acknowledge the significant inclusion of behavioral health
throughout the document. Effective partnership and collaboration with county mental health will
make available to demonstration enrollees a wide variety of comprehensive, high quality,
rehabilitative and targeted case management services. Increasing access to effective outpatient
and crisis stabilization services provides an important opportunity to reduce costs associated
with expensive inpatient and emergency room care and to better meet the needs of individuals
with mental illness in the least restrictive manner possible.
CMHDA strongly supports the inclusion of behavioral health in a number of key areas, as
included in the draft:
1) For enrollees with a serious mental illness (SMI), the initial risk stratification must include
a process for providing stratification results to the county mental health agency (p. 7).
2) The health risk assessment (HRA) should include a process to identify the need for
facilitating communication among the enrollees’ health care providers, including mental
health and substance use providers when appropriate (p. 8).
3) Individual care plans (ICPs) should include a process for identification of referrals
needed to county mental health and substance use disorder agencies for services
outside the scope of the plan. Additionally, ICPs should include a process for the Plan to
accept referrals from mental health plans when the determination is made that the
service should be administered by the plan (p. 9). CMHDA would strongly suggest that a
similar process be required for referrals to and from county substance use disorder
agencies.

CMHDA Comments to DHCS on Coordinated Care Initiative – Draft Assessment and Care
Coordination Standards 12-10-12
4) ICPs should include a process for reviewing and updating the ICP as necessary
following a psychiatric or acute hospital admission, particularly for enrollees with SMI (p.
10).
5) Plans should consider behavioral health needs of enrollees and coordinate those
services with the county mental health department as part of the enrollee’s care
management plan when appropriate (p. 10). CMHDA would strongly suggest that similar
consideration be required with respect to substance use disorder treatment needs.
6) ICPs should facilitate referrals as necessary and appropriate for mental health and
substance use disorder treatment services (p. 10).
7) ICPs should reflect behavioral health utilization (p. 10).
8) Plans should consult with the behavioral health specialist as appropriate in the
development of the ICP (p. 11).
9) Plans should share assessment results and ICPs with county mental health and
substance use disorder partners within 90 days of enrollment (p. 11).
10) ICPs shall incorporate appropriate use of county mental health and substance use
disorder services (p. 11).
11) Basic care management services provided by the primary care provider or care
coordinator should include coordination of and referral to county mental health and
substance use disorder agencies, as appropriate (p 12).
12) Minimum criteria for a discharge planning checklist must include coordination with
county mental health and substance use disorder agencies (p. 13). For enrollees
receiving county-administered specialty mental health or substance use disorder
services, the plan should have procedures for notification of the Interdisciplinary Care
Team of hospital admission (psychiatric or acute), and direct transfers between
psychiatric inpatient hospital services and inpatient hospital services required to address
an enrollee’s medical problems based on changes in the enrollee’s mental health or
medical condition (p. 15).
13) For enrollees with SMI, the annual reassessment should be conducted in conjunction
with the behavioral health specialist (p. 16).
14) The duties of the care coordinator should include coordination with county mental health
and substance use disorder services, including facilitating communication among
providers when appropriate (p.16-17).
15) The membership of the Interdisciplinary Care Team should include a behavioral health
specialist for enrollees receiving county-administered specialty mental health or
substance use disorder services (p. 18).
16) Plans should not delegate the responsibility for assessment or care coordination to a
subcontractor without first consulting with county social services agencies regarding the
scope of subcontractor duties related to In-Home Supportive Services (IHSS) referrals
and communication with county agencies, and revising as necessary any existing MOU
or written agreements to reflect subcontractor responsibilities as they relate to enrollees
with IHSS. CMHDA would strongly suggest that this requirement extend to county
mental health and substance use disorder agencies, including revising as necessary any
existing MOU between demonstration plans and county mental health plans to
appropriately reflect subcontractor responsibilities.
Finally, CMHDA strongly supports the draft standards’ overall emphasis on person-centered
planning. Person-centered planning is consistent with the mental health recovery and resiliency
principles outlined in California’s Medi-Cal rehabilitation mental health services state plan
amendment.

2
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Thank you for your continued commitment to California’s community mental health system. We
welcome the opportunity to work collaboratively with the Department of Health Care Services to
ensure a successful implementation of the demonstration. If you have any additional questions,
please do not hesitate to contact me directly at pryan@cmhda.org or Molly Brassil at
mbrassil@cmhda.org.
Sincerely,

Patricia Ryan
Executive Director
California Mental Health Directors Association
cc:

Vanessa Baird, Department of Health Care Services
Rollin Ives, Department of Health Care Services
Sarah Arnquist, Harbage Consulting
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Page

Section	
  Title

2

Organization: County of San Diego,
Aging & Independence Services (AIS)
Contact Name: Perla Delgado
E-‐Mail: Perla.Delgado@sdcounty.ca.gov

Existing	
  Text

Comment or Suggested Edit

1st paragraph: This document provides the
Assessment and	
  Care Coordination	
  
Standards for Medi-‐Cal managed	
  care
health	
  plans (Plans) in	
  the Duals
Demonstration (Demonstration).

Are these same standards not required	
  for CCI?

4

CARE COORDINATION
GENERAL REQUIREMENTS

#5: Plans shall facilitate	
   Member’s ability
to access appropriate community
resources and other	
  agencies…..

In County’s where there is an ADRC, the health
plans should	
  be required	
  to	
  work with	
  the ADRC	
  
to ensure access.

4

CARE COORDINATION
GENERAL REQUIREMENTS

#8: The agreement must include: a
comprehensive, inclusive communications	
  
process between	
  the Plan	
  and	
  county; data
sharing protocols; the role and purpose of
the ICT and who will be	
  served, metrics
indicating levels of risk (prioritization);	
  
composition and leadership of the	
  CCT;

1) ICT:	
  This acronym has not been
introduced in the document prior to this
instance.	
   Is this a typo, should it be ICP?
2) CCT: What is a CCT? Is this a typo?

4

CARE COORDINATION
GENERAL REQUIREMENTS

#9c: Plans shall have	
  policies and Member
services	
  personnel to provide any
assistance	
  to inform, navigate, connect,
and refer as needed by the	
  Member who is
self-‐directing their care.

The health	
  plans should be encouraged to
contract with the ADRC to provide these
services? That should be listed as an alternative
to Member	
  services personnel providing ADRC
like services.	
  

5

CARE COORDINATION
GENERAL REQUIREMENTS

#9d: For Members with cognitive	
  
impairment, during the annual	
  
reassessment	
  or	
  upon significant	
  change in
health	
  status, Plans shall work with	
  
Members, or their authorized
representative to determine their	
  interest	
  

Who will make the final decision as to whether
the individual can self-‐direct their care?

Comments for	
  Care	
  Coordination Standards

Page

Section	
  Title

Organization: County of San Diego,
Aging & Independence Services (AIS)
Contact Name: Perla Delgado
E-‐Mail: Perla.Delgado@sdcounty.ca.gov

Existing	
  Text

Comment or Suggested Edit

in continuing to self-‐direct their care.
5

CARE COORDINATION
GENERAL REQUIREMENTS

#12: Care coordination	
  policies shall
reflect	
  the principles and use of	
  MSSP.

This is redundant and appears to be covered in
the prior	
  sections (10 & 11).

5

CARE COORDINATION
GENERAL REQUIREMENTS

What does this acronym mean? Managed
Health Plans? Mental Health providers?

5

CARE COORDINATION
GENERAL REQUIREMENTS

5

CARE COORDINATION
GENERAL REQUIREMENTS

5

CARE COORDINATION
GENERAL REQUIREMENTS

5

CARE COORDINATION
GENERAL REQUIREMENTS

#13: Plans will work jointly with MHPs,
county social service agencies, and	
  other
entities as necessary to develop these	
  
processes.
#15: Plans offer services beyond those	
  
required by Medicare and Medi-‐Cal at the
Plan's discretion. (SB 1008)
#5: program should	
  be used	
  that
incorporates a care partner to	
  support
family and friends when caring for	
  a
hospitalized	
  Member.
#6: The provider’s perspective of care
coordination activities	
  should be assessed
and documented.
#7: Standardized, integrated,
interoperable, electronic, information
systems	
  with functionalities	
  that are
essential to care	
  coordination, decision	
  
support, and quality measurement and
practice improvement should	
  be used.
#8: A electronic record	
  system should	
  
allow the	
  Member’s health information to

Information should also be accessible to the
member him/herself.

Ad word	
  “may”: Plans may offer services
beyond…
What is a care partner? This should be defined.

How is provider being used here? Who is the
provider in	
  this instance?
Who will be paying for #s 7 & 8?

Comments for	
  Care	
  Coordination Standards

Page

Section	
  Title

Organization: County of San Diego,
Aging & Independence Services (AIS)
Contact Name: Perla Delgado
E-‐Mail: Perla.Delgado@sdcounty.ca.gov

Existing	
  Text
be accessible to	
  caregivers at all points of
care.
#9: Regional health information systems,
which may be governed by various
partnerships, including public/private,
state/local agencies, should enable
healthcare home teams to	
  access all
Member information.

Comment or Suggested Edit

6

CARE COORDINATION
GENERAL REQUIREMENTS

Who is responsible for making this happen?

8

HEALTH	
  RISK ASSESSMENT
(HRA)

#7: process for identifying and assessing
The need	
  for, or, as appropriate, making
referrals to, home-‐ and community-‐based
services, including Community Based	
  Adult
Services (CBAS), MSSP, IHSS, HCBS flexible
benefits, and other community services
such as	
  those provided through	
  Area
Agencies o Aging. Processes	
  involving
IHSS referrals shall be developed jointly
With county	
  agencies.

This process must be established collaboratively
between	
  the health	
  plans, CBAS, MSSP and	
  AAA,
not just with	
  IHSS.

9

HEALTH	
  RISK ASSESSMENT
(HRA)

#12: process for sharing assessment
results and the Individual Care Plan (ICP)	
  
with Members, the Interdisciplinary Care
Team (ICT), the PCP, the MSSP	
  care
manager, county IHSS and behavioral
health	
  partners, or any other LTSS
providers within	
  90 days of enrollment.

This process must be established collaboratively
between	
  the health	
  plans and	
  MSSP and	
  
behavioral health, not just with	
  IHSS.
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  Care	
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Organization: County of San Diego,
Aging & Independence Services (AIS)
Contact Name: Perla Delgado
E-‐Mail: Perla.Delgado@sdcounty.ca.gov

Page

Section	
  Title

Existing	
  Text

Comment or Suggested Edit

9

HEALTH	
  RISK ASSESSMENT
(HRA)

Why aren’t evidence-‐based	
  care transition	
  
services	
  required?

9

INDIVIDUAL CARE PLAN

#13: process to	
  identify the need	
  for
coordination of care across	
  all entities,
including those outside the provider
network and	
  to	
  ensure that adequate
discharge planning is provided	
  to	
  Members
who are admitted to a hospital or
institution.	
  
#2: process for identification	
  of referrals
needed	
  to	
  appropriate community
resources and other	
  agencies for	
  services
outside the scope of responsibility of the
Plan, including but not	
  limited to mental
health	
  and	
  behavioral health, personal
care, housing, home delivered meals,
energy assistance	
  programs, and services
for	
  individuals with intellectual and
developmental disabilities.

9

INDIVIDUAL CARE PLAN

#5: process to	
  identify the need	
  for
including appropriate involvement of
caregivers, and obtain Member approval
for such involvement.

Suggested edit: process to	
  identify the need	
  
for	
  including appropriate involvement	
  of	
  
caregivers, and documentation	
  that Member
approval has been obtained for	
  such
involvement.

11

CARE COORDINATION

#1: Plan shall ensure the provision of
Comprehensive Medical Case Management
based	
  o the individual health	
  care needs
of each	
  Member.

What about case management of social service
needs/LTSS?

This process needs to be established in
coordination with other local agencies	
  and
services	
  that are involved.
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Organization: County of San Diego,
Aging & Independence Services (AIS)
Contact Name: Perla Delgado
E-‐Mail: Perla.Delgado@sdcounty.ca.gov

Page

Section	
  Title

Existing	
  Text

Comment or Suggested Edit

12

CARE COORDINATION

(last sentence): The individual identifies
planning goals to	
  achieve these personal
outcomes in	
  collaboration	
  with	
  those that
the he or she has identified, including
medical, professional staff, family and
friends.

Remove “the”.

13

CARE COORDINATION

F: Plan shall monitor and support
members in the community to avoid
further	
  institutionalization.

Plan shall monitor and support members in the
community	
  through provision of	
  home and
community	
  based services	
  to avoid further
institutionalization.

14

CARE COORDINATION

1st paragraph: Plan shall ensure	
  the	
  
provision	
  of discharge planning when	
  a
dual-‐eligible	
  Member is admitted to a
hospital or institution

Hospital and SNF staff are required to conduct
discharge planning. Discharge planning
terminology should be replaced with care
transitions.

16

REASSESSMENT AND REVIEW

#1a: For IHSS	
  recipients, upon request and
when feasible, plan reassessments may be
conducted in conjunction with in person, in
home, county IHSS reassessments.

How about for MSSP also?

Comment Template	
  for Care	
  Coordination Standards
Due December 10,	
  2012

Organization: Health Net
Contact Name: Diane Sargent
E-‐Mail: diane.sargent@healthnet.com

Page

Section	
  
Title

Existing	
  Text

Comment or Suggested Edit

Page	
  6 –
Care
Coord

Risk
Stratification &
Health
Assessment
Process

Plans shall apply a DHCS	
  approved health risk stratification
mechanism	
  or algorithm	
  to identify newly enrolled dual-‐
eligible	
  beneficiaries within	
  44 days of enrollment.

Page	
  6 –
Care
Cord

Risk
Stratification &
Health
Assessment
Process

Plans shall develop and submit their processes to
demonstrate compliance with	
  the following to	
  DHCS and	
  
CMS three months prior to	
  implementation	
  of the
demonstration, and	
  DHCS will review within one month	
  of
submission.

Health Net will stratify members as soon as we receive historical
claims, encounter and TAR data from DHCS & CMS. Per previous	
  
comments, we do not believe that 44 days	
  after enrollment is	
  a
practical turnaround	
  time if	
  the historical data is not	
  received at	
  
or before the time of enrollment. If a set turnaround	
  time for
stratification must be established as	
  part of the contract then we
recommend stratification within 44 days of	
  receipt	
  of	
  historical
data.
The timeframe described would potentially only give the Plans
two (2)	
  months to build the system requirements to use the
stratification specifications	
  to make case management
assignments based upon High, Low or LTC stratification. Also, the
Plans will use	
  the	
  stratification and HRA to systemically build a
base ICP with	
  identified	
  gaps in	
  care. Given	
  the short time frame,
it may not be possible for the Plans’ IT teams to complete the
necessary program build	
  in	
  time for a 6/1 launch.

Page	
  6 –
Care
Coord

Initial	
  Risk
Stratification
Mechanism

The submission for the Initial Risk Stratification process
must include:
1.A process for incorporating stakeholder and	
  consumer
input into development of the mechanism or algorithm.

Page	
  7 –
Care
Coord

Initial	
  Risk
Stratification
Mechanism

2.A process for providing stratification	
  results to	
  
Members’ primary care provider (PCP)/Independent
Physician Association (IPA) within 60 days of
enrollment. In addition, a process for providing	
  IHSS	
  

Also, samples of the specific data the health	
  plans will receive
would be helpful in developing the stratification algorithm.
The State should understand that the stratification process is a
very	
  complex	
  algorithm that is highly	
  proprietary, intellectual
property of the vendor, or Plan. It is also	
  variable by types of case
management programs that are opened for a member, and the
resources needed to manage the medical, social and
psychological needs of our members. We would	
  ask the State to	
  
clarify	
  that the requirement	
  is to solicit	
  input	
  from the
stakeholders	
  and consumers	
  but not divulge any proprietary
information.
We believe that this requirement is problematic for two reasons:
First is that the	
  timing is not feasible. Second, just relaying the	
  
stratification results	
  to these entities	
  does	
  not give them any data
that	
  is helpful as there is not	
  information for them to act on.	
   We

Comment Template	
  for Care	
  Coordination Standards
Due December 10,	
  2012

Page	
  7 –
Care
Coord

Health Risk
Assessment

Page	
  8 –
Care
Coord

#5

Page	
  9 –
Care
Coord

#12

Page	
  9 –
Care
Coord

ICP #1

Page	
  11 –
Care
Coord
Page	
  12 –
Care
Coord
Page	
  15 –
Care
Coord

#22

Individualized
Care Plan
#1 Reassessment
and Review

recipients’ stratification results to the county human
services	
  agency, and serious	
  mental health (SMI)
Members’ results to the county mental health agency.
Health Plans must include the SF-‐12	
  Health Survey
questions in	
  their HRA	
  tool.

Assessment materials shall be available in	
  alternate
format, in a culturally, linguistically, and physically
appropriate	
  manner. Plans will make	
  arrangements to
reach and engage Plan Members with a variety of	
  cultural
and linguistic needs. (SB 1008))
A process for sharing assessment results and	
  the Individual
Care Plan	
  (ICP) with	
  Members, the Interdisciplinary Care
Team (ICT), the PCP, the MSSP	
  care manager, county IHSS	
  
and behavioral health partners, or any other LTSS	
  
providers within	
  90 days of enrollment
A process describing how the Plan	
  will develop	
  an	
  
individual	
  care management and care coordination plan as
needed, within	
  90 days of enrollment for all new members

ICP information shall	
  be available to beneficiaries in
alternative	
  formats that are	
  culturally, linguistically, and
physically appropriate and	
  accessible.
1. Plans shall develop ICPs for higher-‐risk Members and
nursing facility residents based	
  on the results of the
HRA process, with a particular focus on LTSS. (SB 1008)
Plans shall conduct an annual comprehensive	
  
reassessment	
  (including medical, LTSS, behavioral	
  health
utilization	
  data analysis and	
  risk stratification) within	
  12
months of last assessment, or as often as the health of the
enrollee	
  requires. Reassessment may be	
  conducted by

Organization: Health Net
Contact Name: Diane Sargent
E-‐Mail: diane.sargent@healthnet.com
believe that the requirement to	
  share the members Individual
Care Plan	
  and	
  the HRA	
  information	
  is sufficient to	
  share the
important and relevant member information with the providers.	
  
th
It is our understanding that the HRA must be at the 6 grade	
  
reading level or	
  below. Please provide guidance in the event	
  that	
  
th
the SF-‐12	
  questions are at a greater than 6 grade	
  reading	
  level
(i.e., whether	
  the SF-‐12	
  questions should be used verbatim, and,
if not, how plans should handle modifications).
Please	
  provide	
  further details on the	
  expectation regarding
provision	
  of assessment materials in	
  alternate format	
  that	
  are
culturally	
  appropriate.

The requirement to share the assessment results within 90 days
will be difficult to meet since the HRA responses are included in
the assessment	
  and it	
  would be difficult	
  to meet	
  this time frame.
We request that the timeframe for sharing the assessment be
changed to 120 days.
Please	
  confirm whether the	
  state	
  is requiring an individual care	
  
plan	
  for members who	
  opt out of the demonstration. If so, the
capitation rates	
  will need to be adequate to cover this	
  additional
cost to the health plan. It	
  should also be noted that	
  it	
  will be
difficult to	
  create a care plan	
  for members whose primary medical
information through Medicare is not available to the health plan.
Please	
  provide	
  further details on the	
  expectation regarding
provision	
  of assessment materials in	
  alternate format that are
culturally	
  appropriate.
We request clarification regarding this requirement, as	
  it appears	
  
to conflict	
  with both the Model of	
  Care, and Medicare, Chapter	
  
16b, which requires a Care Plan for all Dual Eligible SNP	
  Members.
The plan is to evaluate available data	
  and re-‐stratify the member
as required on an ongoing	
  basis. We	
  ask the	
  state	
  and CMS	
  to
reconsider	
  whether	
  an in-‐person	
  assessment is required	
  for every
high	
  risk or nursing facility member on an	
  annual basis. It is our
belief that the re-‐stratification should be possible based on

Comment Template	
  for Care	
  Coordination Standards
Due December 10,	
  2012
phone, email, or in-‐person	
  for beneficiaries in lower-‐risk
group, and must be	
  conducted in person for higher-‐risk
group and nursing	
  facility	
  residents.
Plan shall implement procedures to identify individuals
who may need or who are receiving services from out-‐of-‐
plan	
  providers and/or programs in	
  order to	
  ensure
coordinated service delivery	
  and efficient and effective
joint case management for	
  services.

Page	
  15 –
Care
Coord

Out of Plan	
  
CC/CM

3 -‐ LTSS

LTSS Standards –
Provider
Network and
Contracting for
CBAS, Item 5

Documentation of having contracted with all CBAS centers
within the Health Plan’s covered zip code areas and in
adjacent zip codes accessible	
  to members

3 -‐ LTSS

Provider
Network &
Contracting

3 -‐ LTSS

Provider
Network &
Contracting

4 -‐ LTSS

Provider
Network &
Contracting

Policies and procedures to ensure	
  that Health Plan
members’ total one-‐way transportation time between
home and	
  the CBAS centers does not exceed	
  60 minutes
each way, to ensure	
  compliance	
  with WIC 14550(h).
Policies and procedures to arrange, and show availability
of providers for, unbundled	
  services for Health	
  Plan	
  
members whose level of care needs correspond to CBAS
benefit eligibility requirements, when CBAS	
  centers are	
  
unavailable, inaccessible, limited	
  in	
  capacity, or cannot
meet members’ cultural and linguistic needs
Health Plans shall have contracts	
  with MSSP
sites/organizations	
  to provide Plan members	
  who are
MSSP waiver participants, MSSP case management
services, and if needed, receive MSSP waiver services	
  
(supplemental personal care, respite, ramp, nutrition
services	
   maintenance type, etc.)

Organization: Health Net
Contact Name: Diane Sargent
E-‐Mail: diane.sargent@healthnet.com
clinical status	
  changes	
  and other established criteria.

It is difficult to “ensure” coordinated service delivery with
providers that do not have a contractual relationship	
  with	
  the
health	
  plan. While the plan	
  will do whatever possible to	
  
coordinate care, we suggest changing the language to delete the
word “ensure” and instead state: “Plan shall implement
procedures to	
  identify individuals who	
  may need	
  or who	
  are
receiving services from out-‐of-‐plan	
  providers and/or programs in	
  
order to	
  coordinate service delivery and	
  efficient and	
  effective
joint case	
  management for services.”
“Adjacent zip codes accessible	
  to members”	
  could be	
  defined in
very	
  broad terms. Depending	
  on a member’s travel capabilities
this could potentially cover	
  a large geographic area beyond the
Plan’s covered zip code	
  areas. We	
  suggest that a more	
  discrete	
  
description	
  be provided, such	
  as within	
  a specific radius and/or
travel time from the Plan’s covered zip codes.
Please	
  note	
  that health plans cannot ensure	
  access to CBAS	
  in
communities	
  that do not have centers	
  and is	
  only	
  available to the
extent that the	
  services can be provided in the member's	
  home
community.
We are concerned that this requirement implies new contractual
obligation	
  that was not included	
  in	
  the	
  initial description of the	
  
program. Please clarify if this was the stated	
  intent that plans
must provide CBAS-‐like services in communities where no CBAS is
available	
  or no CBAS	
  space	
  is available.
We ask that the document specify that Waiver Services are to be
available	
  only to	
  the	
  extent they are	
  available	
  in	
  the	
  community,
and that this is a referral service	
  only.
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5 -‐ LTSS

LTSS Standards –
Provider
Network and
Contracting for
NF/SCF, Item 5

Health Plans must contract with a sufficient number of
facilities located in the Health Plans’ covered zip code
areas and, to the	
  extent necessary, in adjacent zip code	
  
areas accessible	
  to Health Plans members

5 -‐ LTSS

Provider
Network &
Contracting
LTSS Standards –
Financial
Information/Clai
ms Processing
for	
  NF/SCF, Item
2
Quality
Improvement
System

Policies and procedures to provide	
  Health Plan members
post transition	
  care coordination, as specified	
  in	
  the Care
Coordination	
  Standards
Policies and procedures for resolving, within a defined	
  time
frame, any disputed claims for	
  CBAS or	
  NF/SCF
reimbursement	
  and to avoid disruption in care to Health
Plan members

6 -‐ LTSS

7 -‐ LTSS

7 -‐ LTSS

8 -‐ LTSS

8 -‐ LTSS

Quality
Improvement
System
Quality
Improvement
System
Quality
Improvement
System

Policies and procedures defining how it will adhere	
  to
quality assurance	
  provisions and other standards and
requirements as specified by CDSS, as well as any other	
  
state or federal requirements. (WIC 14186.35(a)(7)
Demonstrate that their Quality Assurance and
Improvement Plans will	
  include targeted,	
  focused
protocols for CBAS centers
Policies and procedures for sharing the	
  findings, and
coordination of any	
  subsequent follow up, from Health
Plan/CBAS	
  center quality assurance	
  activities with CDA and
the California Department	
  of	
  Public Health (CDPH).
Policies and procedures detailing how their contracted	
  
MSSP organization(s) will adhere to quality assurance
provisions and	
  any other applicable State and	
  federal
standards	
  and requirements

Organization: Health Net
Contact Name: Diane Sargent
E-‐Mail: diane.sargent@healthnet.com
“Adjacent zip codes accessible	
  to members”	
  could be	
  defined in
very	
  broad terms. Depending	
  on a member’s travel capabilities
this could potentially cover	
  a large geographic area beyond the
Plan’s covered zip code	
  areas. We	
  suggest that a more	
  discrete	
  
description	
  be provided, such	
  as within a specific radius and/or
travel time from the Plan’s covered zip codes.
Given that this is a significant requirement, we request additional
detail from the state re: expectations for these P&Ps.
The term “within a defined time frame” is open to broad
interpretation and could be defined differently for each plan.	
  
Would suggest including	
  some	
  additional guidance	
  such as
‘consistent with regulatory timeframes established for other
claims	
  dispute resolution requirements’.
Given that CDSS is not under health plan control, please provide
examples of what the	
  State	
  believes would be appropriate quality
assurance	
  provisions.
Please	
  provide	
  examples of what the	
  State	
  believes would be	
  
appropriate	
  quality assurance	
  provisions.
Please	
  provide	
  examples of what the	
  State	
  believes would be	
  
appropriate	
  quality assurance	
  provisions to be	
  shared with CDA
and CDPH.
How are the health plans supposed to provide QI over a program
that, by definition, is not	
  a health plan program? CFC Comment:
See above.
Given that MSSP not under health plan control, please give
examples of what the	
  State	
  believes would be	
  appropriate	
  quality
assurance	
  provisions.

Comment Template	
  for Care	
  Coordination Standards
Due Dec 10, 2012
Contact Name:
E-‐Mail:
Page

Section	
  Title
MSSP

3

DRAFT Assessment and
Care Coordination
Standards

IHSS

8

20-‐22

INDIVIDUAL CARE PLAN

Existing	
  Text

Organization:

Comment or Suggested Edit
What kind of “Clinical Data” are they going to
share? Therapy notes??
am a “Dual”. have several	
  Chronic Diseases. I
have 3 doctors and specialists that I have	
  been
using since 2003. None of manged	
  plans have all
my doctors and/or hospitals. Iwould have
change ALL of my	
  doctors	
  to use the plans.
I'm particularly worried about my IHHS. First
they are changing so fast	
  that	
  my providers
checks	
  for 1.5 months	
  have not arrived. They	
  
almost never get two checks month. It makes
it hard to keep providers.	
  My dad has to pay
them out	
  of	
  his own funds then get	
  paid back
when they FINALLY arrive.
They want me	
   to change	
   of my doctors and
subscribe to the County hospital for care.

It seems that for high risk persons, a county
worker will direct their health care. Not the
patient.
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Section	
  Title

Existing	
  Text

3

DHCS is seeking
stakeholder feedback on
these assessment and
care coordination
standards.

These standards incorporate the
following goals in conjunction with
current Medi-Cal managed care
assessment and care coordination
requirements.
•

•

•

•

Connect the medical
assessment/coordination to
LTSS and behavioral health
assessment/care
coordination process.
Build on the existing
knowledge and experience
of Plans in the care
coordination process for
Medi-Cal-only Seniors and
Persons with Disabilities
(SPDs).
Incorporate key elements of
the D-SNP process to reflect
local flexibility, Medicare
requirements, and oversight
through the National
Committee for Quality
Assurance (NCQA) review
process.
Incorporate beneficiary
protections from SB 1008

Comment or Suggested Edit
•

Add in	
  the following: Build on existing
infrastructure created by the state and
other entities such as CBASS,
California Community Transition (CCT)
agencies also known as ‘Money
Follows the Person’ program, MSSP,
ILSC, Home Health and Hospice
agencies supporting the Olmstead
decision as it moves this document
forward.
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Section	
  Title

Existing	
  Text

•

•

•

(Statutes of 2012, Chapter
33) and SB 1036 (Statutes of
2012, Chapter 45), as well
as lessons learned from
other states and national
guidelines.
Provide flexibility for Planspecific modifications,
subject to prior written
approval by DHCS in
consultation with CMS.
Establish consistent
terminology and clear,
measurable expectations for
Plans.
Build on existing
infrastructure created by the
state and other entities such
as CBASS, California
Community Transition (CCT)
agencies also known as
‘Money Follows the Person’
program, MSSP, ILSC,
Home Health and Hospice
agencies supporting the
Olmstead decision as it
moves this document
forward.

Comment or Suggested Edit
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Section	
  Title

5

CARE
COORDINATION
GENERAL
REQUIREMENTS
DHCS proposes the
following general
provisions regarding
care coordination.
5

Section 10
Section 11

Existing	
  Text

Comment or Suggested Edit

Establish clear written reporting
requirements relating to the
assessment process so that the
Plans will be able to establish a
basis for any quality withhold
relating to compliance with the
standards
1. In conjunction with
Add in	
  at underline area : or CCT
contracted MSSP or CCT
organizations, Plans shall
have a care coordination and
management model that
supports appropriate referral
of Plan Members to the
MSSP for assessment,
eligibility determination, and
services.

Plans shall have policies and
procedures governing how the Plan
will make referrals to MSSP or CCT
and defining the respective care
management roles and duties of
the Plan’s care coordination team

Add in	
  at the _____: or CCT
Add in the second underscore: /CCT
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Existing	
  Text

Comment or Suggested Edit

and MSSP/CCT care managers
5

7

Section 12

INITIAL RISK
STRATIFICATION
MECHANISM
Section 2

8

Care coordination policies shall
reflect the principles and use of
MSSP/CCT organizations.

Add in	
  the underlined: /CCT

1. A process for use of
Add in	
  the underlined:Home and Community
Member-specific information Based Waiver services,
including their historical
Medicare and Medi-Cal FFS
utilization data provided by
DHCS electronically at the
time of enrollment. This data
may include, but is not
limited to, outpatient,
inpatient, emergency
department, pharmacy,
nursing facility, In Home
Supportive Services (IHSS),
Home and Community
Based Waiver services , and
ancillary services data for up
to the most recent 12
months.
. A process for reviewing all

HEALTH RISK
Medicare and Medi-Cal utilization
ASSESSMENT (HRA) data (including Medicare Parts A,

Add in the comments in red:
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8

Section	
  Title

Existing	
  Text

Section 3

B, and D, and Medi-Cal IHSS,
Multipurpose Senior Service
Program (MSSP)/CCT, Skilled
Nursing Facility (SNF), MediCal
AIDS Waiver data, Home and
community based waivers, and
behavioral health pharmacy data),
as well as results of previously
administered assessments, and
other medical, IHSS, nursing
facility, and behavioral health
assessments. Also, a process for
using the results of the data
analysis, stratification, and HRA to
identify higher-risk Members and
nursing facility residents who are
interested in returning to a
community dwelling living
arrangement or to remain in an
independent living community
option.

HEALTH RISK
ASSESSMENT (HRA)
Section 7

7. A process for identifying and
assessing the need for, or, as
appropriate, making referrals to,
home- and community-based
services, including Community-

Comment or Suggested Edit

/CCT
MediCal AIDS Waiver data, Home and
community based waivers,

who are interested in returning to a
community dwelling living arrangement or to
remain in an independent living community
option.
Add in: and California Community Transition
(CCT) agencies,
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Existing	
  Text
Based Adult Services (CBAS),
California Community Transition
(CCT) agencies, MSSP, CCT
IHSS, HCBS flexible benefits,
and other community services
such as those provided through
Area Agencies on Aging,
Independent Living Centers,
Regional Centers and Home
Health and Hospice agencies.
Processes involving IHSS
referrals shall be developed
jointly with county agencies.

9

A process to identify the need for

HEALTH RISK
facilitating timely access to primary
ASSESSMENT (HRA) care, specialty care, DME,

medications, nutritional
supplements, home modifications
and other health services needed
by the enrollee, including the need
for referrals to resolve any physical
or cognitive barriers to access.
11. A process to identify the need
HEALTH RISK
for providing other activities or
services needed to assist
ASSESSMENT (HRA)
Section 11
Members in optimizing their
health status, including

Comment or Suggested Edit

Add in: Independent Living Centers, Regional
Centers and Home Health and Hospice
agencies.

Add in: nutritional supplements, home modifications

Section 9

9

Add in	
  : transitioning from institutional care to
community based care and other modalities
to improve health status.
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Existing	
  Text

Comment or Suggested Edit

assisting with self-management
skills or techniques, health
education, transitioning from
institutional care to community
based care and other
modalities to improve health
status.
9

A process to identify the need for

HEALTH RISK
coordination of care across all
ASSESSMENT (HRA) entities, including those outside the
Section 13

provider network and to ensure that
adequate discharge planning, (How
are you defining adequate
discharge planning? What are the
components that you are
determining establishes that
criteria. A list of items that must be
included in how they determine
what is adequate need to be listed
here. Such as: plans for:
1. Medication management,
(reconciled med list with all
providers.) and method to obtain
meds once patient is at ome
2. Transportation to medical
appointments, and pharmacy
3. Housing

(How are you defining adequate discharge
planning? What are the components that you
are determining establishes that criteria. A list
of items that must be included in how they
determine what is adequate need to be listed
here. Such as: plans for:
1. Medication management, (reconciled med
list with all providers.) and method to obtain
meds once patient is at ome
2. Transportation to medical appointments,
and pharmacy
3. Housing
4. Assistance with household activities of
Daily living
5. Assistance with personal care, skilled
nursing, physical, speech or occupational
therapies as required
6. Psych social issues that are identified
during hospitalization and are unresolved with
a referral to case manager or social worker.
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Section	
  Title

Section 16

INDIVIDUAL CARE
PLAN

Existing	
  Text

Comment or Suggested Edit

4. Assistance with household
activities of Daily living
5. Assistance with personal care,
skilled nursing, physical, speech or
occupational therapies as required.
6. Psych social issues that are
identified during hospitalization and
are unresolved with a referral to
case manager or social worker.
7. Follow up with primary care MD
or health provider
8. Adequate nutrition and access to
groceries, abilitity to cook or have
assistance for cooking,
9. Durable medical equipment and
or supplies
is provided to Members who are
admitted to a hospital or institution.

7. Follow up with primary care MD or health
provider
8. Adequate nutrition and access to groceries,
abilitity to cook or have assistance for
cooking,
9. Durable medical equipment and or supplies

16.ICPS shall reflect selfassessment, risk stratification
results, clinical data, (effective
January 1, 2014) IHSS
assessment results, MSSP,
Community Care Transition
Agency and CBAS records,
AIDS MediCal Waiver records,
behavioral health utilization (if

Add in	
  : AIDS MediCal Waiver records
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Existing	
  Text

Comment or Suggested Edit

member has a diagnosis of one
or more of the specified
Diagnostic and Statistical
Manual of Mental Disorders),
and other data, as well as selfand provider referrals.
11

INDIVIDUAL CARE
PLAN
Section 18

11

INDIVIDUAL CARE
PLAN
Section 19

11

INDIVIDUAL CARE
PLAN
Section 20

Plans shall consult with the
Member, PCP, IHSS social worker,
MSSP/CCT/Home and Community
Based case manager, behavioral
health specialist, family and/or
community supports, and other
providers as appropriate in the
development of the ICP.

Add in: /CCT/Home and Community Based
case manager

ICPs shall incorporate appropriate
use of LTSS, including IHSS,
CBAS, MSSP/CCT, nursing
facilities, home and communitybased services (HCBS) Plan
benefits, and Community Based
Organization (CBO) services
Plans shall share assessment
results and ICP with Members, ICT,
PCP MSSP/CCT and Home and
Community Based Waiver care
manager, county IHSS and

Add in	
  /CCT

Add in: /CCT and Home and Community
Based Waiver
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Existing	
  Text

Comment or Suggested Edit

behavioral health partners, or any
other LTSS provider within 90 days
of enrollment. For IHSS Members,
the sharing of assessment results
will be conducted and acted upon
according to terms specified in
each respective MOU between the
plan and county social services
agency, and plan and county
behavioral health agency.
14

Care Coordination
Section E

Plan shall develop specific care
coordination provisions for nursing
facility residents. Plan must
monitor nursing facility utilization
and develop care transition plans
and programs that move
beneficiaries back into the
community to the extent possible.
(SB 1008). Such transition care
planning shall include assessment
of the need for Home- and
Community-Based Services, and
involve Members, family, legal
representatives, PCPs, current
CCT providers, ILS Centers,
nursing facility personnel,
behavioral health representatives,

Add in : current CCT providers, ILS Centers,
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  Title

Existing	
  Text

Comment or Suggested Edit

and other health care and
community-based providers.
14

CARE
COORDINATION
Section 2.

2. Discharge Planning and Care
Coordination
Care coordination should be
provided for transitions among
levels of care and between service
locations. (SB 1008)
Plan transition of care policies must
be submitted to DHCS and CMS for
approval.
Plan shall ensure the provision of
discharge planning when a dualeligible Member is admitted to a
hospital or institution and
continuation into the post discharge
period. Discharge planning shall
include ensuring that necessary
care, services, and supports are in
place in the community for the dualeligible Member once they are
discharged from a hospital or
institution, including scheduling an
outpatient appointment and/or

Add in	
  : and community based organizations
such as home health and hospice agencies,
CCT agencies, independent living centers,
the patient, and their caregiver(s) and/or
family.
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Comment or Suggested Edit

conducting follow-up with the
patient and/or caregiver. Discharge
planning shall be done in
coordination with hospital discharge
planners and community based
organizations such as home health
and hospice agencies, CCT
agencies, independent living
centers, the patient, and their
caregiver(s) and/or family.
15

15

Minimum criteria for a
discharge planning
checklist must include:

A. Documentation of pre-admission
status, including living
arrangements, physical and mental
function, social support, DME, and
other services received, such as
IHSS, home care, hospice, case
management services provided by
CCT, ILSC, MSSP or CBAS,
transportation to medical
appointments.

Add in: , home care, hospice, case

Minimum criteria for a
discharge planning
checklist must include:

E. Coordination with county
agencies for IHSS and behavioral
health services, CCT, ILSC, MSSP

Add in	
  : CCT,ILSC
transition agencies, delete CBO’s
add in : Home and Community Based providers

management services provided by CCT,
ILSC, MSSP or CBAS, transportation to
medical appointments.
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  Text

Section E

providers and CBAS centers, Care
transition agencies CBOs such as
Area Agencies on Aging, Home and
Community Based providers and
nursing facilities, as appropriate.
For IHSS, the plan’s coordination
process should be developed jointly
with county social service agencies
and consider state requirements for
counties regarding discharge
planning and federal Olmstead
requirements.

16

Section F
Minimum criteria for a
discharge planning
checklist must include

16

Reassessment and
Review

Comment or Suggested Edit

Barbara 12/10/12 4:28 PM
Comment [1]: Delete CBO's

Add in	
  : /CCT
F. Policies and procedures
governing expedited MSSP/CCT
assessment and eligibility
determination as part of the Plan’s
care coordination process for Plan
Members who are being discharged
from the hospital or at risk of
immediate placement in a SNF.

1. Plans shall conduct an
annual comprehensive
reassessment (including
medical, LTSS, behavioral
health utilization data
analysis and risk

Comment: By the nature of the type of clients that
MSSP, CCT, Home and Community Based Waiver
Clients are, they are all at high	
  risk, as services are
generally	
  being	
  provided in lieu of SNF placement.
Being elderly over the age of 65 with	
  polypharmacy,
(over	
  4 medications)	
  places you at	
  high risk for	
  falls.
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Existing	
  Text
stratification) within 12
months of last assessment,
or as often as the health of
the enrollee requires.
Reassessment may be
conducted by phone, email,
or in-person for beneficiaries
in lower-risk group, and must
be conducted in person for
higher-risk group and
nursing facility residents. (DSNP)
a. For IHSS recipients,
upon request and
when feasible, plan
reassessments may
be conducted in
conjunction with in
person, in home,
county IHSS
reassessments.

16

Reassessment and review C. none currently

Comment or Suggested Edit
HIV/AIDS diagnosis places you at high risk for a
multitude of other chronic diseases, i.e.
hyperlipedmia, deterioration	
  of joints, and	
  generally	
  
this population of	
  patients have
Co-‐morbid conditions such as hepatitis C, psych and
alcohol or drug addictions. IN general most if not all of
the HCBS clients should have in person reassessments
performed. These patients are at the highest risk of
re-‐institutionalization. Currently we are visiting clients
ranging from every weeks to every 6 days
dependent upo their severity of illness and	
  social
constraints.

Comments: for HCBS providers, there needs to be a
level	
  of specificity of what is needed here as well. Add
in Section C: HCBS	
  clients reassessments shall be	
  
performed	
  every 2 weeks to	
  60 days dependent on
severity of illness	
  and social conditions. Visits	
  will be
performed	
  by RN or Social	
  Worker.
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18

The membership of the ICT will
include the Member and/or
INTERDISCIPLINARY authorized representative, PCP,
Plan care coordinator or manager,
CARE TEAM (ICT)
and may include the following
persons, as needed, and if
Section 6
available:
a. Hospital discharge
planner.
b. Nursing facility
representative.
c. Pharmacist, physical
therapist, other
specialized provider.
d. IHSS social worker, if
receiving IHSS.
e. IHSS provider if
approved by Member.
f. MSSP care manager,
if enrolled in MSSP.
g. CBAS provider, if
enrolled in CBAS.
h. Behavioral Health
specialist for
Members receiving
county-administered
specialty mental
health or Drug Medi-

Comment or Suggested Edit
a. Add in	
  the following
categories	
  of membership to
the ICT team: Home Health

and or Hospice provider if
enrolled in prior to or
planned to enroll after
current hospitalization.
b. Regional Center
representative if receiving
Regional Center Services
Add in:

i.The patient and or their
representative.
Comment: IN order to	
  perform patient centered	
  care,
you need to have the patient involved and or their
representative/family/caregivers.
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Cal services.
i. Home Health and or
Hospice provider if
enrolled in prior to or
planned to enroll after
current
hospitalization.
j. Regional Center
representative if
receiving Regional
Center Services
i. The patient and or
their representative.
19

Section 7

INTERDISCIPLINARY
CARE TEAM (ICT)

1. The role of the ICT is care
management, including
assessment, care planning,
and authorization of
services, transitional care
issues and working closely
with IHSS, CBAS, CCT,
ILSC, Home Care and
Hospice agencies, Home
and Community Based
Waiver agencies, and NF
providers to stabilize medical
conditions, increase

Comment: Hospital Discharge planners do not
understand	
  all of the resources and/or have time to
plan	
  or have the skills for the appropriate transition	
  of
care for all patients	
  as	
  suggested by	
  this	
  document as	
  
currently	
  proposed. If they did we would not have the
hospital readmission	
  rates we currently have for
Medicare clients. These comments are being made in
order to	
  add	
  strength	
  to	
  the document and	
  add	
  
direction	
  to	
  ensure the health	
  plans understand	
  the
complexities	
  of these chronically	
  ill patients	
  and
provide	
  for services that will be	
  required in order that
the patients can be that	
  have been cared for	
  at	
  home
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  Text
compliance with care plans,
maintain functional status,
and meet individual
Members’ care plan goals.

19

none

SUBCONTRACTS
Subcontracts for
Assessment and Care
Coordination

Comment or Suggested Edit
safely.
Ad in	
  these other providers: CCT, ILSC, Home

Care and Hospice agencies, Home and
Community Based Waiver agencies.
Comments: You must have home care, CCT,
ILSC,HCBS, at the table; they can generally
provide direction for the ICT and discuss
issues that many institutionally based staff
would not even think about in meeting the
needs of complex chronically ill clients.
Ad in	
  6. Payment for services will be	
  made	
  to
contracted agencies	
  within 30 days	
  of submission of a
clean claim.
Comment: make this part of the contract with	
  the
state and the plan. This	
  current requirement	
  is typical
of a state contract currently with	
  the Department of
Public Health or Department of Aging contract.

Comment Template	
  for Care	
  Coordination Standards
Due November 27,	
  2012
Page

Section	
  Title

Existing	
  Text

Organization: HPSM
Contact Name: Chris Baughman
E-‐Mail: chris.baughman@hpsm.org
Comment or Suggested Edit

GENERAL COMMENT: We recommend that clinicians who have actually done care coordination be involved in reviewing these standards. The
standards	
  are too prescriptive, and the application of the HRA, ICP, and Risk Stratification principles	
  is	
  inconsistent and often incorrect.
2-‐3
DHCS is seeking stakeholder
DHCS is also proposing that the Plan, as a
Why do we need to have a stakeholder session
feedback….
critical component of their local
specific to reviewing these standards at the plan
stakeholder process, host at least one local level? There is the State stakeholder process
community	
  stakeholder meeting dedicated already.
to a review of	
  these proposed standards.
4
9
a. ….in the Member’s medical record…
Health plans do not have medical records;	
  we
are	
  not a clinical care provider.	
  
However, there should be documentation
reflecting the member’s consent to participate	
  
in member-‐centered process
5

C General Requirements

5

NQF provisions

10. In conjunction with contracted MSSP	
  
How do these standards fit into the phasing out
organizations, Plans shall have a care
of MSSP? Given the current and future	
  status of
coordination and management model that MSSP program, it is appropriate for Care
supports	
  appropriate referral of Plan	
  
Coordination	
  policies to	
  acknowledge at the
members to the MSSP for assessment,
plan	
  level that care will be integrated	
  and	
  
eligibility determination, and services.
coordinated with existing MSSP programs.
11. Plans shall have	
  policies and
Referral will be made as appropriate. Definition	
  
procedures governing how the Plan	
  will
of care management roles as outlined in #11 is
make referrals to MSSP and defining the
too prescriptive and doesn’t	
  allow for	
  plan
respective care management	
  roles and
flexibility with county agencies.
duties of the Plan’s care coordination	
  team
and MSSP	
  care	
  managers.
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
12. Care	
  coordination policies shall reflect
the principles and use of	
  MSSP.
Care coordination	
  provisions from NQF
This section should be removed in total. The	
  
standards go well beyond the	
  CMS Model of
Care or D-‐SNP	
  requirements and are really not	
  

Comment Template	
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  Coordination Standards
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  Title
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  Text

Organization: HPSM
Contact Name: Chris Baughman
E-‐Mail: chris.baughman@hpsm.org
Comment or Suggested Edit
applicable	
  to Care	
  Coordination at the	
  Health
Plan level. NQF preferred practices as outlined
were addressing the care coordination needs at
the provider	
  level, particularly as care
coordination applies	
  to the Health Care home
and the	
  primary provider of care. As such, many
of the following, while they apply to	
  healthcare
settings	
  such as	
  primary care office, hospital and
providers affiliated	
  with	
  these settings, the
principles and	
  preferred	
  practices are not
directly applicable to Care Coordination done at	
  
the Health Plan level as it	
  pertains to
coordination of benefits. Health Plans	
  can
support many of these NQF principles	
  but
cannot have the same care coordination
“standards”	
  as direct health care providers.

6

Risk stratification and Health
Assessment Process

Based	
  o the results of the Member’s
health	
  risk stratification, Plan	
  shall also	
  
administer the DHCS approved health risk
assessment (HRA) survey within 6 days for
dual-‐eligible	
  beneficiaries deemed to be	
  at
higher health risk, and 9 days for
nursing facility residents or those
determined	
  to	
  be a lower health	
  risk

Should change	
  the	
  “the” to “a” to allow for	
  plan
flexibility.
HRA is administered to all new beneficiaries as
part of the stratification mechanism;	
  it is not
separate from stratification and is	
  not
administered only to	
  those at high	
  risk.
To be consistent with CMS	
  Model of Care, for
those members who	
  are defined	
  as high	
  risk
after initial HRA, will undergo Comprehensive	
  
Assessment and Care	
  Plan within 6 days.
Nursing facility residents should be exempt:
they are not	
  currently required under	
  MOC. It	
  is

Comment Template	
  for Care	
  Coordination Standards
Due November 27,	
  2012
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  Title

Existing	
  Text

Organization: HPSM
Contact Name: Chris Baughman
E-‐Mail: chris.baughman@hpsm.org
Comment or Suggested Edit
appropriate	
  to assess Nursing Facility residents
using same risk stratification	
  as others. i.e.
WHICH nursing facility residents are at	
  highest	
  
risk (those with multiple conditions, frequent	
  ED
use etc). It does not make sense to	
  lump	
  them
together	
  as a group and not	
  allow Plans to
stratify based on resources. E.g. if	
  Plan has 1000
NF residents and 30 % or 300 are deemed high
risk, then Plan is having to waste resources on
unnecessary comprehensive assessments for
other 700 members, that may be clinically
stable in Nursing Facility where they receive
around the	
  clock care.

6

Risk stratification and Health
Assessment Process

Plans shall provide	
  HRA tools to contracted
providers.

It makes sense to provide the results of the HRA
to providers; however, as this is a Plan
responsibility, it	
  is	
  unclear why the HRA tool
itself must be distributed to contracted
providers unless they ask for it.

6

Initial	
  Risk Stratification
Mechanism

The submission for the Initial Risk
Stratification process must include:
process for incorporating stakeholder
and consumer input into development of
the mechanism or	
  algorithm.

7

3

… three groups: Higher-‐risk, lower	
  risk, and
nursing facility residents.

Why? If members/consumers can self refer,
then individual needs can be met. Plans need
flexibility to determine risk stratification
algorithms to allocate	
  resources appropriately	
  
and aimed at highest risk individuals within a
Plan.
What is the rationale for including nursing
facility residents here? We believe they should
be addressed	
  separately.

Comment Template	
  for Care	
  Coordination Standards
Due November 27,	
  2012

Organization: HPSM
Contact Name: Chris Baughman
E-‐Mail: chris.baughman@hpsm.org

Page

Section	
  Title

Existing	
  Text

Comment or Suggested Edit

7

HRA section

Entire section

This section is confusing and is not consistent
with the current process of risk stratification as
currently	
  done by	
  the Plan.
Per CMS	
  MOC: all enrollees undergo an	
  initial
HRA within 90 days (44	
  days for SPDs). Based on
the results	
  of the HRA AND/OR the risk
stratification algorithm as	
  developed by the
Plan, the	
  member is determined to by “HIGH
RISK”. If a member is determined	
  to	
  be HIGH
RISK by either the results of the HRA	
  OR	
  the risk
stratification algorithm, the member/enrollee is
contacted by	
  the Care Coordination staff at the
Plan and an Individual Care	
  Plan is developed.	
  
This process is “at will” and member can refuse	
  
to participate.

7

HRA -‐ #1

9

12

process for incorporating stakeholder
and consumer input into the	
  development
of the tool or process.
process for sharing assessment results
and the	
  Individual Care	
  Plan (ICP) with
Members, the Interdisciplinary Care Team
(ICT), the PCP, the MSSP care manager,
county	
  IHSS and behavioral health
partners, or any other LTSS providers
within 90 days of enrollment. These
processes for sharing assessment results
for	
  IHSS recipients with county social
service agencies	
  shall be developed	
  jointly

Delete item. Process has already been
established, has been validated, and has been in
practice.
Doesn’t this section pertain to ICP not HRA?
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Comment or Suggested Edit

between	
  the Plan	
  and	
  appropriate county
agency.
9

13

9

ICP

9

ICP

9-‐10

3-‐11

10-‐11

12-‐24

11

Care coordination

process to	
  identify the need	
  for
coordination of care across	
  all entities,
including those outside the provider
network and	
  to	
  ensure that adequate	
  
discharge planning is provided	
  to	
  Members
who are admitted to a hospital or
institution
Plans shall develop and submit ICPs that
include…and DHCS will	
  review within one
month of submission.

Plans shall develop and submit ICPs that
include the following three months prior
to enrollment.

Entire section

Appropriate for ICP not HRA, as above. See #11
of ICP.

Why do ICPs need to be submitted for DHCS
review? This does not	
  occur	
  with the current	
  D-‐
SNP	
  model. In addition, the	
  ICP	
  submission
requirement	
  is not	
  currently required by MMCD
and should not be	
  needed here.
How can we do this before a member is
enrolled?	
  This does not make	
  sense. Or do you
mean 3 months prior to passive enrollment and
the beginning of	
  the DDP?
Too prescriptive. Why is a special process for
each area?	
  Requirements should reflect the	
  
Model of Care
This level of specificity not needed; do this
already via	
  Model of Care
This entire section appears	
  to be duplicative:
these principles have been addressed in the
sections	
  under HRA, ICP as	
  these are part of
Care Coordination	
  planning.
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13

2. Discharge	
  Planning and
Care Coordination

Entire section

If the transition of care is determined to be a
point at which	
  an	
  individual requires a
comprehensive assessment and ICP or
modification of ICP, then this section again
appears to be	
  duplicative	
  and should be	
  
incorporated as part of overall	
  care coordination
process. i.e. all persons who	
  transition from
acute	
  –home etc. acute hospital to	
  SNF should	
  
have an	
  updated	
  Care Plan	
  or documentation	
  of
Care Coordination	
  services provided.

14-‐15

2. Discharge	
  Planning and
Care Coordination

Health Plans shall establish transitions of
care policies	
  that incorporate the following
promising practices from the NQF

This section should be removed in total. This
goes well beyond the	
  CMS Model of Care	
  or
D-‐SNP	
  requirements.
In addition, while discharge from the hospital	
  is
an appropriate	
  point of entry into the Plan	
  Care
Management system, we should work on a local
level	
  to do what makes most sense based on
our hospital partners, their resources etc.
NQF recommendations appear to have been
developed	
  and	
  apply to	
  DIRECT service
providers, such	
  as hospital discharge	
  planners,
PCP	
  etc. The	
  role	
  of the	
  Plan is to coordinate	
  
benefits, flow of information	
  based	
  on
member’s needs. These NQF standards, while
applicable	
  to “health systems” are	
  not feasible	
  
at the	
  Plan level.

15

F

MSSP

How do these standards fit into the phasing out	
  
of MSSP? Are they needed?
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16

Reassessment and	
  Review

Reassessment may be conducted	
  by
phone…and	
  must be conducted	
  in	
  person	
  
for	
  higher-‐risk group and nursing facility
residents.

17

17

Responsibilities and	
  
Qualifications of Care
Coordinator
Interdisciplinary Care Team

22

Non-‐Demo Dual-‐Eligibles

Organization: HPSM
Contact Name: Chris Baughman
E-‐Mail: chris.baughman@hpsm.org
Comment or Suggested Edit

In person assessments should not be required
for	
  all “higher-‐risk group and nursing facility
residents”. We can provide these when
appropriate, but they should not be	
  required.
This seems prohibitively expensive and is not
appropriate	
  at the	
  Health Plan level.
s. Initial Enrollment
This is too prescriptive. Each plan should
Recommendation…..identify a limited	
  
determine their local approach	
  depending on
group of care	
  coordinators…..
community	
  needs	
  and partner organizations.
2. Plans must have	
  an ICT	
  to coordinate	
  the	
   Change wording to: Plans must have	
  the ability
delivery of services and	
  benefits. (D-‐SNP)
to facilitate and support an ICT	
  to coordinate	
  
the delivery of	
  services and benefits. (D-‐SNP)—
E.g. may use County Social worker on ICT for
particular member, in	
  which	
  case, does not
make sense to have Plan Social Worker as well.
3. Health Plans must administer an HRA as
described	
  above to	
  Non-‐demo	
  members
only if they are receiving LTSS.

Is this not required	
  for all SPDs regardless of
whether they receive LTSS or not?
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4
Care Coordination General
Requirements 9. D

Organization: Inland Empire Health Plan
Contact Name: Rohit Gupta
E-‐Mail: gupta-‐r@iehp.org

Existing	
  Text
Plans must	
  have policies and
procedures to reflect	
  self-‐directed care,
and shall document	
  in the Member’s
medical record the Member’s choice to
self-‐direct	
  care.

Comment or Suggested Edit
Please define “Self-‐directed care.”	
  Is this in
the context	
  of IHSS only?
Please define “Medical Record?”	
  Is DHCS
referring to a patient’s	
  in-‐office medical
record or DHCS profile?

5

Care Coordination General
Requirements 9. D

For Members with cognitive
impairment, during the annual
reassessment	
  or upon significant	
  
change in health status, Plans shall
work with Members, or their
authorized representative to determine
their interest	
  in continuing to self-‐
direct	
  their care.

Please define “cognitive impairment,”
including stage/phase (e.g., mild, severe, or
irreversible, reversible). Recommendation is
to allow health plans flexibility to
determine/define ‘cognitive impairment.’

5

Care Coordination General
Requirements (NQF
Section) 1

Healthcare providers and entities
should have structured and effective
systems, policies, procedures, and
practices to create, document, execute,
and update a plan of care with every
Member.

Requirement	
  may be too costly and require
resources that	
  the health plans may not	
  be
ready to implement	
  at this moment.
(Medicare SNP and Model of Care
requirements require plans to maintain and
update individualized care plans.
Recommendation is to maintain these
standards and to not	
  make the
requirements any more stringent, so as to
make it	
  difficult	
  to implement.)
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5

Care Coordination General
Requirements (NQF
Section) 5

A program should be used that	
  
incorporates a care partner to support	
  
family and friends when caring for a
hospitalized Member.

5

Care Coordination General
Requirements (NQF
Section) 8

An electronic record system should
allow the Member’s health information
to be accessible to caregivers at all
points of care.

Please define ‘care partner.’ Is this requiring
the Plan to pay for an individual to fulfill this
role? Requirement	
  may be too costly and
require resources that	
  will not	
  be
reimbursable under Medicare or Medi-‐Cal
rules. (Note: as/once determined that a
member has an identified caregiver/partner
(via	
  HRA, member surveys, member
disclosed, etc.), it	
  is current	
  practice to
involve the caregiver/partner in the
member’s care. Recommendation is to
make this requirement	
  no more stringent	
  
than existing guidelines.
Please define ‘electronic record system’ (is
this used interchangeably with EHR? If so,
this requirement	
  should be implemented
state/nation-‐wide, as part	
  of HIE and MU.)
Requirement	
  may be too costly and require
resources that	
  the health plans may not	
  be
ready to implement	
  at this moment, if this
requirement	
  extends to providers
maintaining an electronic record
system/EHR. (Note: IEHP currently
maintains a provider portal/website, which
allows providers to access member
information, including eligibility,
health/medical history, care plans, etc.)
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5

Care Coordination General
Requirements 13

Plans shall have a process for
conducting an annual review, analysis
and evaluation of the effectiveness of
the care management	
  program model
and processes, and identify actions to
be implemented to improve the quality
of care and delivery of services. Plans
should have a process for developing a
plan of correction, with specified
timelines, for any out	
  of compliance
findings as a result	
  of the annual
review, analysis, and evaluation. Plans
will work jointly with MHPs, county
social service agencies, and other
entities as necessary to develop these
processes.

Please further define criteria/standards for
performing ‘analysis and evaluation of the
effectiveness of the care management	
  
program model.’ Recommendation is to
allow health plans to develop their own
criteria	
  for assessing the effectiveness of
their own CM	
  program. That	
  is consistent	
  
with NCQA requirements.

15,16

Reassessment	
  and Review
1

Plans shall conduct	
  an annual
comprehensive reassessment	
  (including
medical, LTSS, behavioral health
utilization data	
  analysis and risk
stratification) within 12 months of last	
  
assessment, or as often as the health of
the enrollee requires. Reassessment	
  
may be conducted by phone, email, or
in-‐person for beneficiaries in lower-‐risk	
  
group, and must	
  be conducted in

Conducting in-‐person reassessments for
higher-‐risk members and individuals in
nursing facilities is unrealistic due to the
cost	
  and resources required. Plans should
be able to determine which Members need
an in person assessment	
  based on all
available information and factors.
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person	
  for higher-‐risk group and
nursing facility residents. (D-‐SNP)
18

Interdisciplinary Care
Team 8

Plans shall have procedures	
  for
notifying the ICT of hospital admission
(psychiatric or acute) and coordinating
a discharge plan for Members receiving
county-‐administered specialty mental
health or Drug Medi-‐Cal services.

All Plans will have MOU’s with county
mental health, including coordination of
care language. The Plan cannot	
  be held
responsible if county staff do not	
  inform the
Plan of an admission or discharge from a
county mental health facility.

19

Reassessment	
  and Review
3

Please consider omitting "answered all
questions" from reporting requirement.
Note: not	
  all questions in the HRA may be
relevant	
  to each member and/or the
member may not	
  necessarily know the
answer (correct	
  response) to each question.
This will be difficult	
  to track and as noted
above may not	
  be relevant	
  to the Members
care.

22

Non-‐Demonstration Dual
Eligible Beneficiaries

Plans shall report	
  to MMCD 135 days
after the end of each quarter the
minimum following information: The
number of newly-‐enrolled dual-‐eligible	
  
Members during the quarter who were
successfully contacted and who
completed the risk assessment	
  survey
(answered all questions) and the
number who	
  declined the risk-‐
assessment	
  survey.
The demonstration assessment	
  and
care coordination requirements for
Plans will apply to dual-‐eligible	
  
beneficiaries not	
  enrolled in the
demonstration, with the following
additions:

Consider removing or revising.	
  The
requirements should not	
  be the same for
both Medicare opt-‐in and opt-‐out	
  Duals
population.	
   It would be difficult	
  to
coordinate care for members who see PCPs
and specialist	
  outside of our network.

Comment Template	
  for Care	
  Coordination Standards
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  Title

Non-‐Demonstration Dual
Eligible Beneficiaries

Organization: Inland Empire Health Plan
Contact Name: Rohit Gupta
E-‐Mail: gupta-‐r@iehp.org

Existing	
  Text

If the member is currently a member of
the Plan, an HRA is not	
  required.

Comment or Suggested Edit
It will be difficult, if not	
  impossible to
maintain the same care coordination
standards for duals that	
  opt-‐out	
  of
Managed Care for their Medicare benefit
and/or remain in Medicare FFS since the
managed care plan will not	
  be the primary
payor of medical services for these
members and would not	
  have complete
medical history for these members(given	
  
that	
  Medicare FFS would be the primary
payor.)
Please clarify. Is this requirement	
  for the
initial HRA requirement	
  upon enrollment	
  or
are plans not required to do annual HRAs
for current	
  members? Note: it	
  is understood
that	
  plans will still be required to do an
annual HRA for all members within 12
months of previously administered HRA.

a. We had many comments on further definition (clarification) of	
  certain terms, such as ‘care partner,’ ‘self-‐directed	
  care,’
etc.
b. We had issues with many of the NQF elements as they were very prescriptive and potentially costly (in terms of	
  money,
FTEs and time) and required certain commitments/actions from providers that health plans cannot possible	
  control or influence

Comment Template	
  for Care	
  Coordination Standards
Due December 10,	
  2012

Organization: Inland Empire Health Plan
Contact Name: Rohit Gupta
E-‐Mail: gupta-‐r@iehp.org

c. We had issues with the requirement of ‘in-‐person’ annual HRA completion	
  for high-‐risk members (too costly -‐ money,
FTEs, and time)
d. We had issues with the Care	
  Coordination Standards applying to ALL Duals in our plan (includingthose for	
  whom we have
their	
  Medicare AND those that	
  opt-‐out of Medicare	
  managed	
  care) -‐ as you know, plans cannot possibly perform adequate	
  care
coordination for those duals	
  for whom they	
  do not manage the member’s	
  Medicare benefits
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2

Overview

DHCS will consider Plan proposals for
implementation of these standards
according to schedule …

2

Overview-‐Stakeholder
feedback

4

General Requirements

DHCS is also proposing that the Plan, as a
critical component of their local
stakeholder process, host at least one	
  local
community	
  stakeholder meeting dedicated
to a review of	
  these proposed standards.
2. Care	
  coordination should reflect a
Member-‐centered, outcome-‐based	
  
approach, consistent with the	
  CMS	
  model
of care approach	
  and	
  Medicare
requirements and guidance.

Rather than	
  a fixed	
  schedule, I suggest the use
of milestones which	
  denote completion	
  of	
  tasks
by stages. Failing to	
  meet schedules, as is most
likely, leads to disillusionment and unnecessary
resistance from stakeholders.
One community stakeholder meeting per plan is
far	
  too few. In order	
  to ensure the maximum
input, multiple meetings across a service area
would	
  be preferable.

4

General Requirements

(b) Plans are	
  encouraged to consult with
the California Department	
  of	
  Social
Services (CDSS) and DHCS	
  to confirm
policies are consistent with	
  IHSS program
requirements.

5

General Requirements

(d) Plans shall work with Members, or
their	
  authorized representative to
determine their interest in	
  continuing to	
  
self-‐direct their care.

interest in or ability to continue ...

20

Definitions-‐Care

using evidence-‐based	
  and	
  integrated	
  

Would this include evidence-‐supported

How does a Medicare approach (fee-‐for-‐service)	
  
square with a managed care approach
(capitated budgets)?

Plans must consult …
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Management

clinical care.

Definitions-‐Subcontract

B. Any other organization	
  or person(s)
who agree(s) to perform any
administrative	
  function or service	
  for
the Plan specifically related to fulfilling
the Plan's obligations to DHCS under	
  
the terms of	
  this Contract.

complementary	
  medical approaches? I would
like to see stronger language supporting the
range of	
  proven	
  effective complementary	
  
disciplines.
Is this where an ADRC would come in as both a
service provider as	
  well as	
  a referral resource?
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Comment Template	
  for Care	
  Coordination StandardsOrganization: Kaiser Permanente
Due Dec. 10,	
  2012
Contact Name: Gwendolyn	
  Leake-‐Isaacs
E-‐Mail: Gwendolyn.Leakeisaacs@kp.org
Page

Section Title

Existing Text

page
4

Care Coordination general
requirements

Plans must have policies and procedures
to reflect self-directed care

P. 4,
#8

General Requirements

Page
5

Care Coordination general
requirements. In addition
DHCS proposes…National
Quality Forum

Page
5

Care Coordination general
requirements.
In addition DHCS
proposes…National Quality
Forum
Risk Stratification

P. 7,
#5

HRA
p. 9,
#12

Comment or Suggested Edit

There is no definition of self directed
care. It should be added to the definition
pages
metrics indicating levels of risk
Need a definition of ‘risk prioritization’ for
(prioritization);
IHHS or clarify that this means the plan’s
risk level and high risk = high priority?
Item 5: a program should be used that
This sentence needs clarification; does it
incorporates a care partner to support
mean a well defined care partner
family and friends when caring for a
program needs to be developed? Or is
hospitalized member
this social service support while the
member is in the hospital?
Item 6: The provider’s perspective of care Is this a typo? Should this be the
coordination activities should be assessed member’s perspective of care
and documented
coordination?

•

•

7 In addition, a process for providing
IHSS recipients’ stratification results to
the county human services agency,
and serious mental health (SMI)
Members’ results to the county mental
health agency.
12. A process for sharing assessment
results and the Individual Care Plan
(ICP) with Members, the
Interdisciplinary Care Team (ICT), the
PCP, the MSSP care manager, county
IHSS and behavioral health partners,
or any other LTSS providers within 90

This level of detail is not needed;
suggest sharing the plan of care only per
item 12 below.
What are the mechanisms for plans to
share assessment and ICP with
Behavioral health partners and IHSS?
Add – highlighted in yellow - These
processes for sharing assessment
results and ICP for IHSS recipients with
county social service agencies ….
1 Page
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Page
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days of enrollment.
Page
9

Individual care plan

p. 16

Reassessment and Review

p. 18,
3 iii

Subcontracts

P. 19

Plan Reporting Requirements

Plans shall develop and submit individual
care plans (ICPS) that include the
following three months prior to enrollment
and DHCS will review within one month of
submission
Plans shall regularly use claims data
(including IHSS and behavioral health
data) to identify Members at high-risk,
using newly diagnosed acute and chronic
conditions, or high frequency emergency
department or hospital use, or IHSS or
behavioral health referral.
Submitted such contract to DHCS MMCD
for review and approval in accordance
with the terms of the contract with DHCS;
2. The number of newly-enrolled dualeligible Members during the quarter in
each risk category who were successfully
contacted (Plan received phone or mailed
response) during the quarter and by what
method.
3. The number of newly-enrolled dualeligible Members during the quarter who
were successfully contacted and who
completed the risk assessment survey
(answered all questions) and the number
who declined the risk-assessment survey.

How can an individual care plan be
developed prior to enrollment? I think
there is an error here as below it states
that the plan will develop an ICP within
90 days of enrollment.
Include electronic health record

What is the timeframe for DHCS review
and approval of subcontracts?
How will you handle partial completion,
meaning most of the questions are
answered. This doesn’t mean they
declined, it’s just incomplete or is this
assumed to be part of question item 2?

2 Page
Kaiser Permanente_ Comments.docx

Comment Template	
  for Care	
  Coordination StandardsOrganization: Kaiser Permanente
Due Dec. 10,	
  2012
Contact Name: Gwendolyn	
  Leake-‐Isaacs
E-‐Mail: Gwendolyn.Leakeisaacs@kp.org
Page

Section Title

Existing Text

Comment or Suggested Edit

P 19,
#4

Subcontracts

In the event that the Plan delegates
responsibility for these critical services
and functions, it will provide a detailed
report on its delegation oversight activities
to DHCS among its reporting
requirements.

What is required in a ‘detailed report on
oversight’?

No questions or comments yet for LTSS

3 Page
Kaiser Permanente_ Comments.docx

Comment Template for Care Coordination Standards
Due Dec 10, 2012

Organization:
Contact Name:
E-Mail:

consumer
Katherine Arbanasin
akathya@earthlink.net

Page

Section Title

Existing Text

Comment or Suggested Edit

5 bottom section
of page
(In addition…)

Care Coordination General
Requirements.

8.
An electronic record system
should allow the Member’s health
information to be accessible to
caregivers at all points of care.

6 bottom section

Initial Risk Stratification
Mechanism

Add: The electronic record system should be
secure and should also allow the Member to
access all Member information and give the
member coice as to who can and cannot see the
Member’s health information and opportunity to
request corrections or amendment to the medical
record electronically.
Add an additional item:
A process to allow Members to submit
information that they may feel is relevant to the
Initial Risk Stratification Process if they choose
to do so.

7 top section

Initial Risk Stratification
Mechnism

5.
A process for providing
stratification results to Members’
primary care provider
(PCP)/Independent Physician
Association (IPA) within 60 days of
enrollment.

5.
A process for providing stratification
results to the Member and the Members’
primary care provider (PCP)/Independent
Physician Association (IPA) within 60 days
of enrollment.

9-11

Individual Care Plan

9-11

Individual Care Plan

11-13

Care Coordination

Add here or somewhere in the document: A
process for Members to opt out of or apply for
exemption from managed care that gives not
only providers but Members too opportunity to
provide input as to why exemption is justified or
needed.
Add: A process for Member review of the ICP
and a timely process for Members to request
change or provide input into the ICP.
Add here or somewhere in the document:
Plans shall have a timely process for Member
grievances or communication to resolve or
present access to care, quality of care, continuity
of care, delivery of care issues and the like.

Comment Template for Care Coordination Standards
Due Dec 10, 2012
Page

Section Title

Existing Text

Organization:
Contact Name:
E-Mail:

consumer
Katherine Arbanasin
akathya@earthlink.net

Comment or Suggested Edit

Comment Template	
  for Care	
  Coordination Standards
Due December 10, 2012

Organization:
Contact Name:
E-‐Mail:

LA. Care	
  Health	
  Plan
Anaya	
  Jones
anayajones@lacare.org

Page

Section	
  Title

Existing	
  Text

Comment or Suggested Edit

2

Introduction

Overall comment

4

General Requirements

4

General Requirements

1. Plans will provide	
  care coordination
services	
  to all members	
  as	
  needed…
9.c. Plans shall have	
  policies and Member
services	
  personnel to provide any
assistance	
  to inform, navigate…

4

Care Coordination	
  General
Requirements

8….The agreement must include: a
comprehensive, inclusive communications	
  
process between	
  the Plan	
  and	
  county; data
sharing protocols; the role and purpose of
the ICT and who will be served, metrics
indicating levels of risk (prioritization);	
  
composition and leadership of the CCT;
how documentation	
  and	
  data will be
recorded and stored; procedures for	
  
follow-‐up	
  and	
  monitoring of cases.

Are the standards meant to	
  apply to	
  just Dual
Eligibles who become health plan members or
would they also cover Medi-‐Cal only
beneficiaries who	
  beneficiaries who	
  become
members of the Plans through the CCI?
What is the standard of defining need? Is it all
individuals identified as High Risk?
Member Services Personnel refers to particular
department in	
  the Health	
  Plans. This item
should allow for other departments	
  and other
Health Plan staff to provide the assistance and
referrals.
Terminology not uniform (CCT)

4

Care Coordination	
  General
Requirements

4

Care Coordination	
  General
Requirements

9. a.	
  Plans must have policies and
procedures to	
  reflect	
  self-‐directed	
  care,
and shall document in the	
  Member’s
medical record the Member’s choice to
self-‐direct care.
9. b. For Members with IHSS, Plan policies	
  
should reflect the Member’s	
  ability to hire,

Page 1 of 10

Health plans generally do not maintain a
medical record

As LA	
  Care understands it there is n change to	
  
IHSS so it is not clear what is meant by this

Comment Template	
  for Care	
  Coordination Standards
Due December 10, 2012
Page

Section	
  Title

5

Care Coordination	
  General
Requirements

5

Care Coordination	
  General
Requirements

5

Care Coordination	
  General
Requirements

5

Care Coordination	
  General
Requirements

5

General Requirements

Organization:
Contact Name:
E-‐Mail:

LA. Care	
  Health	
  Plan
Anaya	
  Jones
anayajones@lacare.org

Existing	
  Text

Comment or Suggested Edit

fire, and supervise IHSS providers, as well
as follow relevant IHSS	
  statute	
  and
regulations. Plans are encouraged to
consult with the California Department of
Social Services (CDSS) and DHCS	
  to confirm
policies are consistent with IHSS program
requirements.
10. In conjunction with contracted MSSP
organizations, Plans shall have	
   care	
  
coordination and management model that
supports	
  appropriate referral of Plan
Members to the MSSP for assessment,
eligibility determination, and services.
3. The joint plan of care should be
developed	
  and	
  include Member education	
  
and support for self-‐management and
resources.
5. A program should be	
  used that
incorporates a care partner [insert	
  text	
  in
comment] to support	
  family and friends
when caring for a hospitalized Member
13…. Plans will work jointly with MHPs,
county	
  social service agencies, and other
entities as necessary to develop these	
  
processes….
1.
create, document, execute and
update plan	
  of care with	
  every
Member.

requirement

Page 2 of 10

Who determines eligibility?

What is a “joint plan of care?”

Text to insert “if available, if appropriate”

MHP = mental health plan?

Is this the same as the care profile that comes
out of the Health	
  Risk Assessment process. If
not, not every member needs formal plan	
  of
care. What is	
  the requirement?

Comment Template	
  for Care	
  Coordination Standards
Due December 10, 2012

Organization:
Contact Name:
E-‐Mail:

LA. Care	
  Health	
  Plan
Anaya	
  Jones
anayajones@lacare.org

Page

Section	
  Title

Existing	
  Text

Comment or Suggested Edit

5

General Requirements

What is a care partner? What organizations are
you aware of that provide such services?

5

General Requirements

5

Provisions from NQF

6

Risk Stratification	
  and	
  Health	
  
Assessment Process

5. A program should be	
  used that
incorporates a care partner to	
  support
family and friends caring for	
  a hospitalized
member.
& 8. Requirement for standardized and
interoperable electronic information
systems	
  and an electronic	
  record system
available	
  at all points of care.
5. program should	
  be used	
  that
incorporates a care partner to support
family and friends when caring for	
  a
hospitalized	
  Member.
Overall comment

6

Risk Stratification	
  and	
  Health	
  
Assessment Process

6

Initial	
  Risk Stratification
Mechanism

Plans shall develop and submit their
processes to	
  demonstrate compliance with
the following to DHCS and CMS three
months prior to implementation of the
demonstration, and	
  DHCS will review
within one month of submission
2. process for use of Member-‐specific	
  
information including their historical	
  
Medicare and Medi-‐Cal FFS utilization	
  data
provided	
  by DHCS electronically at the	
  

Page 3 of 10

These are not universally available across our
entire	
  provider network. This is desirable, but
cannot be requirement.
Please	
  provide	
  further explanation.

This and subsequent sections need to be
worded more clearly. Is it that there is a 44 day
period	
  for all duals to	
  be initially stratified	
  based	
  
o state-‐provided	
  data and	
  then	
  a second	
  risk
assessment that is health plan specific that is
either to be	
  done	
  in 60days (high risk) or 90
days (not high	
  risk)? That 44 days is part of the
6 or 9 days, correct?
Plans are	
  already in violation of this
requirement	
  if	
  the intended March 1st start date
has not been	
  officially moved back.

Please	
  specify	
  the format(s) that the data will be
transmitted in.

Comment Template	
  for Care	
  Coordination Standards
Due December 10, 2012
Page

Section	
  Title

6

Initial Risk Stratification
Mechanism

6

Initial Risk Stratification
Mechanism

6

Initial	
  Risk Stratification
Mechanism

Organization:
Contact Name:
E-‐Mail:

Existing	
  Text

LA. Care	
  Health	
  Plan
Anaya	
  Jones
anayajones@lacare.org

Comment or Suggested Edit

time of	
  enrollment. This data may include,
but is not limited	
  to, outpatient, inpatient,
emergency department, pharmacy, nursing	
  
facility, In Home Supportive Services (IHSS),
and ancillary services data	
  for up to the	
  
most recent 12 months.
process for providing stratification	
  results
to Members’ primary care provider	
  
(PCP)/Independent	
  Physician Association
(IPA)	
  within 60 days of	
  enrollment.

A process for providing stratification	
  results to	
  
Members’ primary care provider (PCP) and
Independent Physician Association (IPA) or
medical group, if applicable, within 60 days of
enrollment.
In addition, a process for providing IHSS
Please	
  confirm with DPSS	
  that they will actually
recipients’ stratification results to the
use the stratification	
  results meaningfully. In
county	
  human services	
  agency, and serious	
   line with consumer protections, we don’t want
mental health (SMI) Members’ results to
to disclose member	
  data that	
  is beyond what	
  is
the county mental health agency.
minimally necessary to coordinate care and
services	
  for members. Unless	
  DPSS makes	
  a
compelling case for how they	
  will us	
  
stratification results, suggest deleting	
  DPSS	
  from
this standard.
2. process for use of Member-‐specific	
  
Health plans need the following data elements:
information including their historical	
  
Medicare and Medi-‐Cal FFS utilization	
  data
-‐
Months Medi-‐Cal Claims
provided	
  by DHCS electronically at the time
-‐ 1 Months Medi-‐Cal TARs
of enrollment. This data may include, but
-‐ 1 Months Medicare Claims
is not limited to, outpatient, inpatient,
-‐ Hierarchical Condition Categories (HCC)
emergency	
  department, pharmacy, nursing	
  
-‐ Risk Assessment Factor (RAF)
facility, In Home Supportive Services (IHSS),
-‐ CBAS Assessments
and ancillary services data	
  for up to the	
  
-‐ IHSS Assessments
most recent 12 months.
-‐ MSSP Evaluations

Page 4 of 10

Comment Template	
  for Care	
  Coordination Standards
Due December 10, 2012
Page

Section	
  Title

Organization:
Contact Name:
E-‐Mail:

Existing	
  Text

LA. Care	
  Health	
  Plan
Anaya	
  Jones
anayajones@lacare.org

Comment or Suggested Edit
-‐

and 10

Evaluation Tools for SNF/LTC residents:
o Minimum Data Set
o Resident Assessment
Instrument
Self assessments are	
  typically not reliable

Health Risk Assessment

Self Assessments

7

Initial	
  Risk Stratification
Mechanism

The Medical Evaluation Tool (MET) Self-‐
Assessment process currently used	
  for
Medi-‐Cal only SPDs will not be included	
  in	
  
the enrollment	
  process for	
  the
demonstration, due to	
  feedback from
health	
  plans that this process would	
  not be
helpful for the stratification	
  process, or
contribute to increased reach rate for the
initial	
  enrollment transition.

Agree that this is a good	
  change

7

Health Risk Assessment

The tool shall be used within 6 calendar
days of enrollment for those identified	
  by
the risk-‐stratification mechanism or
algorithm as higher-‐risk and within 90
calendar days	
  of enrollment for nursing
facility residents or	
  those identified at	
  
lower-‐risk for	
  the purpose of	
  developing
individualized care management plans for
all Members. “Higher-‐risk” for	
  risk-‐
assessment purposes means Medi-‐Cal
beneficiaries who	
  are at increased	
  risk of
having an	
  adverse health	
  outcome or
worsening of their health status	
  if they do
not receive their initial contact by the Plan	
  

Definition of an ICP needed. LA Care’s MOC that
was approved agreed to have ICPs for high risk
patients and	
  patients that became high	
  risk
after transitions/events. Less developed	
  care
profiles were to	
  be developed	
  for those not high	
  
risk based on HRA data.

Page 5 of 10

Comment Template	
  for Care	
  Coordination Standards
Due December 10, 2012
Page

Section	
  Title

Organization:
Contact Name:
E-‐Mail:

Existing	
  Text

LA. Care	
  Health	
  Plan
Anaya	
  Jones
anayajones@lacare.org

Comment or Suggested Edit

within 60 calendar days of enrollment
7

Initial	
  Risk Stratification
Mechanism

8

Health Risk Assessment
(HRA)

8

Health Risk Assessment

8

Health Risk Assessment

8

Health Risk Assessment

5. process for providing stratification	
  
results to Members’ primary care provider	
  
(PCP)/Independent	
  Physician Association
(IPA)	
  within 60 days of	
  enrollment. In
addition, a process for providing	
  IHSS	
  
recipients’ stratification results	
  to the
county	
  human services agency
Assessment materials shall be available in	
  
alternate	
  format, in culturally,
linguistically, and physically appropriate
manner. Plans will make arrangements to
reach and engage Plan Members with a
variety	
  of cultural and linguistic	
  needs.
4. ii. For higher-‐risk beneficiaries,
personnel who	
  review, analyze, and	
  stratify
health	
  care needs include professionally
knowledgeable and credentialed personnel
such as	
  physicians, nurses, social workers,
or behavioral health	
  specialists
8. A process for identifying the	
  need for
including appropriate involvement of
caregivers, and obtaining Member
approval when the	
  need for such
involvement is identified
10. process to	
  identify the need	
  for
facilitating communication among the
Member’s health care providers, including
mental health and substance abuse

Page 6 of 10

Current IHSS regulations would	
  not suggest that
this information would be helpful in the
determination of	
  IHSS hours. Please
demonstrate why the human	
  services agency
would need this information.

Assessment materials shall be available upon
request	
  in alternative formats, such as large
print or Braille. Assessment materials shall be
available	
  upon request in the	
  Member’s
preferred	
  written	
  or spoken	
  language.
telephonic HRA	
  for a high	
  risk beneficiary does
not need	
  to	
  be conducted	
  by a credentialed	
  
clinician.

Need clarification on what the caregivers are
being included	
  in

These appear to be model of care or network
needs as opposed	
  to	
  individual plan	
  are care
standards.

Comment Template	
  for Care	
  Coordination Standards
Due December 10, 2012
Page

Organization:
Contact Name:
E-‐Mail:

Section	
  Title

Existing	
  Text

9

Individual	
  Care Plan

providers when appropriate. These
processes shall be developed	
  jointly
between	
  the Plan	
  and	
  appropriate county
agency
Plans shall develop and submit individual	
  
care plans	
  (ICPs) that include the following,
three months prior	
  to enrollment, and
DHCS will review within one month of
submission.

9

Individual	
  Care Plan

1. process describing how the Plan	
  will
develop	
  an	
  individual care plan, as needed,
within 90 days of enrollment for all new	
  
members.

10

Individual	
  Care Plan

11

Individual	
  Care Plan

11

Individual	
  Care Plan

6. process to	
  identify the need	
  for
facilitating timely access to primary care,
specialty care, DME, medications, and
other health	
  services needed	
  by the
enrollee, including	
  the	
  need for referrals to
resolve any physical or	
  cognitive barriers to
access
23. The Member’s ICP	
  should always be
made available to the healthcare home
team, the Member, and the patient’s
designees. (National Quality Forum (NQF)).
20. Plans shall share	
  …ICP	
  with members…
within 90 days of enrollment.

LA. Care	
  Health	
  Plan
Anaya	
  Jones
anayajones@lacare.org

Comment or Suggested Edit

Page 7 of 10

ICP is only a requirement for high risk members
per the model of care.

Define which members the Plans are expected
to provide individual care plans for. Is it	
  just	
  
high	
  risk? What are the criteria? What does	
  “as	
  
needed” mean? How can	
  the expectation	
  of
within 90 days be met when they require a
completed HRA and some HRAs	
  may	
  not be
completed until 90 days	
  after enrollment?
Redundant see HRA	
  #9

What is the “home team?”

The 90 day requirement doesn’t make sense
when the HRA can be completed as late as 90

Comment Template	
  for Care	
  Coordination Standards
Due December 10, 2012
Page

Section	
  Title

11

Individual	
  Care Plan

11

Individual	
  Care Plan

11

Individual	
  Care Plan

11

Individual	
  Care Plan (bullet
20)

Existing	
  Text

Organization:
Contact Name:
E-‐Mail:

LA. Care	
  Health	
  Plan
Anaya	
  Jones
anayajones@lacare.org

Comment or Suggested Edit

days after enrollment and	
  the development of
the ICT will take some time after	
  the HRA is
completed.
Please	
  confirm with DPSS	
  and other LTSS	
  
providers that they will actually use the
assessment and ICP	
  meaningfully. In line	
  with
consumer protections, we don’t want to	
  
disclose member data that is beyond	
  what is
minimally necessary to coordinate care and
services	
  for members.
ICP information shall	
  be available to
ICP information shall	
  be available upon request
beneficiaries in	
  alternative formats that are in alternative formats, such as large print or
culturally, linguistically, and physically
Braille. ICP information	
  shall be available upon
appropriate	
  and accessible.
request	
  in the Member’s preferred written or	
  
spoken language.
The Member’s ICP	
  should always be made
The Member’s ICP	
  should always be made
available	
  to the	
  healthcare	
  home	
  team, the	
   available	
  to the	
  healthcare	
  home	
  team, the	
  
Member, and the patient’s designees
Member, and the Member’s designees
All ICT Members, including the patient and	
   All ICT Members, including the member and	
  his
his or her designees, should	
  work within	
  
or her designees, should	
  work within	
  the same
the same ICP and share responsibility for	
  
ICP and share responsibility for their
their	
  contributions to the ICP and for	
  
contributions	
  to the ICP and for achieving the
achieving the	
  patient’s goals.
member’s goals.
For IHSS	
  Members, the	
  sharing of
The state should give clear expectations on how
assessment results will be	
  conducted and
this should be addressed in MOUs, so that	
  levels
acted upon according to terms specified in of data sharing are consistent statewide.
each respective	
  MOU between the	
  plan
and county social services agency, and plan
and county behavioral health agency

Page 8 of 10
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  Coordination Standards
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E-‐Mail:

LA. Care	
  Health	
  Plan
Anaya	
  Jones
anayajones@lacare.org

Page

Section	
  Title

Existing	
  Text

Comment or Suggested Edit

12

Individual	
  Care Plan

22. ICP	
  information shall be	
  available	
  in
formats that	
  are culturally, linguistically
and physically appropriate	
  and accessible.

12

Care Coordination

1. Initial	
  Health Assessment (IHA)

16

Responsibilities and	
  
Qualification of Care
Coordinator
Responsibilities and	
  
Qualification of Care
Coordinator

Overall comment

Since	
  the	
  ICP	
  is document custom made	
  for
each member, does this mean that the	
  State	
  is
requiring translation for	
  each ICP for	
  a member	
  
whose primary language is not English? This
seems	
  impractical.
Is this an HRA? Consistent terminology is
needed.
Same	
  standards can not apply to members who
opt out of the DDP.

17

17

Interdisciplinary Care Team

1 & 18

Interdisciplinary Care Team

s. Initial	
  Enrollment Recommendation:	
   To
facilitate communication between Plans
and social service	
  agencies, particularly
during the initial enrollment period, DHCS
and the	
  CDSS	
  recommends that Plans
consider identifying a limited group of care
coordinators that	
  work with county social
service agencies, as	
  well as	
  a limited group
of care coordinators that work with	
  county
behavioral health	
  agencies.
6. The	
  membership of the	
  ICT will include	
  
the Member	
  and/or	
  authorized
representative, PCP, Plan care coordinator	
  
or manager, and	
  may include the following
persons, as needed, and	
  if available:
6. d. IHSS social	
  worker, if receiving IHSS.
6. g. CBAS	
  provider, if enrolled in CBAS.
6. h. Behavioral Health specialist for
Members receiving county-‐administered
specialty mental health or Drug Medi-‐Cal

Page 9 of 10

What functions are the care coordinators
performing?

Except in the case of neither being willing or
able	
  to participate	
  – cannot require member to
participate (see#4)

LA Care has concerns around consent.

Comment Template	
  for Care	
  Coordination Standards
Due December 10, 2012
Page

Section	
  Title

Existing	
  Text

Organization:
Contact Name:
E-‐Mail:

LA. Care	
  Health	
  Plan
Anaya	
  Jones
anayajones@lacare.org

Comment or Suggested Edit

services.
22

Non-‐Demonstration Dual-‐
Eligible Beneficiaries

All

What are Health Plan’s responsibilities to dual
eligible	
  beneficiaries who opt out of the	
  DDP	
  
and never become	
  members of Health Plan?	
  
The care coordination responsibilities would
seem to be the responsibility of their Medicare
FF providers. How would we coordinate for
them without	
  any authority to do so?

Page 10 of 10

The California	
  Elder Justice Coalition (CEJC) would like to offer some comments and recommendations
to help build	
  in	
  assurances into	
  the standards to	
  ensure victims of elder abuse d not fall through	
  cracks.
Some	
  of the	
  specific	
  areas	
  we identified in need of additional protections include: Coordination	
  of care,
assessments, training, and stakeholder involvement (in development of assessments and plans).
While the recommendations below specifically reference the Coordinated	
  Care Initiative	
  DRAFT	
  
Assessment and	
  Care Coordination	
  Standards dated	
  November 20, 2012,	
  CEJC’s intent applies to the
LTSS readiness standards as well:	
  
1. Care Coordination	
  General Requirements (pages 4 & 5; section	
  9.d). Maybe add a section 9.e or
sentence	
  to the end of 9.d.
PLANS	
  should include	
  protocols to assess and coordinate	
  care	
  for Members who lack
capacity	
  to self-‐direct their own	
  care and	
  who	
  are at high	
  risk for elder abuse. PLANS
should consider cases	
  where “authorized representatives” responsible	
  for determining	
  
Member’s interest in “self-‐directing their Care” are the abusers.

2.
3.

4.

5.

Both	
  LTSS and	
  Care Coordination	
  Standards should	
  include mandated	
  reporting
protocols and	
  training for care coordination providers	
  across	
  multiple entities, including
providers outside the provider network.
Page & (Health Risk Assessment – HRAs). HRAs should include assessment indicators to
assess for abuse	
  and neglect.
Individual	
  Care Plan. Page 9. Section 1 & 14.
Recommendation: Section could include	
   paragraph that require that	
  Plans and ICPs
(Individual Care Plans)	
  consider	
  elder	
  abuse needs of	
  Members and coordinate those
services	
  with the county APS departments	
  and Victim Services	
  as	
  part of the Member’s	
  
care management plan when appropriate. Same	
  could be	
  done	
  for members who have	
  
dementia…..could	
  add	
  another section	
  specific	
  to “Alzheimer’s and dementia care”	
  or
add to the list	
  following behavioral services.
Page	
  10, Section 9: The	
  draft standards need clarification to specify the	
  roles and
responsibilities for	
  care coordination across multiple entities to ensure high risk members do not	
  
fall through the cracks. For	
  example, it	
  is not	
  clear	
  who is responsible	
  for what coordination
tasks and roles for	
  Members who are hospitalized in medical hospital settings or	
  specialty
mental health/acute psychiatric hospital institution settings. It is not clear what is expected of
discharge planners, or the Health	
  Plan	
  Coordinators, or the Community Care Service Providers.
Also, will there be assurances that Health	
  Plans will cover the cost of hospital stays in	
  complex
cases	
  where additional time is	
  needed to ensure safe discharge and appropriate placement and
services	
  are in place.	
   There are concerns in regards to cases	
  where “level of acuity” is not
approved for	
  reimbursements, yet	
   critical and necessary coordination of	
  care steps need to be
made prior to discharge.
On page 13-‐14	
  of the	
  document, we	
  recommend adding the following to the section Discharge
Planning and Care	
  Coordination:
Recommendation: Elder and Dependent Adult Abuse/Self Neglect Screening
At the time of discharge from a transitional care situation, Plan	
  entities should	
  screen	
  
elder and dependent	
  adult	
  patients for	
  possible abuse or	
  self-‐neglect. Any suspected	
  
instance of abuse or self-‐neglect shall be reported	
  to	
  the local APS jurisdiction	
  where
the patient	
  resides.	
   Any instance of abuse in Skilled Nursing Facilities or Licensed
Residential Care Facilities should	
  be reported	
  to	
  the local Long	
  Term Care Ombudsman
in the jurisdiction where the patient resides.

6. The standards require training for hospital staff, discharge planners, service providers, MSSP,
CBAS, IHSS providers, etc. Recommendation: Training should incorporate mandated reporter
training as well as identification of elder abuse.
7. Stakeholders, HCBS	
  providers listed do not appear to consider Members other needs i.e. legal,
elder abuse	
  victim services. For instance, SAFE DISCHARGE from hospital and mental health
specialty hospitals	
  may require referrals	
  and immediate linkage to legal service providers, victim
services, etc.
8. We recommend that any stakeholder involvement include participation from representatives
from the Elder Abuse network (i.e. Adult	
  Protective Services, Long Term Care Ombudsman, Legal
Service	
  Providers, CEJC and others. Reason	
  why this is important is because when Members fall	
  
out or individuals fall through the cracks, it	
  is often the Elder	
  Abuse network of providers who	
  
will be responsible for responding to cases and coordinating care. We suggest stakeholder
involvement in all	
  stages of development and	
  implementation	
  of Standards, Health Risk and
Universal assessments, and training components.
On behalf of the California Elder	
  Justice Coalition, thank you for	
  your	
  consideration and the
opportunity to	
  provide input and	
  recommendations.
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Reassessment and	
  Review

Plans shall conduct an annual
comprehensive reassessment
(including medical, LTSS, behavioral
health utilization data analysis and
risk stratification) within 12 months
of last assessment, or as often as
the health of the enrollee requires.

Question: If an SPD assessment has been
previously been	
  completed	
  and	
  it is time for a
duals reassessment – could the SPD assessment
qualify for the duals assessment, assuming the
SPD member is eligible	
  to be	
   duals.
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5

CARE COORDINATION
GENERAL
REQUIREMENTS

In addition, DHCS proposes to
incorporate the following provisions
for care coordination from the
National Quality Forum (NQF).
1. Healthcare providers and
entities should have structured
and effective systems, policies,
procedures, and practices to
create, document, execute, and
update a plan of care with every
Member.
2. A systematic process of followup tests, treatments, or services
should be established and be
informed by the plan of care.
3. The joint plan of care should be
developed and include Member
education and support for selfmanagement and resources.
4. The plan of care should include
community and nonclinical
services as well as healthcare
services that respond to a
Member’s needs and
preferences and contributes to
achieving the Member’s goals.
5. A program should be used that
incorporates a care partner to
support family and friends when
caring for a hospitalized
Member.
6. The provider’s perspective of

Suggested edit:
In addition, DHCS proposes to
incorporate the following provisions for
care coordination from the National
Quality Forum (NQF).
1. Healthcare providers and entities
should have structured and effective
systems, policies, procedures, and
practices to create, document,
execute, and update a plan of care
with every Member.
2. A systematic process of follow-up
tests, treatments, or services should
be established and be informed by
the plan of care.
3. The joint plan of care should be
developed for members in care
management and include Member
education and support for selfmanagement and resources.
4. The plan of care for a member in
care management should include
community and nonclinical services
as well as healthcare services that
respond to a Member’s needs and
preferences and contributes to
achieving the Member’s goals.
5. A program should be used that
incorporates a care partner to
support family and friends when
caring for a hospitalized Member.
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Existing Text
care coordination activities
should be assessed and
documented.
7. Standardized, integrated,
interoperable, electronic,
information systems with
functionalities that are essential
to care coordination, decision
support, and quality
measurement and practice
improvement should be used.
8. An electronic record system
should allow the Member’s
health information to be
accessible to caregivers at all
points of care.
9. Regional health information
systems, which may be
governed by various
partnerships, including
public/private, state/local
agencies, should enable
healthcare home teams to
access all Member information.

6

INITIAL RISK
STRATIFICATION
MECHANISM

2. A process for use of Memberspecific information including
their historical Medicare and
Medi-Cal FFS utilization data
provided by DHCS electronically
at the time of enrollment. This
data may include, but is not

Comment or Suggested Edit
6. The provider’s perspective of care
coordination activities should be
assessed and documented, to the
extent agreed upon by the member
and provided by the provider.
7. Standardized, integrated,
interoperable, electronic, information
systems with functionalities that are
essential to care coordination,
decision support, and quality
measurement and practice
improvement should be used.
8. An electronic record system should
allow the Member’s health
information to be accessible to
caregivers at all points of care.
9. Regional health information systems,
which may be governed by various
partnerships, including public/private,
state/local agencies, should enable
healthcare home teams to access all
Member information.

Question:
•

•

Will DHCS provide Medicare HCC
risk scores and/or Medi-Cal risk
scores for all new members enrolled
in the plan? In what format?
Will DHCS always provide historical
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limited to, outpatient, inpatient,
emergency department,
pharmacy, nursing facility, In
Home Supportive Services
(IHSS), and ancillary services
data for up to the most recent
12 months.

12

CARE COORDINATION
1. Comprehensive Case
Management Including
Coordination of Care
Services

A. Basic Case Management Services
are provided by the PCP or Care
Coordinator, in collaboration with the
Plan. The complexity and breadth of
these services will range according to
each member’s needs. These services
may include:
1) Initial Health Assessment (IHA)
2) Initial Health Education
Behavioral Assessment (IHEBA)
3) Identification of appropriate
providers and facilities (such as
medical, rehabilitation, support
services, LTSS, and behavioral
health) to meet Member care
needs.
4) Direct communication between
the provider and Member/family.
5) Member and family education,
including healthy lifestyle
changes when warranted.
6) Coordination of carved out and
linked services, and referral to

Comment or Suggested Edit
utilization for new members enrolled
in a plan? Will the data be in a
traditional claims format?

Suggested edit:
A. Basic Case Management Services are
provided by the PCP or Care Coordinator, in
collaboration with the Plan. The complexity
and breadth of these services will range
according to the needs of each member’s
needs who is in case management. These
services may include:
1) Clinical information from the provider
such as history/physical and
progress notes
2) Initial Health Assessment (IHA)
3) Initial Health Education Behavioral
Assessment (IHEBA)
4) Identification of appropriate providers
and facilities (such as medical,
rehabilitation, support services,
LTSS, and behavioral health) to
meet Member care needs.
5) Direct communication between the
provider and Member/family.
6) Member and family education,
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appropriate community
resources and other agencies.
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Comment or Suggested Edit
including healthy lifestyle changes
when warranted.
7) Coordination of carved out and
linked services, and referral to
appropriate community resources
and other agencies.

CARE COORDINATION
1. Comprehensive Case
Management Including
Coordination of Care
Services

F. Plan shall monitor and support
members in the community to avoid
further institutionalization.

Suggested edit:

CARE COORDINATION
2. Discharge Planning
and Care Coordination

Health Plans shall establish transitions
of care policies that incorporate the
following strategies from the NQF:

Comment:

a. Decision making and planning for
transitions of care should involve
the Member, and, according to
Member preferences, family, and
caregivers (including the healthcare
home team). Appropriate follow-up
protocols should be used to assure
timely understanding and
endorsement of the plan by the
Member and his or her designees.

F. For members who are identified as high
risk, Pplan shall monitor and support
members in the community to avoid further
institutionalization.

Define healthcare home
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9. Care coordination
policies will reflect
the principles of
self-directed care
as follows:

Existing	
  Text
d. For Members with
cognitive impairment,
during the annual
reassessment or upon
significant change in
health status, Plans
shall work with
Members, or their
authorized
representative to
determine their interest
in continuing to selfdirect their care.

Comment or Suggested Edit
1)

The rest	
  of	
  the document	
  talks about	
  
client-‐centered care that is	
  not the
same as	
  self-‐directed	
  care. Since this
section is	
  required, it should be better
integrated into the rest of the
document.
2) “Their interest”	
  is not clear. Does this
refer	
  to the authorized representative?
Or to the client? It makes no sense to
ask cognitively impaired clients if they
have an	
  interest in	
  continuing to	
  self-‐
direct their care. You	
  would	
  assess the
clients’ ability	
  to do so.
3) The verbal response to a request for
clarification during the
meeting/webinar was alarming. The
DHCS representative said that the family
members will be asked	
  what they want
to do. While we always hope that	
  
family members are available, able, and
desired	
  by the client to	
  fill the
authorized representative	
  role, it is not
always so. Every effort should be	
  made	
  
at the	
  time	
  of enrollment to determine	
  
whom the client	
  chooses as an
authorized representative	
  and as a
contingent authorized representative.

	
  	
  	
  

December 12, 2012
Jane Ogle
California Department of Health Care Services
Delivered via e-mail to: info@CalDuals.org
Re: Comments on California Duals Demonstration Care Coordination
Standards
Dear Ms. Ogle,
Attached and below are comments on the Department of Health Care
Services draft care coordination standards from the National Senior
Citizens Law Center and Disability Rights California. We greatly appreciate
the opportunity to provide these comments and we applaud the Department
for its efforts to solicit stakeholder feedback on this important public policy.
NSCLC and DRC have been active participants in the Department’s
stakeholder process to date and we look forward to providing our expertise
and perspective as planning for this significant change continues.
While the attached comments provide more detailed feedback on each
section of the draft standards, there are a number of concerns and
recommendations we wanted to raise in this cover letter.
1. More clarity needed. While the document provides lots of discrete
ideas about the different elements of the assessment and care
coordination process, it is difficult to understand how the various
pieces fit together and will be experienced by the consumer. It is not
clear, for example, how the individual risk stratification, health risk
assessment, LTSS assessment, development of the individual care
plan and ongoing care coordination are connected. It is also not
clear from the document how, if at all, the consumer will be involved

in each step of the process. A table or flow chart would be very
helpful, including a chart showing the results of each step in the
process, how it will be used by the plan and providers, who is
responsible for completing the required activities (whether it be the
stratification, assessment, care plan development or care
coordination), when it is done and how the consumer is involved.
2. More specificity about the Individual Care Plan. The section on
the Individual Care Plan in particular would benefit greatly from more
specifics about the process for creating the plan, the elements for
inclusion in the plan and how the plan will be used. After reading this
section it is still difficult to answer fundamental questions such as:
who will get an ICP, who will create the ICP, when it will be created,
what details regarding providers and services to be delivered are
included, whether a copy will be provided to the consumer and how it
will be used to ensure the services in the plan are actually delivered.
We appreciate that the information included is seeking to develop an
ICP process that requires person-centered care planning and
prioritizes the delivery of LTSS in an integrated setting. However, it is
not clear what is actually meant by “person-centered”, or what will be
included in a LTSS assessment, so it is impossible to ascertain
whether all stakeholders are talking about the same thing when they
use those terms.
Fortunately, we do have experience as a state creating ICPs with
these goals in mind and a number of important resources that should
be used to develop the specifics of individual care plans, which
include:
• The State Olmstead Plan which includes sections regarding
assessment, diversion from institutions, and community
capacity.
• The Lanterman Act which includes concepts of person-centered
planning and the development and implementation of an
individual program plan (IPP).
2

• The settlement in the Laguna Honda litigation which requires
the development of a Community Living Plan for each resident
at LHH and provisions for diversion of at risk individuals in the
hospital or on the waiting list.
• Targeted Case Management, a Medicaid services which
assesses and provides services to targeted or high risk
consumers.
• Disability Rights California’s LTSS Principles which provide
recommendations for assessment, diversion, person-centered
planning and provision of LTSS.
These resources share the following key components that should be
more explicitly incorporated into the care coordination standards
(some of these components are in the current draft, but these
resources provide more additional specifics to draw from):
• Availability of a LTSS plan or Community Living Plan for all
those at risk, receiving LTSS or institutionalized (or who request
one).
• Comprehensive assessment in all areas of need by
knowledgeable professionals, including those knowledgeable
about community options and resources. Areas of assessment
include medical and mental condition, training needs for
community living, vocational/educational, physical needs (food
and clothing), auxiliary aids and services and AT,
social/emotional status, housing/physical environment and
familial/social support system, and transportation.
• Person-centered planning which is driven by the consumer’s
needs and preferences, ensures that information is
understandable, considers cultural and language needs,
advocacy or family support is included as desired, involves the
consumer in both the assessment and at a face to face meeting
regarding development of the LTSS plan, and includes a written
plan signed by the consumer (informed consent).

3

• Consideration of comprehensive LTSS benefits. The
consumer should be informed of and plan should provide
materials that reflect a flexible approach and comprehensive
package of potential community benefits (in lieu of
institutionalization in NF or Subacute). These include IHSS,
MSSP, CBAS, home health, as well as other HCBS currently
found under the waiver programs such as, home modifications,
emergency response systems, in home nursing, companion or
attendant care beyond that available through IHSS, habilitation,
therapy, respite, assistive technology and housing assistance.
• A written plan (Individual Care Plan) that includes
development of a written, comprehensive, individualized plan
based on the assessment, in consultation with the individual
and his/her support system. The plan includes: description of
the specific services to be provided (including type of services,
frequency, duration, location and identification of providers),
community programs, person and/or agencies for referrals, and
monitoring and timelines for review of the document.
• An implementation plan with clear timelines and
responsibilities, assignment of a specific care coordinator who
works with the consumer and community providers to
implement the plan and ensures that services are in place. This
includes services covered by the HP and assistance securing
other needed community based services (e.g. housing, mental
health or substance abuse services not covered under the
plan).
• Crisis assistance and monitoring of the plan by the care
coordinator to ensure that needed services continue to be
provided and problems with implementation are addressed in a
timely manner.
• Reevaluation of plan on a regular basis to ensure that it
reflects the current needs of the consumer and will continue to
provide appropriate services needed to keep the individual in
the community.

4

• Due process requirements including notice of any services left
out of the ICP, and the right to file a grievance or fair hearing if
there is a disagreement regarding services or supports
approved.
3. Going beyond processes. The document focuses on plans having
multiple processes defining their care coordination model. Processes
alone, however, do not ensure that effective care coordination will be
provided. The standards must include requirements to ensure that
plans have the capacity and expertise to perform these various
processes and the networks to ensure that services identified as
necessary via the processes can actually be delivered. For example,
there is no standard for how many care coordinators a plan must
have in place to perform the listed activities. While we understand
some of the weaknesses in using numerical thresholds in this way,
the alternative of no standard at all seems equally, if not more,
problematic.
4. Lack of conflict-free assessment and coordination. One of the
essential elements of person-centered care planning in other care
coordination programs that require a person-centered planning (for
example, the Community First Choice program) is the delivery of
conflict-free assessments and care coordination. The standards
should include this important element. In the Massachusetts dual
eligible demonstration, this element is being met by the inclusion of
an independent long term services and supports coordinator on the
interdisciplinary care team.
5. Compliance with the ADA and the Olmstead decision. While we
appreciate the references to Olmstead, we request that the care
coordination standards make clear that people with disabilities are
entitled to receive services in the most integrated setting, and that
this means that someone who is at an institutional level of care, or at
risk of institutional placement, MUST be offered the services which
are needed for that care, in the community, regardless of whether
5

those services are in the mandated benefit package. The quality
measures the state develops to ensure plans meet the care
coordination standards must emphasis Olmstead compliance.
We also believe that the care coordination standards raise important issues
regarding consumer protection, such as how to ensure necessary due
process, which we trust will be addressed by DHCS separately.
Thank you for your consideration of these comments. We look forward to
providing additional feedback as the document is improved.

Sincerely,

Deborah Doctor
Disability Rights California

Kevin Prindiville
National Senior Citizens Law Center
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General
Comment

We appreciate the opportunity to comment on
the proposed Care Coordination Standards.
However, we are concerned that more time is
needed	
  at the state level to	
  develop	
  the policy
and requirements.	
   We recommend that the
state give stakeholders	
  at least 3 days to
review and provide comment o draft
documents.

General
Comment

The draft assessment and care coordination
standards	
  raise important issues	
  relating to both
due process	
  requirements	
  and data collection
and evaluation. We	
  recommend that the	
  state	
  
coordinate the next draft of these standards	
  
with corresponding policy documents on due
process and	
  data collection	
  and	
  evaluation.

2

Introduction:

“DHCS is also proposing	
  that the	
  Plan, as a
critical component of their local
stakeholder process, host at least one local	
  
community	
  stakeholder meeting dedicated
review of these	
  proposed standards.”

We’re not sure whether this refers to meetings
before the standards are made final or	
  
afterwards. We strongly support the
requirement	
  that	
  plans meet	
  with local
stakeholders to discuss the standards before
they are adopted and to discuss how they will
meet the standards. If those meetings are pre-‐
adoption, this is reason to slow down	
  the CCI
schedule.	
  Local meetings be publicized	
  
sufficiently far in advance to allow for full
stakeholder participation, must be fully
accessible	
  to people	
  with disabilities and
convenient to public	
  transit.
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3

Introduction, cont’d.

“These standards incorporate the following
goals in conjunction with current Medi-‐Cal
managed care assessment and care
coordination requirements...

On page 2 (paragraph 3), DHCS indicates that it
will require Plans to meet these standards. Yet,
o page 3, DHCS indicates that it will provide
flexibility for	
  “Plan-‐specific	
  modifications.”
When there are standards for medical care, for
nursing home care, for MSSP, for IHSS, for CBAS,
and so on, why are	
  there	
  no standards for
assessment tools, assessors, the	
  individual care	
  
plans and	
  so	
  on. This “flexibility” implies lack of
concern about quality	
  both for the individual
and across the	
  system. It is unclear what
criteria will be considered in granting
modifications to the standards.	
   These criteria	
  
should be public	
  and any decisions	
  regarding
modifications should be fully transparent and
consistent with the requirements	
  of member-‐
centered care.

•

[Bullet 5]	
  Provide	
  flexibility for
Plan-‐specific	
  modifications, subject
to prior	
  written approval by DHCS
in consultation with	
  CMS”

4

Care Coordination	
  General
Requirements

“3. Care	
  coordination shall adhere	
  to a
Member’s determination about the
appropriate	
  involvement of his or her
medical providers and caregivers, in
accordance	
  with [HIPAA].”

HIPAA is not the only law that is relevant to this
important right.	
   We recommend rephrasing
this requirement	
  as, “a Members may
determine the appropriate involvement of his or
her medical providers and	
  caregivers, in	
  
accordance	
  with HIPAA and requirements
regarding person-‐centered and/or self-‐directed
care.

4

Care Coordination	
  General
Requirements

4. Plans shall use	
  nurses, social
workers…and other medical professionals..

Care coordination	
  of LTSS is not necessarily
entirely or even partially medical; the plans
should use people with competence	
  in assessing	
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and coordinating LTSS, who are	
  completely	
  
familiar	
  with the range of	
  HCBS which includes
transition and diversion from institutions,
services	
  delivered in the home, and other
services	
  which help people live in the most
integrated setting.	
  If the plans do not	
  have staff	
  
with these skills, they should contract with
community	
  agencies.

4

Care Coordination	
  General
Requirements

5. …including referrals to..behavioral
services”

Making a referral is not care coordination. Care
coordination ensures	
  that the appropriate
connections	
  are made and services	
  delivered.

4

Care Coordination	
  General
Requirements

6. …coordination will be	
  provided in way
that	
  reflects…the physical needs of	
  the
members.

Throughout the document, rather than
“physical needs”	
  we suggest” in a way which
meets the needs of members with disabilities.”
Disability accommodations goes beyond
physical needs.

4

Care Coordination	
  General
Requirements

“9. Care	
  coordination policies will reflect
the principles of	
  self-‐directed	
  care as
follows:

The elements included in the section numbered
‘9’	
  are not “principles” of self-‐directed	
  care, but
rather	
  requirements for	
  Plans to provide
meaningful options for self-‐directed	
  care as part
of care coordination services.	
  Therefore, we
recommend the first	
  sentence read, “Members
shall be given the option to self-‐direct his/her
care, in accordance with individual preference,
an in	
  accordance with	
  the following	
  
requirements:”
Furthermore,	
  it	
  is not	
  clear	
  what	
  is meant	
  by
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requiring plans to have policies and procedures
to “reflect self-‐directed	
  care”	
  as outlined in
subsection a. This is very general requirement
that	
  should instead clearly	
  define what is being
asked of Plans. We suggest the following edit:
“a. Members shall have	
  the	
  right to self-‐direct
services	
  for the provision of long-‐term services
an supports, an forego	
  make individualized
decisions about whether he or she wants some
or no care management services he or she
chooses	
  to receive.	
  Plans must inform the
Member of his/her right to self-‐direct services,
an document Member’s decision	
  to	
  self-‐direct
services,	
  whether in whole or in part. The
member must be able to change that decision at
will. A member may temporarily want some
management help, then want more, then want
none.”

4

Care Coordination	
  General
Requirements

“9. b. … Plans are	
  encouraged to consult
with the California Department of Social
Services (CDSS) and DHCS	
  to confirm
policies are consistent with	
  IHSS program
requirements.”

This suggests	
  that some local variation is	
  
possible. We suggest the following edit: “Plan
policies must be consistent with	
  IHSS
requirements, as outlined in current	
  statute and
regulations. Why would plans all have to write
their	
  own policies, rather	
  than have an
approved policy which conforms with IHSS	
  
statute and regulation?

5

Care Coordination	
  General
Requirements

“9. d. For Members with cognitive	
  
impairment, during the annual	
  

For some	
  individuals regardless of	
  whether	
  they
have cognitive impairment or not,	
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reassessment	
  or	
  upon significant	
  change in
health	
  status, Plans shall work with	
  
Members, or their authorized
representative to determine their	
  interest	
  
in continuing to self-‐direct their care.”

reassessments o an	
  annual basis are too	
  
distant to	
  capture new needs due to	
  changing
health	
  and	
  functional conditions. We
recommend editing this statement here and
throughout	
  the document	
  as appropriate	
  to
include the acknowledgement	
  of	
  a significant
change in functional status or living
arrangements as qualifying reason	
  to	
  
complete a reassessment.
We suggest the	
  following	
  edit:
For Members with significant decline in health
oinr	
  functional status (e.g., Alzheimer’s Disease
an related	
  dementias) or change in	
  living	
  
circumstances	
  (e.g., move or loss	
  of roommate),	
  
Plans shall work with Members, and/or their
authorized	
  representative as appropriate, to	
  
determine their current needs,	
  any changes
needed	
  to	
  the care plan	
  an the level of care
management, if any.

5

Care Coordination	
  General
Requirements

“10. In conjunction with contracted MSSP
organizations, Plans shall have	
   care	
  
coordination and management model that
supports	
  appropriate referral of Plan
Members to the MSSP for assessment,
eligibility determination, and services.
11. Plans shall have	
  policies and
procedures governing how the Plan	
  will
make referrals to MSSP and defining the

These requirements are unclear.	
  We
recommend that	
  the same requirements be in
place for IHSS, CBAS, and	
  MSSP programs, as
opposed	
  to	
  calling out programs individually.	
  
In addition, it is unclear what will	
  happen if
Members are referred to MSSP but the available
slots	
  are filled. Should MSSP-‐like services be
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respective care management	
  roles and
duties of the Plan’s care coordination	
  team
and MSSP	
  care	
  managers.

permitted	
  under the Demonstration	
  when	
  
traditional waiver	
  slots are filled, we
recommend that	
  Plans adhere to the same
services	
  and standards	
  provided under the
MSSP waiver program.

12. Care coordination	
  policies shall reflect
the principles and use of	
  MSSP.”

Finally, it is unclear what is meant in subsection
12, and we	
  suggest deletion.
5

Provisions for care	
  
coordination from the
National Quality Forum
(NQF)

“In addition, DHCS proposes to incorporate
the following provisions for	
  care
coordination from the National Quality	
  
Forum (NQF).”

The NQF	
  measures referred to are	
  insufficient to
allow evaluation of care	
  management with
respect	
  to person-‐centered or self-‐directed	
  
LTSS. Identification of and responsiveness to
subjective preferences	
  should be a required
element of quality care	
  management.
Furthermore, the	
  NQF	
  provisions for care
coordination refer	
  primarily to medical
approach to care	
  coordination, without
acknowledgement of the different	
  needs for	
  
care coordination and care management for
LTSS needs.	
   We recommend that	
  the State
include placeholder language	
  in this document
to ensure that	
  provisions for	
  care coordination
acknowledge	
  LTSS	
  needs in addition to health
needs and	
  that	
  existing provisions be adapted to
include LTSS providers.	
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Furthermore, we	
  propose	
  that this document
acknowledge	
  that current standards for
evaluating	
  quality care	
  coordination are	
  limited.
Plans and the	
  state	
  should commit to regularly
updating these requirements based	
  o the
development of new best practices and	
  
consumer input.

6

Risk Stratification	
  and	
  Health	
  
Assessment	
  Process

“Plans shall apply DHCS-‐approved health
risk stratification mechanism or	
  algorithm
to identify newly enrolled dual-‐eligible	
  
beneficiaries within	
  44 days of enrollment.
Based	
  o the results of the Member’s
health	
  risk stratification, Plan	
  shall also
administer the	
  DHCS	
  approved health risk
assessment (HRA) survey within 6 days for
dual-‐eligible	
  beneficiaries deemed to be	
  at
higher health risk, and 9 days for
nursing facility residents or those
determined	
  to	
  be a lower health	
  risk.”

Without clear statement about continuity of
care for new Members, this	
  section as	
  currently	
  
written appears as if Members could wait over
10 days without contact from provider. We	
  
suggest that continuity-‐of-‐care requirements	
  be
clearly	
  outlined, with Members	
  using their
current providers	
  until a plan-‐of-‐care is	
  
developed	
  by the Plan.

7

Health Risk Assessment

“Plans shall use an HRA tool survey	
  tool to
assess Member’s current health risk,
including medical, LTSS, and behavioral	
  
health	
  elements.”

LTSS does not follow the medical model and	
  
thus should not	
  be grouped into an assessment	
  
focused exclusively on health risk

7

Health Risk Assessment

“’Higher risk’ for risk-‐assessment purposes
means Medi-‐Cal beneficiaries who	
  are at
increased risk of having an adverse	
  health

We recommend that this statement be
broadened	
  to	
  include not just worsening of
health	
  status, but also	
  worsening of functional
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outcome or worsening their health	
  status if
they do not	
  receive initial contact	
  by the
Plan within 6 calendar days of
enrollment.”

status,	
  or risk of institutional placement, if the
member does not receive an appropriate	
  
assessment and supportive services	
  in a timely
fashion,

8

Health Risk Assessment

Item #6. A process describing how the Plan
will identify higher-‐risk and nursing facility
residents’ medical care needs including
primary care, specialty care, durable
medical equipment (DME), medications,
LTSS needs, behavioral health needs, and
other needs and	
  develop	
  an	
  individual care
management and care coordination plan	
  as
needed, within	
  90 days of enrollment.”

We recommend that the reference to “medical
care needs” be broadened to include “medical
and supportive	
  service	
  needs” to reflect that
LTSS do not follow a medical model and the
need	
  for these services and	
  supports may be
derived	
  from non-‐medical functional issues.

9

Health Risk Assessment

Item #12. “These processes for sharing
assessment results for IHSS	
  recipients with
county	
  social service agencies	
  shall be
developed	
  jointly between	
  the Plan	
  and	
  
appropriate	
  county agency.”

The plan should also have process for sharing
assessment results with the	
  consumer.

9

Health Risk Assessment

Item #13. “A process to identify the need
for	
  coordination of	
  care across all entities,
including those outside the provider
network …”

While we strongly support this laudable goal,
the current	
  draft	
  requirement	
  is vague and
unlikely to	
  result in	
  meaningful policies.
Furthermore, in addition to having “process”
the plan must	
  have sufficient	
  capacity to
provide effective identification of needs for
coordination of care across	
  entities, and
discharge planning. The plan	
  must employ
sufficient care coordination staff with local, on-‐
site knowledge of community entities	
  and
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services. We urge DCHS to take the time
needed	
  to	
  develop	
  a list of relevant “entities”	
  
and benchmarks for sufficient staffing of care	
  
coordinators.

9

Individual	
  Care Plan

“Plans shall develop and submit individual
care plans	
  (ICPs) that include the following,
three months prior	
  to enrollment, and
DCHS will review within one month of	
  
submission.”

This is very confusing, as it implies that
individual	
  care plans will	
  be devised before
enrollment. We	
  assume	
  what is really meant is
that	
  a model of	
  a care plan must	
  be submitted
and reviewed.

9

Individual	
  Care Plan

Entire section (items #1-‐#24).

The items included in this section generally lack
the necessary level of	
  detail to ensure that	
  plans
have capacity to	
  implement the ICP as intended.
For instance, statements	
  such as	
  “ICPs	
  shall
include identification of appropriate providers,
facilities, services, and available community and
social supports” is	
  vague. This	
  document should
list potential	
  types of available resources and
specify the level of staffing or types	
  of contracts	
  
that	
  are necessary in order	
  to meet these
requirements.

13

Care Coordination

“E. Plan shall develop specific care	
  
coordination provisions	
  for nursing facility	
  
residents.”

While	
  we applaud the	
  mention of nursing home	
  
transition, we suggest strengthening this section
to require Plans to identify, in consultation with
the MDS 3.0 Section Q,	
  those individuals who
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have expressed	
  an	
  interest in	
  returning to	
  the
community. Plans	
  should be required to work	
  
with the California Community
Transitions/Money Follows the Person local lead
entities	
  to facilitate the Member transition to
the community where desired.

16

Reassessment and	
  Review

17

Interdisciplinary Care Team

19

Plan Reporting Requirements

“1.a. For IHSS	
  recipients, upon request and
when feasible, plan reassessments may be
conducted in conjunction with in person, in
home, county IHSS reassessments.”

We recommend that all reassessments for
individuals who are using home-‐ and
community-‐based	
  services (IHSS, MSSP, CBAS,
or “In-‐Lieu of”	
  HCBS) be reassessed in the
setting of the Member’s	
  choice and that this
provision	
  in	
  the Standards document be
reflective	
  of the	
  broader range	
  of individuals
who need and use LTSS beyond those who are
enrolled in IHSS.
The state should add as part of its beneficiary
protection	
  requirements (in	
  this or a companion	
  
document) notice	
  to all	
  members that they
have the right to	
  request an	
  ICT.

None

We recommend that Plans report to the state
the number	
  of	
  newly-‐enrolled dual-‐eligible	
  
Members who during the reporting period were
successfully contacted, completed the risk
assessment survey (answered all questions), and
received care coordination services. We also
recommend that	
  Plans report	
  the total amount	
  
dual-‐eligible	
  Members who received care	
  
coordination services	
  each quarter reflected as	
  

Comment Template	
  for Care	
  Coordination Standards
Due Dec 10,	
  2012

Page

Section Title

Existing	
  Text

Organization: DRC and	
  NSCLC
Contact Name: Deborah	
  Doctor and	
  Kevin	
  Prindiville
E-‐Mail: Deborah.Doctor@disabilityrightsca.org;
kprindiville@nsclc.org
Comment or Suggested Edit
both	
  a number and	
  percentage of total dual-‐
eligible	
  enrollment.
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Pages 5-‐6

Care Coordination	
  General
Requirements, National
Quality Forum, #7-‐9

7. Standardized, integrated, interoperable,
electronic, information systems with
functionalities that	
  are essential to care
coordination, decision support, and quality	
  
measurement and practice improvement
should be used.
8. An electronic record system should
allow the	
  Member’s health information to
be accessible to	
  caregivers at all points of
care.
9. Regional health	
  information	
  systems,
which may be governed by various
partnerships, including public/private,
state/local agencies, should enable home
teams to access all Member	
  information.

The NQF	
  standards may be achievable	
  over time	
  
but will take years to	
  achieve the
implementation of electronic medical record
conductivity	
  across the	
  continuum of care.
Many of the medical groups, health plans,
hospitals and	
  ancillary vendors are working
towards these goals under	
  the HIPAA privacy
and security compliance	
  and transaction
compliance requirements. We recommend
CMS & DHCS to	
  create a phased-‐ in approach
aligned with the	
  timeline	
  already in place	
  under
the Health Insurance Portability Accountability	
  
Act.	
  
Not allowing NQF standards to be achieved
overtime could result	
  in:
(1) Failed audits,
(2) New hurdles in securing provider contracts
due to	
  new infrastructure required,
Whatever phase-‐in of higher quality services is
proposed, the groups and	
  plans that participate
in underserved areas need a longer
implementation period and additional resources
to assemble	
  infrastructure. Otherwise	
  there	
  
would be an incentive to avoid contracting with
less sophisticated providers	
  because of the
initial	
  investment required and for fear of failing
audits.
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Pages 5, and
10

Care Coordination General	
  
Requirements, National
Quality Forum, #1

1. Healthcare	
  providers and entities
should have structured and effective
systems, policies, procedures	
  and practices	
  
to create, document, execute, and update	
  
plan of care	
  for every member.

These three sections of the requirements
appear to be	
  contradictory since	
  the	
  NQF	
  
standard requires	
  a “plan of care for every
member” while the HRA standard indicates that
an ICP	
  is developed “as	
  needed” for only
higher-‐risk Members and the ICP standard
states	
  “shall develop” an ICP for higher-‐risk
Members and nursing facility residents. Please
clarify	
  intent of requirements	
  as	
  to for which
populations an	
  ICP is required.

Health Risk Assessment, #6
Individual	
  care Plan, #12

Pages 15-‐16

Reassessment and	
  Review,
#1

6. A process for describing how the	
  Plan
will identify higher-‐risk and nursing facility
residents’ medical care needs, including
primary care, specialty care, durable
medical equipment(DME), medications,
LTSS needs, behavioral health	
  needs, and	
  
other needs and	
  develop	
  an	
  individual care
management and care coordination plan as
needed, within	
  90 days if enrollment.
12. Plans shall develop ICPs for higher-‐risk
Members and nursing facility residents
based	
  o the results of	
  the HRA process,
with a particular focus on LTSS.
1. Conduct annual comprehensive
assessment within 1 months of last
assessment (or as often as required) via	
  
phone, email or in	
  person	
  for lower-‐risk
and in person for higher risk/NF	
  residents.

We recommend leveraging the quarterly MDS
assessment already completed by the NF to
meet assessment requirements for NF
residents. This provision could be modified to
require that	
  Health Plans conduct	
  a
comprehensive assessment for NF residents	
  
who are identified as candidates for transition
to the community.
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Page	
  17

Interdisciplinary Care Team,
#3

Plans will support an ICT	
  as needed for
each member. Plans will make	
  the	
  initial
determination	
  of which	
  members need	
  an	
  
ICT, although every member shall	
  have
access to an ICT	
  if requested.

Page	
  18

Subcontracts, Subcontracts
for	
  Assessment	
  and Care
Coordination, #1-‐2

1. The Plan shall be responsible for
compliance with these standards	
  as	
  
will be set forth in the Plan’s contract
and All Plan letter on this topic.
2. Care coordination	
  is central to	
  the
policy objective of the CCI in	
  general
and the	
  duals demonstration in
particular.

We suggest that Health Plans be	
  allowed to
leverage the existing care plan meetings
facilitated by the NF for	
  NF residents. These
quarterly care meetings could	
  be considered	
  an	
  
ICT meeting when the Health Plan care manager
is participates.
We unequivocally support Health Plans’ ability
to delegate to medical groups and care	
  
management organizations that	
  have
demonstrated	
  expertise in	
  providing quality
healthcare services to	
  the dual members and
LTSS recipients as stated in the	
  Subcontracts
section.
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Care Coordination Standards

Covering process.

Care Coordination Standards

Covering entirety.

Care Coordination Standards

Covering entirety.

While MSA appreciates the opportunity to
provide our feedback, the stakeholder time
allocation for feedback should be at least 30
days. This allows us more time to think through
each aspect of the standards and work together
to provide you meaningful and helpful feedback.
In general, the level of detail varies throughout
from micro to macro. There needs to be more
detail and specificity uniformly throughout the
standards. How are these standards monitored
and enforced?
At which point is the process halted? Which
standards, if not met, stop the demonstration
from proceeding? In current programs, where
deficiencies are found, there are plans of
correction for those deficiencies which do not
cause potential harm to participants and take
place over an agreed upon period of time while
continuing service. There are also infractions
which could enact temporary or permanent
closure, to prevent harm. Can those levels be
defined in these standards?
The dementia/Alzheimer’s populations, who are
unable to self-direct care, are missing from
these standards. They do not provide selfdirected care and need something akin to an
outside advocacy agency, like the Alzheimer’s
Association, to provide some helpful standards
specifically for this population. The TBI
population also may need additional attention.

General comment
throughout
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2

Introduction (no title)

Will this process be transparent?

3

Introduction (no title)

During the plan readiness process, DHCS, in
collaboration with CMS and DMHC, will
undertake a process to review the Plans to
ensure their readiness to meet these and
other standards and requirements relating
to the Demonstration.
DHCS is also proposing that the Plan, as a
critical component of their local
stakeholder process, host at least one local
community stakeholder meeting dedicated
to a review of these proposed standards.

4

Care Coordination General
Requirements

4

Care Coordination General
Requirements

DHCS should hold stakeholder meetings on their
own process to finalize these standards. Once
translated to the local level, plans should be
required to conduct a local stakeholder process
to allow stakeholder to provide input on
multiple occasions, as one meeting is
insufficient to obtain meaningful input by the
stakeholders.
1. Plans will provide care coordination
We concur with The SCAN Foundation’s
services to all Members as needed, and if
comment that this should be reworded to clarify
requested.
the expectation: “Plans will provide care
coordination services to all members as needed,
in accordance with the Member’s individual
preferences.”
8. Plans must have an agreement with their This should not be exclusive to IHSS, but include
county social service agency regarding care MSSP, CBAS, or any other provider of regular
coordination for IHSS recipients. The
psychosocial or health services.
agreement must include: a comprehensive,
inclusive communications process between Additionally, ICT and CCT seem to be used
the Plan and county; data sharing
interchangeably in the document. We suggest
protocols; the role and purpose of the ICT
choosing ICT to avoid confusion, particular with
and who will be served, metrics indicating
the California Community Transitions project
levels of risk (prioritization); composition
(CCT).
and leadership of the CCT; how
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documentation and data will be recorded
and stored; procedures for follow-up and
monitoring of cases.

Further, plans must have a process to ensure
continuity of care for all persons currently
receiving services that are impacted by the CCI,
including IHSS, MSSP, CBAS, and skilled nursing
facility services.
This is described more simply than it is in reality.
This population needs to be protected from
people seeking to act as authorized
representatives who should not be. This
population often has a whole host of issues that
need to be addressed carefully and uniquely. In
addition, any reassessment indicated as
recurring annually, should include language that
states, “or if there is a significant change in
condition.”
These items were addressed in the LTSS Draft
comments from MSA. The standards are
already in place in the Federal Waiver and a
contract with the state is already in effect. Any
addenda to the existing contract should include
methodology for data transfer, referral
protocol, priority placement and waiting list
policy. As stated in the LTSS standards
comments submitted by MSA, we recommend
that if MSSP-like services are permitted under
the Demonstration when traditional waiver slots
are filled, the Plans are required to adhere to
the same services and standards provided under
the MSSP waiver program and that this is
reflected in the contracts between the Plans

4

Care Coordination General
Requirements

9. d. For Members with cognitive
impairment, during the annual
reassessment or upon significant change in
health status, Plans shall work with
Members, or their authorized
representative to determine their interest
in continuing to self-direct their care.

5

Care Coordination General
Requirements

10.
In conjunction with contracted
MSSP organizations, Plans shall have a care
coordination and management model that
supports appropriate referral of Plan
Members to the MSSP for assessment,
eligibility determination, and services.
11.
Plans shall have policies and
procedures governing how the Plan will
make referrals to MSSP and defining the
respective care management roles and
duties of the Plan’s care coordination team
and MSSP care managers.
12.
Care coordination policies shall
reflect the principles and use of MSSP.
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and MSSP organizations.

6

Risk Stratification and Health
Assessment Process

A risk stratification mechanism or
algorithm designed for the purpose of
identifying newly-enrolled Members who
have higher-risk and more complex health
needs and those who are at lower-risk,
within 44 calendar days of enrollment.
“Higher risk” for initial risk-stratification
purposes upon enrollment means Medi-Cal
beneficiaries who are at increased risk of
having an adverse health outcome or
worsening of their health status if they do
not receive initial contact by the Plan
within 60 calendar days of enrollment.

This entire section relies on having clean and
ready data, which has been openly reported by
DHCS as something that cannot be guaranteed
to happen by the demonstration’s start. The
demonstration should not begin without
appropriate usage data or these standards need
to be completely revised to address how risk
assessments are performed and in what time
frame if a member is without a history. Based
on history of CBAS transition and issues with the
reliability of data, what measures are in place to
check the validity of the data?

This section also describes risk stratification only
to identify persons at high risk for adverse
health (i.e., medical) outcomes, whereas the
Plans are also held responsible to manage LTSS
benefits, and therefore the risk stratification
mechanism must also identify persons at risk for
adverse outcomes related to LTSS needs—such
as avoidable nursing home institutionalization,
loss of caregiver assistance, unaddressed fall
risk, wandering, inability to attend to basic
personal care and household health and safetyrelated needs, etc.
Additional questions about risk stratification
which is unclear:
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--The intersection between receiving services
and eligibility process timeline and expectations
for ensuring continuity of care. How will this
work exactly and how long will an individual
have to wait for care?

7

Initial Risk Stratification
Mechanism

5. A process for providing stratification
results to Members’ primary care provider
(PCP)/Independent Physician Association
(IPA) within 60 days of enrollment. In
addition, a process for providing IHSS
recipients’ stratification results to the
county human services agency, and serious
mental health (SMI) Members’ results to
the county mental health agency.

7

Initial Risk Stratification
Mechanism

Note: The Medical Evaluation Tool (MET)
Self-Assessment process currently used for
Medi-Cal only SPDs will not be included in
the enrollment process for the
demonstration, due to feedback from
health plans that this process would not be
helpful for the stratification process, or
contribute to increased reach rate for the
initial enrollment transition.

--Will data and outcomes be shared with the
LTSS provider for addressing or including in care
plans?
Other existing providers of care must be notified
as well, including the MSSP, CBAS, etc. if the
Member is a current recipient of these services.

Unclear why this is inserted here. Definitions on
page 21 say this is required to take place and
how it will happen.
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7

Health Risk Assessment

About entirety

7

Health Risk Assessment

Health Plans must include the SF-12 Health
Survey questions in their HRA tool. The SF12 is evidence based and valid, and is
associated with a significant literature base
to predict health care utilization. A
standardized HRA across all Health Plans
will provide great value to the department
addressing clinical, quality, and policy
decisions. A common data set on
assessments will be helpful for stakeholder
reporting purposes.

The HRA should be completed in person by a
trained specialist. Some plans are mailing them
to members. This should be spelled out in this
section.
SF-12 must be included – but this only looks at
healthcare utilization, not the continuum of care
or LTSS utilization. Each plan has their own tool,
but the document also states the HRA is to be
standardized. There are places which allow
plans to use their own tool for the HRA;
however this paragraph seems to contradict
that. We concur that a standardized HRA would
be more useful for many reasons.

8

Health Risk Assessment

7. A process for identifying and assessing
the need for, or, as appropriate, making
referrals to, home- and community-based
services, including Community-Based Adult
Services (CBAS), MSSP, IHSS, HCBS flexible
benefits, and other community services
such as those provided through Area
Agencies on Aging.

Further, we recommend that the state require
health plans to incorporate an evidence-based
and validated (standardized) tool into their HRA
questions and algorithm to trigger timely
referrals to long term services and supports, not
just medical care services.
As mentioned above, the triggers for referrals to
various LTSS should be spelled out. The health
plans should be provided a mandated list of risk
factors developed by the state with
stakeholders which would trigger a referral for
the LTSS services. What are HCBS flexible
benefits and their funding mechanism? This
term should be defined. If this is intended to
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8. A process for identifying the need for
including appropriate involvement of
caregivers, and obtaining Member
approval when the need for such
involvement is identified.
9. A process to identify the need for
facilitating timely access to primary care,
specialty care, DME, medications, and
other health services needed by the
enrollee, including the need for referrals to
resolve any physical or cognitive barriers to
access.
10. A process to identify the need for
facilitating communication among the
Member’s health care providers, including
mental health and substance abuse
providers when appropriate. These
processes shall be developed jointly
between the Plan and appropriate county
agency.
11. A process to identify the need for
providing other activities or services
needed to assist Members in optimizing
their health status, including assisting with

Comment or Suggested Edit
refer to the Waivers and pilot projects, these
seem to cease to exist as they are not included
in the LTSS standards. If this is another term for
the aforementioned “HCBS in lieu of” benefits,
please define “HCBS in lieu of” benefits for
further feedback.
Remove “A process for identifying the need”
and “A process to identify the need.” We know
these needs exist, they do not need to be
identified, but the facilitation or action of each
item does. For example, number 9 should read:
“A process for facilitating timely access to
primary care, specialty care, DME, medications,
and other health services needed by the
enrollee, including making referrals to resolve
any physical or cognitive barriers to access.”

Does the process include ensuring service
delivery or just identifying the need or just
referring?

Comment Template for Care Coordination Standards
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Page

Section Title

Organization: MSSP Site Association
Contact Name: Denise Likar, President
E-Mail: DLikar@scanhealthplan.com

Existing Text
self-management skills or techniques,
health education, and other modalities to
improve health status.
12. A process for sharing assessment
results and the Individual Care Plan (ICP)
with Members, the Interdisciplinary Care
Team (ICT), the PCP, the MSSP care
manager, county IHSS and behavioral
health partners, or any other LTSS
providers within 90 days of enrollment.
These processes for sharing assessment
results for IHSS recipients with county
social service agencies shall be developed
jointly between the Plan and appropriate
county agency.

Comment or Suggested Edit

9

Health Risk Assessment

Plans should include all LTSS utilized at time of
enrollment to inform the assessment and
development of the ICP.

9

Health Risk Assessment

13. A process to identify the need for
coordination of care across all entities,
including those outside the provider
network and to ensure that adequate
discharge planning is provided to Members
who are admitted to a hospital or
institution.

Wording is confusing. Is this specifically for
discharge planning? If so, we would suggest:
“Adequate discharge planning for Members
who are admitted to a hospital or institution,
including care coordination across all entities
providing services.”

9

Individual Care Plan

Plans shall develop and submit individual
care plans (ICPs) that include the following,
three months prior to enrollment, and

Is this referencing a template? If so, that should
be stated. Unclear.
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Existing Text

Comment or Suggested Edit

DHCS will review within one month of
submission.
9

10

Individual Care Plan

Individual Care Plan

2. A process for identification of referrals
needed to appropriate community
resources and other agencies for services
outside the scope of responsibility of the
Plan, including but not limited to mental
health and behavioral health, personal
care, housing, home delivered meals,
energy assistance programs, and services
for individuals with intellectual and
developmental disabilities. Processes for
IHSS referrals shall be developed jointly
with county agencies.

9. A process to identify the need for care
coordination across multiple entities,
including those outside the provider

These processes need to be developed in
concert with the community resources and do
not necessarily have to be provided at the plan
level. If referred to MSSP, for example, the care
management team will connect them with the
necessary resources. The plan should not
duplicate the efforts of partners like MSSP and
CBAS who are rooted in the local community
and are skilled in finding and utilizing all
community resources. Additionally, if the
appropriate trigger questions are in the HRA,
the proper referral will ensure these needs are
addressed timely.

Further, the plans should be expected to have
processes in place through their own or their
provider networks, to utilize existing community
resources in a well thought out and organized
way and not allow the health plans to glut the
system of community-based services with
referrals of their Members and deny limited
resources from non-health plan members in
need of safety-net resources.
The intent of this is unclear. If this point is only
referencing Members admitted to hospitals or
institutions, the sentence should start with
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Organization: MSSP Site Association
Contact Name: Denise Likar, President
E-Mail: DLikar@scanhealthplan.com

Existing Text

Comment or Suggested Edit

network, and to ensure that discharge
planning is provided to Members who are
admitted to a hospital or institution.

them. “For Members admitted to hospitals or
institutions, a process for care coordination
across multiple entities, including those outside
the provider network, is in place to ensure
proper discharge planning.”If this is intended to
require a process to repatriate Members back
into the health plan’s system of care, it should
be clarified.
The intent of this standard is unclear, as the ICP
is a document and not itself a facilitator.
Suggest editing as follows: “ICPs shall identify a
Member’s ability to access appropriate
community resources and other agencies,
including…”

10

Individual Care Plan

14. ICPs shall facilitate a Member’s ability
to access appropriate community
resources and other agencies, including
referrals as necessary and appropriate for
behavioral services, such as mental health
and substance use disorder treatment
services. (SB 1008)

12

Care Coordination

A. Basic Case Management Services are
provided by the PCP or Care Coordinator,
in collaboration with the Plan. The
complexity and breadth of these services
will range according to each member’s
needs. These services may include:

Options should include psychosocial assessment
when the plan member’s HRA determines that
needs exist beyond medical/healthcare needs.

12

Care Coordination

B. 3. Intense coordination of resources to
ensure Member regains optimal health or
improved functionality.

Frequently, duals at NF LOC do not regain health
or improve function. Often the goal is to
maintain or decrease speed of deterioration, as
recently determined in a federal class action
lawsuit. Therefore, we suggest editing to say:
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Comment or Suggested Edit
“…to ensure the Member regains optimal health
or improved functioning, maintains current
functioning, or prevents/slows functional
decline and addresses the health and welfare
needs of the Member.”
After annually, insert: “or if a significant change
in condition occurs.”

12

Care Coordination

B. 4. With Member, ICT, and PCP input,
development of ICPs specific to individual
needs and updating of these plans at least
annually.

13

Care Coordination

The individual identifies planning goals to
achieve these personal outcomes in
collaboration with those that he or she has
identified, including medical, professional
staff, family and friends. The identified
personally-defined outcomes and the
training supports, therapies, treatments,
and or other services the individual is to
receive to achieve those outcomes
becomes part of the plan of care.

Suggested edit: “The identified personallydefined outcomes and the training supports,
education, therapies...”

15

Discharge Planning and Care
Coordination

F. Policies and procedures governing
expedited MSSP assessment and eligibility
determination as part of the Plan’s care
coordination process for Plan Members
who are being discharged from the hospital
or at risk of immediate placement in a SNF.

If the MSSP slots are full, contracted MSSP
providers should be utilized to perform this
function and provide MSSP like services until an
MSSP Waiver slot becomes available.
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16

Responsibilities and
Qualifications of Care
Coordinators

1. The requirement for the education and
experience level of the care coordinator
will be determined by the health plan
according to the needs of the member. For
members identified as high risk, care
coordinators must have substantial training
regarding medical, LTSS, and behavioral
health services.

17

Responsibilities and
Qualifications of Care
Coordinators

2. l. Frequent Member contact

18

Interdisciplinary Care Team

6. The membership of the ICT will include
the Member and/or authorized
representative, PCP, Plan care coordinator
or manager, and may include the following
persons, as needed, and if available:

The tasks and responsibility of this individual are
integral to the life and health of the Member,
and therefore it does not seem appropriate that
the standards set no minimum education or
experience requirement for the individuals
performing this function. There need to be
minimum education and experience
requirements as well as a firm knowledge of the
population, community resources and patient
advocacy.
This standard needs to be defined with a
minimum contact frequency, such as monthly at
a minimum, and more frequently as the
Member’s needs require.
Members of all ICTs need to have training in
appropriate and respectful communication with
older adults and persons with disabilities and
cultural sensitivity training.

18

Interdisciplinary Care Team

The role of the ICT is care management,
including assessment, care planning, and
authorization of services, transitional care
issues and working closely with IHSS, CBAS,
and NF providers to stabilize medical
conditions, increase compliance with care
plans, maintain functional status, and meet
individual Members’ care plan goals.

This section appears to inadvertently omit MSSP
from the list of entities with which the ICT is to
work closely.
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20-22

Definitions

Entirety

Suggested edit: Move the definitions to the
beginning of the document.

Currently, this list creates more confusing than
clarification. For example, the ICT is not well
defined, changes throughout the document and
is confused with or interchangeable with CCT.
Further, the use of “CCT” runs the risk of being
confused with the California Community
Transitions project.
An additional example is the definition of care
management versus care coordination versus
case management. Clarification of these and
what programs currently provide these to
standardize for educational purposes is needed.
For example, MSSP Care Management can be
defined individually and would include features
such as: person-centered, home-based, biopsycho-social assessment with the ability to
purchase services and goods where the need is
indicated and can’t be met elsewhere. As a part
of the standards development, MSA should be
engaged to work with Plan partners to offer
some alternate, more concrete definitions.
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General
Comment

Comment or Suggested Edit
The purpose of this document is to outline the
Care Coordination standards for the Plans to
follow. Moreover, the purpose of the Duals
Demonstration/CCI is to coordinate care for
consumers along the entire spectrum of both
health care and long-term supports and
services.
SEIU California is concerned that this document
does not adequately tie the coordination of
health care to that of long-term care,
particularly in-home supportive services.
SEIU California suggests that when policies and
procedures pertaining to coordination are
required for the Plan, that they reflect the
entire spectrum of care.

2

“DHCS is seeking stakeholder feedback on “DHCS is also proposing that the Plan,
these assessment and care coordination as a critical component of their local
standards.”
stakeholder process, host at least one
local community stakeholder meeting
dedicated to a review of these
proposed standards.”

While SEIU California supports the Plan hosting
a minimum of one stakeholder meeting
dedicated to reviewing the proposed
standards, it is not the sole responsibility of the
Plan to engage in the stakeholder process
regarding the standards.
As the oversight agency for the Duals
Demonstration/CCI, DHCS must also create an
avenue for stakeholder input on these
standards by hosting a stakeholder meeting.
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Comment or Suggested Edit

Suggested Edit:
“In addition to DHCS hosting a stakeholder
meeting to review the proposed standards at
the state level, DHCS is also proposing that, the
Plan, as a critical component of their local
stakeholder process, host at least one local
community stakeholder meeting dedicated to a
review of these proposed standards.”
4

“DHCS proposes the following general “8. Plans must have an agreement
provisions regarding care coordination.”
with their county social service agency
regarding care coordination of IHSS
recipients. The agreement must
include: a comprehensive, inclusive
communications process between the
Plan and county; data sharing
protocols; the role and purpose of the
ICT and who will be served, metrics
indicating levels of risk (prioritization);
composition and leadership of the
CCT; how documentation and data will
be recorded and stored; procedures
for follow-up and monitoring of
cases.”

It is unclear if the “composition and leadership
of the CCT” within the agreement between the
Plan and the county social service agency is
meant to serve as a set definition; or as a
guideline, in which the consumer can then have
individual input above and beyond what is in
the county agreement as to the composition
and leadership of their own CCT. The latter is
key to maintaining the principles of consumercentered and consumer-directed care on which
the CCI is based.
Suggested edit:
“8. Plans must have an agreement with their
county social service agency regarding care
coordination of IHSS recipients. The agreement
must include: a comprehensive, inclusive
communications process between the Plan and
county; data sharing protocols; the role and
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Organization: SEIU California
Contact Name: Robert Harris, Legislative Advocate
E-Mail: Robert@harrisandwenbourne.com
Comment or Suggested Edit
purpose of the ICT and who will be served,
metrics indicating levels of risk (prioritization);
composition and leadership of the CCT, with
input by the consumer; how documentation
and data will be recorded and stored;
procedures for follow-up and monitoring of
cases.”
Additionally, SEIU California suggests that the
plans be required, on a quarterly county-bycounty basis, to convene a stakeholder
workgroup of the unions and public authorities
to discuss the coordination of LTSS into
managed care.

5

In addition, DHCS proposes to incorporate
the following provisions for care
coordination from the National Quality
Forum (NQF).

“5. ! program should be used that It is unclear what is meant by the term, “care
incorporates a care partner to support partner.”
family and friends when caring for a
hospitalized Member.”
It is also unclear how the role of a “care
partner” would interact with that of an IHSS
provider for those consumers that have
selected to have their IHSS provider as part of
the CCT.
Under the Duals Demonstration/CCI, IHSS
providers are no longer prohibited from
receiving compensation for caring for their
hospitalized consumer. It is SEIU California’s
position that if, as suggested in this section,
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Comment or Suggested Edit
such a program is to be used, that there be a
clear relationship defined between the role of
the “care partner” and that of the IHSS
provider.

8

Health Risk Assessment (HRA)

Plans must submit to DHCS the It is SEIU California’s position that this language
following:
creates confusion surrounding a consumer’s
right to dictate their caregiver’s – and more
specifically their IHSS provider’s – involvement
“8. ! process for identifying the need
in their care coordination.
for including appropriate involvement
of caregivers, and obtaining Member
approval when the need for such Suggested Edit:
involvement is defined.”
“8. ! proĐess Ǟy whiĐh – if a Member has not
previously specified the level of involvement
that their caregiver shall have in their care
coordination – the Plan can 1.) identify and
suggest the appropriate involvement of
caregivers; and 2.) obtain Member approval
when the need for such involvement is
defined.”

8

Health Risk Assessment (HRA)

Plans must submit to DHCS the The intent of the Duals Demonstration/CCI is to
following:
coordinate care among the entire care
spectrum, including homecare. This section is
exclusive of facilitating communication among
“10. ! process to identify the need for
both healthcare and homecare providers. It is
facilitating communication among the
essential that a process be established by
Member’s health care providers,
which communication is facilitated between all
including mental health and substance
care providers.
abuse providers when appropriate.
These processes shall be developed
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Existing Text
jointly between the Plan
appropriate county agency.”

9

Individual Care Plan

Comment or Suggested Edit
and

“5. ! process to identify the need for
including appropriate involvement of
caregivers, and obtain member
approval for such involvement.”

Suggested Edit:
“10. ! process to identify the facilitation of
communication among the Member’s health
care including mental health and substance
abuse providers, and homecare providers,
when appropriate. These processes shall be
developed jointly between the Plan and
appropriate county agency.”
It is SEIU California’s position that this language
creates confusion surrounding a consumer’s
right to dictate their caregiver’s – and more
specifically their IHSS provider’s – involvement
in their individual care plan.
Suggested Edit:
“10. A process by which – if a Member has not
previously specified the level of involvement
that their caregiver shall have in the
development of their individual care plan – the
Plan can 1.) identify and suggest the
appropriate involvement of caregivers; and 2.)
obtain Member approval when the need for
suĐh involvement is defined.”
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Page

Section	
  Title

3

Recommendation	
  3.1

11

Recommendation	
  9.3

Existing	
  Text (from LTCI	
  Service
Comment or Suggested Edit
Recommendations 11-‐28-‐
12.docx)
Ad the following to	
  the end	
  of the existing text:
Design a comprehensive	
  public	
  
information campaign targeting
Provide	
   feedback mechanism for consumers
consumers. This will include,
and other stakeholders to report problems with
among	
  other	
  things, print media	
   receiving LTSS services via the new “central
door” process. Provide prompt response from
and an	
  online listing	
  of all LTSS
heath	
  plan	
  or responsible agencies to	
  consumer
service providers	
  for consumers feedback, questions or	
  complaints.
with descriptions of the services
that	
  they provide and the criteria
for	
  accessing	
  those	
  services. The
listing should be updated	
  on a
quarterly	
  basis to	
  ensure that the
information is accurate. In
addition, create a strategy	
  to	
  
ensure	
  that health care	
  
providers, LTSS providers,
stakeholders	
  and advocates	
  are
aware of the directory	
  and pass
that	
  information on to
consumers.
Ad the following to	
  the end	
  of the existing text:
Develop a Senior Aide position,
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Page
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Existing	
  Text (from LTCI	
  Service
Recommendations 11-‐28-‐
12.docx)
integrating aides into the
interdisciplinary care
coordination	
  teams that
coordinate	
  care for	
  individuals
with multiple chronic conditions.

Comment or Suggested Edit

Consumers will be notified	
  if they fit the criteria
that	
  a care coordination team is a service
available	
  to them. Consumers have the right to	
  
‘opt in’ and have	
  their providers on the	
  team if
he or she agrees. The provider should	
  not
automatically join the	
  care	
  coordination team
without the express consent of the consumer—
the consumer	
  should not	
  be required to ‘opt-‐
out.’
Clear information	
  should	
  be provided to
consumers	
  and providers	
  on what a ‘Senior
Aide’ position	
  entails and	
  what additional
training, if	
  any, warrants this change in position.
The consumer has discretion on whether his or
her provider can	
  participate o the team and	
  
this decision should take place between the
consumer and provider without involvement by	
  
the health plan.
The consumer is an active	
  participant on the	
  
care coordination team, identifying priorities	
  
and leading team discussions.
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11

9.4

Existing	
  Text (from LTCI	
  Service
Recommendations 11-‐28-‐
12.docx)
Implement best practice
retention	
  strategies for	
  direct
care workers.

Comment or Suggested Edit

Edit: Implement best practice

retention	
  strategies for	
  home care
providers (independent providers
and Consortium providers) and
direct care workers.
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4

Care Coordination	
  General
Requirements

“Plans must have policies and procedures
to reflect	
  self-‐directed	
  care, and	
  shall
document in	
  the Member’s medical record	
  
the Member’s choice to self-‐direct care.”

13

Care Coordination

“Plan must monitor nursing	
  facility	
  
utilization	
  and	
  develop	
  care transition	
  
plans and	
  programs that move
beneficiaries back into	
  the community to	
  
the extent	
  possible.”

13

Care Coordination

“Plan shall monitor and support members
in the community to avoid further
institutionalization.”

The Coordinated Care Initiative needs to
address the	
  fact that there	
  are	
  some	
  patients
that	
  are not	
  alert	
  or	
  capable to make their	
  own
choices. They also may not have family to make
decisions for them. Thus, the facility in which
they are residing may need to make proper	
  or	
  
informed choices from them.
Due to this, there will be more pressure to
transfer	
  beneficiaries to a lower	
  level of	
  care as
soon as	
  possible. This	
  may be harmful to the
patient because the patient may be transferred	
  
to a lower	
  level of	
  care before he or	
  she is fully
ready.
Due to this, the patients that are really in need
of being institutionalized	
  may be prevented	
  
from doing so. Two or	
  three hours of	
  care from
IHSS is	
  not an adequate amount of care for
individuals whom are sick.	
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7

Health Risk Assessment
(HRA)

Plans shall use an HRA tool survey
tool to assess a Member’s current
health risk, including medical, LTSS,
and behavioral health elements.

The lack of uniform assessment tool is	
  a recipe
for	
  disaster. If	
  each plan uses its own tool,
people are at risk for being misclassified.

8

Health Risk Assessment
(HRA)

4. The HRA shall be conducted by:

Who will these personnel work for? The plans?
Seems like	
   conflict of interest.

i. Personnel trained in the use of
the assessment instruments.
5

Care Coordination	
  General
Reuiremements

15. Plans offer services beyond
those required by Medicare
and Medi-Cal at the Plan's
discretion. (SB 1008)

3

DHCS is seeking
stakeholder feedback
on these assessment
and care coordination
standards.

•

18

Responsibilities and	
  
Qualifications of Care
Coordinator

What incentives do plans have to provide any
services	
  beyond those required?

The word “flexibility” raises red flag. It could
Provide flexibility for Planspecific modifications, subject result	
  in denial of	
  necessary services.
to prior written approval by
DHCS in consultation with
CMS.

s. Initial Enrollment
Recommendation: To
facilitate

What about HICAP? Wouldn’t it be better to
wait until the extra HICAP funding arrives in July,
or perhaps arrange a bridge loan? How else are
people supposed	
  to	
  know how to	
  select a plan	
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  Text
communication
between Plans and
social service
agencies, particularly
during the initial
enrollment period,
DHCS and the CDSS
recommends that
Plans consider
identifying a limited
group of care
coordinators that work
with county social
service agencies, as
well as a limited group
of care coordinators
that work with county
behavioral health
agencies.

Comment or Suggested Edit
and avoid passive	
  enrollment?

12

Case management services for
1. Comprehensive
dual-eligible beneficiaries must
Case Management
Including Coordination include the concepts of PersonCentered Planning.
of Care Services

Managed care organizations generally have no
concept of person-‐centered planning.

2

-‐-‐-‐-‐

CMS has still not granted	
  approval to	
  the
counties	
  or the plans. Significant delays	
  may	
  
result.

per the Centers for Medicare and
Medicaid Services (CMS).
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General Comment

The May 31, 2012 Duals Demonstration Proposal
submitted to CMS specifies “Health plans will be
responsible for	
  providing beneficiaries seamless access to
the full range of	
  mental health and substance use
services	
  currently covered by Medicare and Medi-‐Cal.” (p.
21)
However, the Care Coordination	
  Standards Draft makes
few explicit references to Medicare-‐covered mental
health	
  and	
  substance use disorder services provided	
  by
the Health Plan. Those Medicare Part	
  A services
including inpatient, partial	
  hospitalization, and hospital	
  
outpatient care and	
  Part B outpatient services will	
  be
delivered by providers contracted	
  with	
  the Health	
  Plan.	
  
The Standards should explicitly call for coordination by
and with the Health Plan-‐contracted providers and
County-‐operated	
  and County-‐contracted mental health
and substance	
  use	
  disorder treatment	
  providers. The
way the current draft reads it is only the County-‐operated	
  
or County-‐contracted services	
  that need to be
coordinated.
Many of the edits suggested below are related to this
comment.

1
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Comment or Suggested Edit
General Comment

The May 31, 201 Duals Demonstration Proposal
submitted to CMS mentions	
  “Medical Home” and on
page 14 says: “The Model of Care for this demonstration	
  
includes:	
  ... and locus of care management (practice level,
group level, or plan level)”. However, the	
  emphasis in the
draft of the Care Coordination	
  Standards is almost
completely	
  on care management at the level of the
health	
  plan. The Standards should describe how the
locus of care management is determined.	
   Some of the
edits suggested below address this.
General Comment
When the Coordination of Care Standards address
behavioral health, the standards focus exclusively on
coordinating care between behavioral health and other
providers with	
  respect to	
  the treatment of mental health	
  
and substance	
  use	
  disorders. The Standards	
  do not address	
  
coordination of care with behavioral health providers	
  in
treatment	
  of	
  non-‐mental health and substance use
disorders.
For example, Medicare	
  reimburses for obesity counseling
for	
  patients whose body mass index is over	
  30 for	
  smoking
cessation and for other conditions	
  that behavioral health
providers specialize in	
  treating with	
  evidence-‐based	
  
practices.
These preventable and treatable conditions are prevalent in
2
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the Dual Eligible population. According to	
  Medi-‐Cal’s
Coordinated	
  Care Initiative Population	
  Combined	
  Medicare
Medi-‐Cal Cost, Utilization, and	
  Disease Burden,	
  DHCS
RASB, November 2012:	
  

“Modifiable chronic disease risk	
  factors, such as
hypertension, overweight and	
  obesity, smoking, and	
  
alcohol use have a high	
  prevalence among the Medicaid	
  
population. Additionally, the rate of obesity among the
Medicaid adult population is 10 percentage points higher
than for	
  adults covered by any other	
  health plan or	
  
among	
  the	
  uninsured. The health expenditures among
obese Medicaid	
  beneficiaries are estimated	
  to	
  be 39%
greater than for non-‐obese beneficiaries.”

4

6

CARE COORDINATION
GENERAL REQUIREMENTS

INITIAL RISK STRATIFICATION
MECHANISM

Care coordination	
  shall adhere to	
  a
Member’s determination	
  about the
appropriate	
  involvement of his or her
medical providers and caregivers, in
accordance	
  with the	
  Health Insurance	
  
Portability and Accountability Act (HIPAA).
risk stratification	
  mechanism or
algorithm designed for the	
  purpose	
  of
identifying newly-‐enrolled Members who
have higher-‐risk and more complex health
needs,
4 Explanation for how the stratification of
enrolled population corresponds to the	
  

One edit to Care Coordination on page 12 addresses this
point.
Ad reference to	
  CFR	
  42, Part 2.
.. in accordance with the Health Insurance	
  Portability and
Accountability Act (HIPAA) and, for patients in substance	
  
use disorder treatment, CFR	
  42, Part 2.

... more complex physical and behavioral health needs

Explanation for how the stratification	
  of enrolled	
  population	
  
corresponds	
  to the care coordination approaches including
3
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INITIAL RISK STRATIFICATION
MECHANISM

8

HEALTH	
  RISK ASSESSMENT
(HRA)

9

INDIVIDUAL CARE PLAN

Organization: Tarzana Treatment Centers
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E-‐Mail: asenella@tarzanatc.org

Existing	
  Text

Comment or Suggested Edit

care coordination approaches.

how the locus of care management (practice level, group
level, or plan level) will	
  be determined based	
  on risk.

5. process for providing stratification	
  
results to Members’ primary care provider	
  
(PCP)/Independent	
  Physician Association
(IPA)	
  within 60 days of	
  enrollment. In
addition, a process for providing IHSS	
  
recipients’ stratification results to the
county	
  human services agency, and serious
mental health (SMI) Members’ results to
the county mental health agency.
10. A process to identify the	
  need for
facilitating communication among the
Member’s health care providers, including
mental health and substance abuse
providers when	
  appropriate.

... , and serious mental health (SMI) Members’ results
to the county mental health agency, and chronic
substance use disorder Members’ results to the county
substance use disorder agency.

... including Plan-‐contracted and County-‐operated	
  and	
  
County-‐contracted mental health and substance abuse
providers when	
  appropriate.

Add this item to the this section:
x. A process for identifying where the predominant	
  

locus of care management (practice level, group level, or	
  
plan	
  level) will be determined based	
  on risk.
9

INDIVIDUAL CARE PLAN

3. A process for the Plan to accept	
  
referrals from mental health plans
(MHP) when the determination is
made that	
  the service should be	
  
administered by the Plan.
4. A process of referral from the Plan
to the MHP for determination of
medical necessity.

3. A process for the Plan to accept	
  referrals from
mental health plans (MHP) and substance use
disorder treatment	
  providers when the
determination is made that	
  the mental health or
substance use disorder treatment service should be
administered by the Plan.
4. A process of referral from the Plan to the MHP or
substance use disorder treatment agency for
4
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9

INDIVIDUAL CARE PLAN

7. A process to identify the need for
facilitating communication among
the Member’s health care
providers, including mental health
and substance abuse providers
when appropriate.

10

INDIVIDUAL CARE PLAN

11. A process for reviewing and

10

11

INDIVIDUAL CARE PLAN

INDIVIDUAL CARE PLAN

updating the ICP as necessary
following a psychiatric or acute
hospital admission, particularly for
enrollees with SMI.
13. Plans shall consider behavioral
health needs of Members and
coordinate those services with the
county mental health department	
  
as part	
  of the Member’s care
management	
  plan when
appropriate.
21. ICPs shall incorporate appropriate
use of behavioral health services,
including county mental health
and substance use, and Drug
Medi-‐Cal services. Identification
of providers should promote co-‐
location of service delivery,

Comment or Suggested Edit
determination of medical necessity of mental
health or substance use disorder treatment.
... including Plan-‐contracted and County-‐operated	
  and	
  
County-‐contracted mental health and substance abuse
providers

... particularly for enrollees with SMI or a chronic
substance use disorder.

13. Plans shall consider behavioral health needs of

Members and coordinate those services with the
county mental health department and/or
substance use disorder agency...

Identification of Plan-‐contracted and County-‐operated	
  and	
  
County-‐contracted providers should promote co-‐location
of service delivery, especially for Members receiving	
  
county-‐administered specialty mental health or Drug
Medi-‐Cal services with SMI	
  or chronic substance use
disorders.	
  
5
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especially for Members receiving
county-‐administered specialty
mental health or Drug Medi-‐Cal
services.	
  
12

CARE COORDINATION

2) Identification of appropriate
providers and facilities (such as
medical, rehabilitation, support	
  
services, LTSS, and behavioral
health) to meet	
  Member care
needs.

Identification of appropriate providers and facilities
(such as medical, rehabilitation, support	
  services, LTSS,
and behavioral health to address both substance use
issues and issues like obesity, smoking cessation, and
hypertension) to meet	
  Member care needs.

13

CARE COORDINATION

4.D. Plan shall coordinate the review
process with county mental health and
social service agencies.

... with county mental	
  health, substance use disorder
treatment, and social services agencies.

16

REASSESSMENT AND REVIEW

1.b. For SMI	
  or Drug Medi-‐Cal
Members, reassessment	
  conducted in
conjunction with behavioral health
specialist.

, reassessment	
  conducted by County-‐operated	
  and	
  
County-‐contracted mental health and substance abuse
providers in conjunction with the Plan-‐based or
contracted behavioral health specialist.

16

RESPONSIBILITIES AND
QUALIFICATIONS OF CARE
COORDINATOR

2.a. Promotion of co-‐location of service
delivery, particularly for Members with
receiving county-‐administered specialty
mental health or Drug Medi-‐Cal
services.

Promotion of co-‐location of service delivery among

18

INTERDISCIPLINARY CARE
TEAM (ICT)

6.h. Behavioral Health specialist	
  for
Members receiving county-‐

Plan-‐contracted and County-‐operated	
  and	
  County-‐
contracted, particularly for Members with SMI	
  or

chronic substance use disorders.	
  receiving county-‐
administered specialty mental health or Drug Medi-‐Cal
services	
  
Behavioral Health specialist	
  for Members receiving
mental health or substance use disorder services from
6
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administered specialty mental health or Plan-‐contracted and/or County-‐operated or County-‐
Drug Medi-‐Cal services.
contracted services. county-‐administered specialty
mental health or Drug Medi-‐Cal services.
18

SUBCONTRACTS

3. ii. Consulted with county social
services agencies regarding the scope
of the subcontractor duties related to
IHSS referrals and communication with
county agencies, and revised as
necessary any existing MOU or written
agreements to reflect	
  subcontractor
responsibilities as they relate to
members with IHSS.

Consulted with county social services and behavioral
health agencies regarding the scope of the
subcontractor duties related to IHSS and mental health
and substance use disorder referrals and
communication with county agencies, and revised as
necessary any existing MOU or written agreements to
reflect	
  subcontractor responsibilities as they relate to
members with IHSS, SMI	
  or chronic substance use
disorders.

19

SUBCONTRACTS

5. Plan shall provide either a single	
  
entity as a point	
  of contact	
  for the
county social service agency, or
jointly develop an alternative
process with the county social
service agency.

6. Plan shall provide either a single entity as a point	
  of
contact	
  for the county social service and behavioral
health agencies agency, or jointly develop an
alternative process with the county social service
and behavioral health agencies agency.

7
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General
Comment

Comment or Suggested Edit
We appreciate the opportunity to comment on
the proposed Care Coordination Standards.
However, we are concerned that more time is
needed	
  at the state level to	
  develop	
  the policy
and requirements.	
   We recommend that when
the next	
  draft	
  of	
  care coordination standards
are	
  provided that the	
  state	
  give	
  stakeholders	
  at
least 30 days to provide comment.	
  

2

Introduction:

“DHCS is also proposing	
  that the Plan, as a
critical component of their	
  local
stakeholder process, host at least one local	
  
community	
  stakeholder meeting dedicated
review of these	
  proposed standards.”

The Department of Health Care Services (DHCS)
indicates that these proposed care coordination
standards	
  reflect the preliminary input of the
Plans and demonstration counties. However,
this document	
  is the state’s proposed policy as a
product of DHCS, not the Plans.	
  To this end,
Plans should not be solely responsible for	
  
obtaining stakeholder input o the state’s
proposed	
  policy. Instead, we recommend that	
  
the state convene its own stakeholder	
  process
to solicit feedback on this	
  document, in addition
to requesting local	
  input through a Plan-‐
developed process.

3

Introduction, cont’d.

“These standards incorporate the following	
  
goals in conjunction with current Medi-‐Cal
managed care assessment and care
coordination requirements...

On page 2 (paragraph 3), DHCS indicates that	
  it	
  
will require Plans to meet these standards. Yet,
o page 3, DHCS indicates that it will provide
flexibility for	
  “Plan-‐specific	
  modifications.” It is	
  
unclear what criteria will be considered in
granting	
  modifications to the	
  standards.	
   We
recommend that	
  the criteria used in granting
modifications ensure that fundamental access

•

[Bullet 5]	
  Provide	
  flexibility for
Plan-‐specific	
  modifications, subject
to prior	
  written approval by DHCS
in consultation with CMS”
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to high-‐quality care coordination and
assessment procedures across plans is not
violated.

4

Care Coordination	
  General
Requirements

“1. Plans will provide care coordination	
  
services	
  to all Members	
  as	
  needed, and if
requested.”

This requirement is unclear whether it requires
Plans to provide care coordination services to all
Members who request it or all members who
need	
  it. We	
  recommend the	
  following	
  wording
change: “Plans will provide care coordination
services	
  to all members	
  as	
  needed, in
accordance with	
  the Member’s individual
preferences.”

4

Care Coordination	
  General
Requirements

“8. Plans must have	
  an agreement with
their	
  county social service agency regarding
care coordination for IHSS recipients. The
agreement must include: comprehensive,
inclusive communications process between
the Plan and county; data sharing
protocols; the role and	
  purpose of the ICT
and who will be	
  served, metrics indicating
levels of risk (prioritization);	
  composition
and leadership of the	
  CCT; how
documentation	
  and	
  data will be recorded	
  
and stored; procedures for follow-‐up	
  and	
  
monitoring of cases.”

As the document currently reads, the
development of clear communications protocols
between	
  provider and	
  Plan, the role of provider
o the ICT, and	
  other items only apply to	
  care
coordination of IHSS recipients. We believe that
there should be similar	
  processes in place for	
  
Plans with other LTSS	
  providers that are	
  present
in the Demonstration counties, such as the	
  
Multipurpose Senior Services Program (MSSP)
providers or the Community-‐Based	
  Adult
Services (CBAS) providers. Therefore, we
recommend the following edit	
  “Plans must have	
  
a agreement with	
  the county social service
agency regarding care coordination for	
  IHSS
recipients. Additionally, Plans must have similar
agreements with	
  other key LTSS providers in	
  the
service area regarding care coordination for	
  
Members,	
  including the MSSP and CBAS
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programs where relevant.	
  It is the state’s
expectation that in these	
  agreements, IHSS,
MSSP, and CBAS will participate fully in
executing a single	
  plan of care. These
agreements must include the following:…”

4

Care Coordination	
  General
Requirements

“9. Care	
  coordination policies will reflect
the principles of	
  self-‐directed	
  care as
follows:

We believe that the elements included in the
section numbered ‘9’ are not “principles” of
self-‐directed	
  care, but rather requirements for
Plans to provide meaningful options for self-‐
directed	
  care as part	
  of care coordination
services.	
  Therefore, we recommend the first
sentence read, “Members shall be given the
option	
  to	
  self-‐direct his/her care, in	
  accordance
with individual preference, and in accordance
with the following requirements:”
Furthermore,	
  it is not clear what is meant by
requiring plans to have policies and procedures
to “reflect self-‐directed	
  care”	
  as outlined in
subsection a. This is very general requirement
that	
  should instead clearly	
  define what is being
asked of Plans. We suggest the following edit:
“a. Members shall have	
  the	
  right to self-‐direct
services	
  for the provision of long-‐term services
an supports, an forego	
  care management
services. Plans	
  must inform the Member of
his/her right to	
  self-‐direct services, and
document Member’s decision to self-‐direct
services.”
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4

Care Coordination	
  General
Requirements

“9. b. … Plans are encouraged	
  to	
  consult
with the California Department of Social
Services (CDSS) and DHCS	
  to confirm
policies are consistent with IHSS program
requirements.”

This is unclear as written. We suggest the
following edit: “Plan policies must be consistent
with IHSS requirements, as outlined in current
statute and regulations. Plans	
  may consult with
the California Department	
  of	
  Social Services
(CDSS)	
  and DHCS to confirm that	
  its policies
conform with IHSS statute and regulations.”

5

Care Coordination	
  General
Requirements

“9. d. For Members with	
  cognitive
impairment, during the annual	
  
reassessment	
  or	
  upon significant	
  change in
health	
  status, Plans shall work with	
  
Members, or	
  their	
  authorized
representative to determine their	
  interest	
  
in continuing to self-‐direct their care.”

For some	
  individuals regardless of	
  whether	
  they
have cognitive impairment or not,	
  
reassessments o an	
  annual basis are too	
  
distant to	
  capture new needs due	
  to changing	
  
health	
  and	
  functional conditions. We
recommend editing this statement here and
throughout	
  the document	
  as appropriate	
  to
include the acknowledgement	
  of	
  a significant
change in functional status	
  as	
   qualifying
reason to complete a reassessment.
We suggest the following edit:
For Members with significant decline in health
or functional status (e.g., Alzheimer’s Disease
an related	
  dementias) as identified	
  by
contracted providers,	
  Plans shall work with
Members, and/or their authorized	
  
representative as appropriate, to determine
their	
  current needs	
  as	
  well as	
  their interest in
continuing to self-‐direct their care.”

5

Care Coordination	
  General
Requirements

“10. In conjunction with contracted MSSP
organizations, Plans shall have a care
coordination	
  and	
  management model that

These requirements are unclear.	
  We
recommend that	
  the same requirements be in
place for IHSS, CBAS, and	
  MSSP programs, as
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supports	
  appropriate referral of	
  Plan
Members to the MSSP for assessment,
eligibility determination, and services.

opposed	
  to	
  calling out programs individually.	
  

11. Plans shall have	
  policies and
procedures governing how the Plan	
  will
make referrals to MSSP and defining the
respective care management	
  roles and
duties of the Plan’s care coordination team
and MSSP	
  care	
  managers.
12. Care coordination	
  policies shall reflect
the principles and use of	
  MSSP.”

In addition, it is unclear what will	
  happen if
Members are referred to MSSP but the available
slots	
  are filled. Should MSSP-‐like services be
permitted under the Demonstration	
  when	
  
traditional waiver	
  slots are filled, we
recommend that	
  Plans adhere to the same
services	
  and standards	
  provided under the
MSSP waiver program.
Finally, it is unclear what is meant in subsection
12, and we	
  suggest deletion.

5

Provisions for care	
  
coordination from the
National Quality Forum
(NQF)

“In addition, DHCS proposes to incorporate
the following provisions for	
  care
coordination from the National Quality	
  
Forum (NQF).”

We appreciate the mention and support of NQF
standards. However, by indicating that DHCS is
“proposing	
  to incorporate”	
  these provisions,	
  it is
unclear whether DHCS is definitively requiring
these provisions.	
  In addition,	
  the NQF provisions
for	
  care coordination refer	
  primarily to a
medical approach to care coordination, without
acknowledgement of the different	
  needs for	
  
care coordination and care management for
LTSS needs.	
   We recommend that	
  the State
include placeholder language in this document
to ensure that	
  provisions for	
  care coordination
acknowledge	
  LTSS	
  needs in addition to health
needs and	
  that	
  existing provisions be adapted to
include LTSS providers.	
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6

Risk Stratification	
  and	
  Health	
  
Assessment Process

“Plans shall apply DHCS-‐approved health
risk stratification mechanism or	
  algorithm
to identify newly enrolled	
  dual-‐eligible	
  
beneficiaries within	
  44 days of enrollment.
Based	
  o the results of the Member’s
health	
  risk stratification, Plan	
  shall also	
  
administer the	
  DHCS	
  approved health risk
assessment (HRA) survey within 6 days for
dual-‐eligible	
  beneficiaries deemed to be	
  at
higher health risk, and 9 days for
nursing facility residents or those
determined	
  to	
  be a lower health	
  risk.”

The interface between receiving services and
the eligibility process timeline for	
  assessment
and provision	
  of services	
  for	
  new Members is
unclear. Without a clear statement about
continuity	
  of care for new Members, this	
  
section as	
  currently written appears as if
Members could wait over 10 days without
contact from a provider. We suggest that
continuity-‐of-‐care requirements be clearly
outlined, with	
  Members using their current
providers until a plan-‐of-‐care is	
  developed by	
  
the Plan.
For example, the	
  Massachusetts Duals
Integration Readiness Tool outlines process,
which we believe ensures for the Member’s
continuity-‐of-‐care for the range of needs,	
  as
follows:
The (Plan) ensures continuity of care for medical,
behavioral, long-‐term services and supports
(LTSS), an pharmacy services upo new
enrollment. The	
  (Plan) shall for 1) a period of up
to 90 days, unless the assessment is	
  done sooner
an the Enrollee agrees to	
  the shorter time
period; or 2) until the (Plan) completes a initial
assessment of service needs, whichever is
longer:	
  
a. allow enrollees to	
  maintain	
  their current
providers;
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b. honor prior authorizations, its contracted
managed care entities; and
c. reimburse providers	
  at their current provider
rates at	
  the time of	
  enrollment	
  

7-‐9

Health Risk Assessment

Plans shall use	
  an HRA tool survey tool to
assess a Member’s current health risk,
including medical, LTSS, and behavioral
health	
  elements.
Health Plans must include the SF-‐12	
  Health
Survey questions in their HRA tool… A
standardized HRA across	
  all Health Plans	
  
will provide great value to the department
addressing clinical, quality, and policy
decisions.

We appreciate the use of a standardized,
validated assessment for health but HRAs
generally lack domains to assess functional	
  
need. Further, the	
  SF-‐12	
  may produce	
  a ceiling
effect in the	
  dual eligibles population given a
larger portion of this group will	
  have responses
that	
  reflect	
  poor	
  health, greater	
  limitations in
function, more behavioral health needs, and
more social isolation than in the larger
population	
  in	
  which	
  this survey was originally
developed. We suggest that the SF-‐12	
  must be	
  
supplemented with questions that further
distinguish	
  risk in	
  a typically high-‐needs
population.
Additionally, Members who are	
  deemed “low
risk” by the SF-‐12 may be at high risk for LTSS
need,	
  which is not evaluated in this instrument.	
  
To this end, we	
  believe	
  DHCS should require
additional measures be	
  included in the	
  health
risk assessment	
  across plans to supplement	
  the
SF-‐12	
  that address specific activities of daily
living and instrumental	
  activities of daily living.	
  
small, select set of questions reflecting
function	
  in	
  these domains can	
  be highly
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predictive of LTSS need. As an	
  example, the MI-‐
CHOICE screener tool developed	
  in	
  Michigan	
  
was developed to identify those who would
qualify for an	
  in-‐person	
  LTSS assessment based	
  
on a limited	
  set of questions reflecting function	
  
and supportive	
  needs.	
   This tool was
demonstrated	
  to	
  be effective for screening by
telephone those at	
  a minimum level of	
  risk for	
  a
broad	
  range of LTSS needs.
We recommend the following process, adapted
from the Massachusetts readiness tool:
Upon	
  enrollment an as appropriate thereafter,
the Plan will perform screening	
  assessment to	
  
identify individuals with health and/or
functional needs as defined by the state. Those
with identified health and/or functional needs
will then receive comprehensive assessment,	
  
which will be the starting point for creating an
Individualized Care Plan (ICP). These
assessments:
a. May be done at the same time or different
time as the initial screening assessment;	
  
b. Must be conducted	
  by appropriate care team
members as determined	
  by the enrollee's needs
identified in the initial	
  assessment using an
approved	
  assessment tool in	
   location	
  that
meets the needs of the enrollee;
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c. Will encompass	
  social, functional, medical,
behavioral, wellness an prevention	
  domains, as
well as the enrollees’ strengths and goals, need
for	
  any specialists and the individualized plan for	
  
care management and coordination; and
d. Identify the natural supports necessary to	
  
sustain	
  the enrollee in	
  his or her current place of
residence.

7

Health Risk Assessment

“Plans shall use an HRA tool survey	
  tool to
assess a Member’s current health risk,
including medical, LTSS, and behavioral	
  
health	
  elements.”

The HRA is a valuable tool for beginning to
understand	
  risk for poor outcomes and	
  the
likelihood of costly service utilization.	
   Although
in a traditional	
  Plan, the focus of the HRA is on
“health risk”, the HRA in the Plans participating	
  
in the Demonstration should take a broader
focus. Thus, the reference to the HRA being a
tool to assess current health risk	
  should also be
broadened	
  to	
  reflect both	
  “health	
  and	
  
supportive services	
  risk”. LTSS does	
  not follow
the medical model and thus should not	
  be
grouped into an assessment focused exclusively	
  
on health	
  risk. Rather, the HRA	
  should	
  perhaps	
  
be renamed	
  to	
  simply a “risk assessment” or a
“health and functional risk	
  assessment”.

7

Health Risk Assessment

“’Higher risk’ for risk-‐assessment purposes
means Medi-‐Cal beneficiaries who	
  are at
increased risk of having an adverse health
outcome or worsening their health status	
  if
they do not	
  receive initial contact	
  by the

We recommend that this statement be
broadened	
  to	
  include not just worsening of
health	
  status, but also	
  worsening of functional
status	
  if they do not receive an	
  initial contact by
the Plan in a timely fashion. There are dual
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Plan within 6 calendar days of
enrollment.”

eligibles for whom their functional need is
primary and	
  who	
  may not have significant
health	
  needs but if they d not receive
evaluation and approval of supportive	
  services
in a timely fashion, their home environment
may no longer be safe for them	
  or their
functional status could decline.

8

Health Risk Assessment

Item #6. A process describing how the Plan
will identify higher-‐risk and nursing facility
residents’ medical care needs including
primary care, specialty care, durable
medical equipment (DME), medications,
LTSS needs, behavioral health needs, and
other needs and	
  develop	
  an	
  individual care
management and care coordination plan as
needed, within	
  90 days of enrollment.”

We recommend that the reference to “medical
care needs” be broadened to include “medical
and supportive	
  service	
  needs” to reflect that
LTSS do not follow a medical model and the
need	
  for these services and	
  supports may be
derived	
  from non-‐medical functional issues.

12

Care Coordination

“B. Plan	
  shall develop	
  methods to	
  identify
members who may benefit from	
  complex
case management services, using
utilization	
  data, clinical data, LTSS data,
and any other available	
  data…”

We suggest a clarification for “LTSS data”	
  to be
more broadly inclusive of assessment and
utilization	
  data across all domains.

13

Care Coordination

“E. Plan shall develop specific care	
  
coordination provisions	
  for nursing facility	
  
residents.”

While	
  we applaud the	
  mention of nursing home	
  
transition, we suggest strengthening this section
to require Plans to identify, in consultation with
the MDS 3.0 Section Q,	
  those individuals who
have expressed	
  an	
  interest in	
  returning to	
  the
community. Plans	
  should be required to work	
  
with the California	
  Community
Transitions/Money Follows the Person local lead
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  the	
  Member transition to
the community where desired.

16

Reassessment and	
  Review

“1.a. For IHSS	
  recipients, upon request and
when feasible, plan reassessments may be
conducted in conjunction with in person, in
home, county IHSS reassessments.”

We recommend that all reassessments for
individuals who are using home-‐ and
community-‐based	
  services (IHSS, MSSP, CBAS,
or “In-‐Lieu of”	
  HCBS) be reassessed in the
setting of the Member’s choice and that this
provision	
  in	
  the Standards document be
reflective of	
  the broader	
  range of	
  individuals
who need and use LTSS beyond those who are
enrolled in IHSS.

16

Reassessment and	
  Review

“2. Plans shall regularly use	
  claims data	
  
(including IHSS and behavioral health data)
to identify Members at	
  high-‐risk, using
newly diagnosed	
  acute and	
  chronic
conditions, or high frequency	
  emergency	
  
department or hospital use, or IHSS or
behavioral health	
  referral.”

We recommend that this provision be expanded
to include not	
  only claims	
  data and referral data
for IHSS but also for	
  MSSP, CBAS, and related
data for those referred	
  to “In Lieu of”	
  HCBS.

19

Plan Reporting Requirements

None

We recommend that Plans report to the state
the number	
  of	
  newly-‐enrolled dual-‐eligible	
  
Members who during the reporting period were
successfully contacted, completed the risk	
  
assessment survey (answered all questions),	
  and
received care coordination services. We also
recommend that	
  Plans report	
  the total amount	
  
dual-‐eligible	
  Members who received care
coordination services	
  each quarter reflected as	
  
both	
  a number and	
  percentage of total dual-‐
eligible	
  enrollment.
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4

Care Coordination	
  General
Requirements

“Plans must have policies and procedures
to reflect	
  self-‐directed	
  care, and	
  shall
document in	
  the Member’s medical record	
  
the Member’s choice to self-‐direct care.”

13

Care Coordination

“Plan must monitor nursing	
  facility	
  
utilization	
  and	
  develop	
  care transition	
  
plans and	
  programs that move
beneficiaries back into	
  the community to	
  
the extent	
  possible.”

13

Care Coordination

“Plan shall monitor and support members
in the community to avoid further
institutionalization.”

The Coordinated Care Initiative needs to
address the	
  fact that there	
  are	
  some	
  patients
that	
  are not	
  alert	
  or	
  capable to make their	
  own
choices. They also may not have family to make
decisions for them. Thus, the facility in which
they are residing may need to make proper	
  or	
  
informed choices from them.
Due to this, there will be more pressure to
transfer	
  beneficiaries to a lower	
  level of	
  care as
soon as	
  possible. This	
  may be harmful to the
patient because the patient may be transferred	
  
to a lower	
  level of	
  care before he or	
  she is fully
ready.
Due to this, the patients that are really in need
of being institutionalized	
  may be prevented	
  
from doing so. Two or	
  three hours of	
  care from
IHSS is	
  not an adequate amount of care for
individuals whom are sick.	
  

