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Executive Summary

Overview

In 2006, the oldest of the baby boomers, the generation born between 1946 and 1964,
turned 60 years old.* Given that this generation is expected to live to an average age of
78, these 79 million older adults will likely find themselves in need of long-term supports
and services. And in seeking those services out, they will face a complex and
undoubtedly fragmented health, mental health, and long term care (LTC) service delivery
system. This loosely jointed system is beleaguered by poor communication and
coordination among providers and payers and little, if any, integration between acute
health services, long-term health services, mental health services, and social support
services.

One way state, county, and local governments are attempting to mend this fragmented
service delivery system is through care coordination, also referred to as case or care
management. Although seemingly simple, under this umbrella term we find great
diversity in the rules, regulations, guidelines, and services provided in care coordination
programs across states and even within the same state. These variances often relate to
funding source, population served, and geography, among other factors. However,
despite the differences, there are core and underlying essential elements of any care
coordination program. It was the goal of this analysis to determine those essential
elements of quality care coordination and present them as recommendations for
consideration.

Care coordination in state and federal programs for older adults and people with
disabilities has been connected to a variety of positive outcomes for both program
beneficiaries and their informal/family caregivers. For example, care coordination has
been associated with improved functional status, decreased hospital admissions, and
fewer nursing home stays. Care coordination has also been linked to a decrease in unmet
needs and reduced stress among family caregivers. Moreover, programs that include care
coordination have been shown to decrease state Medicaid costs by increasing the length
of time to Medicaid spend-down and reducing nursing home spending.

This analysis includes a history detailing the evolution of care coordination and how it
has been interwoven into Medicare/Medicaid funded programs, benefit packages in LTC
insurance policies, and other state and local initiatives designed to assist families in
arranging for the LTC needs of a loved one. For decades, individual programs serving
older adults and people with disabilities have been providing some form of care
coordination. A criticism of many of these programs has been that care coordination
happens only within one service delivery system; that is, care coordination is provided in
the acute health care system among doctors and hospitals, but that coordination does not
involve the coordination of social (e.g., friendly visitors), mental health (outpatient
clinics), or LTC needs (e.g., home attendant services). Only recently has the importance
of integrating care coordination across the range of services and systems been
recognized. Some of the most successful models found are summarized in the section
titled Care Coordination and Care Coordination Models Today and in State Care
Coordination Standards and Guidelines.
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As mentioned earlier, our analysis revealed that the scope and services covered by care
coordination, which exists in every state nationwide, vary from program to program. One
major differentiating factor was the qualifications of the case manager or care coordinator
providing the service; Appendix B charts those differences in a sample of state programs,
accounting for the minimum education level, licensure/certification, and training/
continuing education.

We found much disparity in how care coordination/case management is financed. Some
agencies providing case management had to absorb the cost of case management, while
other programs were reimbursed directly for each unit of service that was provided. As
most programs providing home- and community-based supports and services are
Medicaid waiver programs, funding comes from both federal and states sources. Many
states, for example, Illinois, have drawn from state general funds in addition to state
Medicaid funds to adequately pay for care coordination. Additional research and analysis
should be done regarding the fiscal avenues for care coordination reimbursement, as
many states, not unlike New York, are paying more attention to both the qualitative and
financial benefits of care coordination, subsequently exploring the possibilities for
improvement and change in regulations and rules. According to a report by the National
Association of State Medicaid Directors, in 2007 at least twenty-one states had created
some form of care coordination model, with seven states pursuing plans to create one.?

New York State

In New York, care coordination is provided to older adults through several programs,
including (but not limited to) the NY Connects point-of-entry (POE), Expanded In-home
Services for the Elderly Program (EISEP), and the Program for All-inclusive Care for the
Elderly (PACE). Care coordination services are also provided to individuals with mental
retardation/developmental disabilities (MR/DD) and their families through the Care at
Home programs and other Medicaid waiver programs through the Assertive Community
Treatment program for those with mental health diagnoses and the Community Follow-
Up Program for those with HIV/AIDS, to name but a few. To illustrate New York’s array
of programs we have included an analysis (Table 4) that highlights some core elements.
Moreover, some older New Yorkers are able to access care coordination services through
their LTC insurance plans while others pay out of pocket for private geriatric case
managers, a growing profession in many states.

Despite the number of programs mentioned above, care coordination in New York, like
many other states, is relatively limited in availability considering the number of
individuals who could benefit from the service. The term “care coordination” also lacks
universal definition. Contributing to the complexity, currently, New York does not have
statutory framework governing care coordination, nor are there credentialing
requirements that set core competencies for individuals providing these services.

Whereas adoption of standards for care coordination will certainly improve the care and
services provided to the state’s residents, it also has the potential to save the state critical
health and LTC dollars. For instance, New York’s State Office For the Aging (NY
SOFA) estimates that almost 80 percent of callers to NY Connects (NY’s POE program)
will be private pay, which is not unlike other states. A pioneering state, Wisconsin
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successfully established case management as a core service that serves both private pay
and public funding beneficiaries. As a result, private pay callers using this service are
promptly provided assessment, expert advice, and access to more appropriate services on
the up front, rather than “wading” around a fragmented system, spending dollars
unnecessarily and in the wrong places. The long-term effect is that their private pay status
is maintained longer, delaying and even avoiding the use of public funding for care and
services. Establishing standards for care coordination may therefore be a crucial element
for the success of this program and others like it.

At this time, when dramatic improvements are being planned for New York’s health and
LTC systems, important steps should be taken to ensure that older adults and the people
with disabilities receive quality care coordination.

Recommendations
Based on our analysis of both quality and cost measures in care coordination programs
across the country, we make the following four recommendations:

1. Develop quality standards for care coordination that incorporate six essential
elements:

Assessment Driven
Comprehensive Care Plan
Ongoing Evaluation
Qualified Care Coordinator
Client Centered

Accessible

2. These quality standards should be included in a statutory framework.

3. Strive to develop a qualified workforce to provide care coordination as a
foundation to the success of the restructuring movement toward more home- and
community-based care services.

4. Ensure that any state and/or federally funded program that has care coordination
as a service explicitly provides for the payment of it either independently or as a
designated portion of an administrative fee.

To summarize, care coordination has been an important part of programs serving older
adults and people with disabilities for several decades and will become even more
important as states rebalance their LTC systems. As states move toward home and
community-based services in response to federal mandates and budgetary concerns, care
coordination will be central to the success of many programs. Programs including care

coordination have been demonstrated to improve outcomes for older adults and their
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caregivers and have the potential to save states Medicaid dollars. However, ensuring that
care coordination efforts are successful depends on setting standards for these services, as
several states have already done.
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History of Care Coordination in Programs for Older Adults and People
With Disabilities

When considering care coordination, we must look back to its origins. In 1965, Congress
amended the Social Security Act of 1935 to include Medicare, a federal health insurance
program for older adults. The
original intent of this A timeline of major events that shape care
program was to cover the coordination today

costs for acute medical care:
doctor’s visits and hospital

1935 Social Security Act (SSA) signed into law

stays. In the development of 1965 SSA amended to create Medicare, Medicaid
the Medicare program, 1965 Older Americans Act (OAA) Administration on Aging, State Units
coordination of care was not o e
given much attention. 1973 OAA amended to create the Area Agencies on Aging
Furthermore, the pa_yment 1980 National Long Term Care Demonstration (Channeling)
structure for physicians and
hospitals did not provide 1981 Medicaid Waivers first authorized under Omnibus Reconciliation

. . . Act
much incentive to coordinate

1984 Social HMO under Medicare demonstration under the Deficit

care atall. Reduction Act (in operation in 1985)
Over the years Changes in 1990 Americans with Disabilities Act
the rules and regulations 1997  Balanced Budget Act

governing this program have
allowed for demonstration
projects, particularly in the 2003 Medicare Modernization Act (Medicare Advantage Plans)
area of disease management,
which holds care coordination as a key component. In 1984, Social HMOs (SHMOs)
under Medicare were proposed and put into operation in 1985. These SHMOs added
extra services to the existing Medicare model, including care coordination, and aimed to
prevent frail beneficiaries from entering nursing homes. Member benefits were managed
by case managers who did not need to get physician approval for benefit authorization.
Case managers worked with clients (and families) to determine how to use covered
benefits up to the program’s caps. Case managers monitored all service plans monthly.3
A criticism of the SHMO was that care coordination was not integrated across both social
and medical services. Often physicians were not aware of the services their patients were
receivin%. This likely explains why cost savings expected in this program were not
realized.

1999 Olmstead Decision

More recently, financial incentives have been put in place to encourage care coordination
under specific reimbursement models. In 2003, Congress enacted the Medicare
Modernization Act and subsequently opened the door for the creation of the Medicare
Advantage Plans. These plans provide a capitated rate for all enrollees, thus encouraging
plans to provide coordinated care. Despite the aim, the Medicare Commission “doesn’t
know how effectively Medicare Advantage plans coordinate care.” Currently, about 20
percent of Medicare beneficiaries chose to receive coverage through a Medicare
Advantage plan.
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Another early care coordination vehicle was Medicaid. Also established in 1965 under an
amendment to the SSA, Medicaid’s intent was to provide health insurance to a variety of
people (including children) with low incomes. Medicaid now provides the greatest
proportion of funding for LTC for older adults. Although not present as a core service at
its inception, care coordination has been slowly built into the system through waiver
programs® (see descriptions of such waivers below).

Medicaid 1115 Waiver: This waiver allows for research and demonstration projects
and is intended to demonstrate and evaluate policies or system reforms that have not
been previously tried on a broad basis.®

Medicaid 1915(b) Waiver: These are often referred to as managed care waivers that
implement managed care delivery systems or otherwise limit beneficiaries’ choice of
providers. Most often this involves mandatory enroliment of beneficiaries into
managed care programs. Under these waivers, programs do not have to operate
statewide and cannot be used to expand eligibility. However, states can use any
savings to provide additional services.”

Medicaid 1915(c) Waiver: Designed for home and community based LTC, these
provide both medical and nonmedical services to those who are eligible for nursing
home placement. This waiver program stipulates that per participant costs cannot be
greater than per participant costs for nursing home care and states may set limits on
the number of participants in the programs, often called “slots.”® In New York, the
1915(c) waiver program for older adults is called the Long Term Home Health Care
Program (LTHHCP) or the “nursing home without walls.” In this program, care is
coordinated by case managers and services include home-delivered meals, housing
improvements, medical social services, and respite care.

Some states have combined 1915(b) and (c) waiver programs, which independently limit
participant freedom of choice (under 1915[b]) and provide home and community based
LTC services (under 1915[c]). States can implement concurrent waivers as long as all
federal requirements are met for both programs.®

In 1980, just prior to the Medicaid Waiver programs being fully initiated and in response
to the growing concern over the costs of institutional placement and desire for more home
and community based services, a national demonstration sponsored by the Administration
on Aging, the Health Care Financing Administration (HCFA) (now the Center for
Medicare and Medicaid Services or CMS), and the Assistant Secretary for Planning and
Evaluation (ASPE) was initiated. This program, the National Long Term Care
Demonstration (a.k.a. Channeling), placed significant emphasis on care coordination
(case management) for frail adults in the community. The demonstration tested two forms
of care coordination. The Basic model superimposed care coordination onto preexisiting
services, eligibility, and funding streams. The Financial Control model utilized a pool of
funding from Medicaid, Medicare, and other public sources to increase the types of
services available in communities and provide these services, through care coordination,

! It is important to note that mental health services are not covered in these waiver programs.
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to older adults over sixty-five who had activities of daily living (ADL) limitations
regardless of financial eligibility.*

In both models, older adults were assigned to case managers, usually social workers or
others with human services experience, who conducted comprehensive assessments, care
planning, service arrangement, monitoring, and reassessment.™* Despite these efforts, the
program was not able to demonstrate the financial outcomes hoped for, mainly due to
research design flaws.

About 7.5 million beneficiaries (14% of Medicaid enrollees) in 2003 were also eligible
for Medicare. These “dual eligibles” accounted for about $105 billion in Medicaid
expenditures or 40 percent of total Medicaid spending.*? In an attempt to control costs,
states have placed care coordination deliberately at the center of the Medicaid program
for older adults and people with disabilities in order to improve care and reduce
expenditures. Specific examples of care coordination programs for dual eligibles are
detailed in the section to follow.

Three major events in the 1990s further shaped the landscape of home- and community-
based services, the realm of care coordination. First, in 1990 Congress passed the
Americans with Disabilities Act (ADA), making it illegal, among other things, to
discriminate against individuals with disabilities. Next, the Balanced Budget Act of 1997
permanently established the Program for All-Inclusive Care for the Elderly (PACE) as a
provider type. This model will be described in the next section. Finally, as a result of the
ADA, in 1999 the Supreme Court ruled in “Olmstead vs. L.C.” that states must provide
services “in the most integrated setting appropriate to the needs of qualified individuals
with disabilities.” This decision placed states on notice that they had to develop plans to
move people out of institutions and into the community and could not keep people on
waiting lists for Home and Community Based Services (HCBS). The upside is that more
people with disabilities and older adults now have options for community living that were
not in place prior to Olmstead and the development of HCBS waivers in Medicaid. The
downside of this shift is that people receiving HCBS in some programs experience
firsthand the disjointedness of the medical, social service, and mental health delivery
systems and would benefit greatly from implementation of care coordination as an
integral component of HCBS.
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Care Coordination and Care Coordination Models Today

As noted earlier, the coordination of care across service settings by an individual is
labeled and defined in many ways. Most commonly, we see care coordination labeled as
case management. The Center for Medicare and Medicaid Services (CMS), in a recent
Federal Register Publication, clarifies case management and care coordination:

Case management is commonly understood to be an activity that assists
individuals in gaining access to necessary care and services appropriate to their
needs. Many individuals, because of their age, condition, illness, living
arrangement, or other factors, may benefit from receiving direct assistance in
gaining access to services. In the context of this regulation, it is the individual’s
access to care and services that is the subject of this management—not the
individual. Because case management has been subject to so many different
interpretations over the years, many Medicaid agencies now refer to case
management as “care management,” “service coordination,” “care
coordination” or some other term related to planning and coordinating access to
health care and other services on behalf of an individual. **

As we move away from siloing health, mental health, and social services and move
toward providing more holistic care—in recognition of its potential to improve quality
and increase cost effectiveness—a need arises to solidly define coordinated care across
service settings. To this end, we propose the following definition:

Care Coordination can be defined as proactive, responsive, continuous, and
consensual coordination of medical care, mental health, and social support
services for an informed elder and his/her family. The goals of care coordination
are to 1) assist that elder and his/her caregivers in achieving health and wellness
for as long as possible in the least restrictive setting possible and 2) to maximize
the return on investment of human and financial resources.?

The definition above stems from an analysis of other care coordination definitions and
successful care coordination models currently in place and also reflects what we have
learned from listening to stakeholders regarding the essential components of care
coordination.

In our search for common ground, we have found that care coordination can be
categorized into five models/settings: PACE (and PACE-like) programs for individuals
who are dual eligible, other managed care models, single point-of-entry models,
programs in the Veteran’s Administration, and private fee-for-service.

Note: Although this paper focused on Care Coordination programs for older
adults in LTC, we wanted to provide a snapshot of the range of services related to
and/or associated with care coordination across settings. To this end, you will

2 The New York Academy of Medicine is interested in and will accept comments on this definition of
Comprehensive Care Coordination.
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find a comparison table of essential features of differing approaches to care
coordination in Appendix A.

Programs for people who are consumers who are “dual eligible”

Mentioned in the previous section, individuals who are dual eligible are those older adults
who qualify for both Medicaid and Medicare. In many cases these older adults have
complex, chronic medical conditions and are mentally, medically, and/or socially
vulnerable. Although they account for a small percentage of most states’ Medicaid rolls,
collectively they often utilize a large portion of a state’s Medicaid funding. Several state
and federal programs have been established to better address the medical and social care
needs of these beneficiaries in hopes of providing them with better health outcomes and
states with better cost outcomes. Care coordination has played a critical role in these
programs.

Program for All-Inclusive Care for the Elderly (PACE)

An early demonstration project for dual eligible individuals was the Program for All-
Inclusive Care for the Elderly (PACE). The first PACE sites began operating under
Medicare and Medicaid waivers in 1990. The Balanced Budget Act of 1997 established
the PACE model as a permanently recognized provider type. As of June 2006, the total
number of PACE enrollees was just under 11,000, and as of March 2007, thirty-eight
PACE, and eight Pre-PACE programs were in operation in twenty-three states. The
largest g\rolls more than 2,000 elders, but on average, these plans serve a few hundred
people.

Today’s PACE programs combine Medicare and Medicaid funding streams that provide
capitated funding for fully integrated care, meaning that sites receive lump-sum payments
to provide all Medicare and Medicaid services to plan members. The model is based on
the close collaboration of interdisciplinary care coordination teams, the use of adult day
care centers, and the delivery of HCBS to beneficiaries who are fifty-five years or older
and nursing home eligible.

The care coordination provided by the PACE program centers around the
interdisciplinary team. The interdisciplinary team is composed of a primary care
physician, nurse, social worker, physical therapist, occupational therapist, recreational
therapist, dietitian, PACE center supervisor, home care liaison, health care aides, and
transportation drivers. The team usually meets on a daily basis to ensure that the needs of
plan members are met.*®

The nature of the interdisciplinary approach is such that the focus is on team-based care
coordination rather than on a single care coordinator. An initial comprehensive
assessment is completed within a few days of a participant’s enrollment into the PACE
program. The interdisciplinary team coordinates and authorizes all acute and LTC
services through the PACE center. Monitoring and reevaluation is performed on an
ongoing basis and is facilitated by the close contact of all participants with members of
the interdisciplinary care team.
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PACE services include all Medicare and Medicaid services and extend at minimum to
social services, restorative therapies, personal care and supportive services, mental health
services, nutritional counseling, recreational therapy, and meals. The service delivery
settings include an adult day health center and home and inpatient facilities.

The monthly capitated payments from both Medicare and Medicaid are adjusted to reflect
the risk profile of the target population and regional variations in medical care costs. All
payments are pooled and can be used for any program-eligible adult, giving the program
the flexibility to deliver services in the most efficient manner. As a result of a fully
capitated reimbursement structure, PACE providers assume full financial risk for delivery
of comprehensive care. There is also an option for individuals who are not eligible for
Medicaid to pay this portion of the monthly fee to gain access to the PACE program.

Wisconsin Partnership Program

The Wisconsin Partnership Program (WPP), also for dual eligibles, began in 1995 with
funding from the Robert Wood Johnson Foundation and converted to a Medicare and
Medicaid waiver program in 1999. The WPP is very similar to the PACE program but
has loosened restrictions on physician choice in that participants are free to choose their
own physician.'® Furthermore, services are primarily home-based as opposed to the day
center structure found in the PACE program. To date, the WPP has not served a
particularly large group, but enrollment has grown steadily from 900 enrollees in 2000 to
2,500 as of June 2007."

As in PACE, capitated Medicaid and Medicare funds are pooled. Interdisciplinary teams
coordinate all primary, acute, mental health, and LTC care. The teams include a nurse,
nurse practitioner, social worker or independent living coordinator, the client, and the
client’s primary care physician. Unlike PACE, the WPP serves both older adults and
people with disabilities.

The care coordination team develops a written, individualized plan with each member
that clearly identifies member preferences, goals, specified treatments and strategies, and
the appropriate service provider. The comprehensive service delivery plan emphasizes
member choice, communication, prevention, continuity, and quality. The
interdisciplinary care coordination team implements, monitors, and coordinates the
service plan by providing service directly and/or overseeing and coordinating the delivery
of services by contracted providers.

Like PACE, the WPP has been heralded as a success in delivering care coordination to
older adults and people with disabilities by emphasizing integration of services across a
continuum of needs and settings. The WPP has not yet achieved significant cost savings.
A recent analysis showed that WPP monthly costs were higher than those for a
comparable population. This may, however, be a reflection of the rate-setting
methodology used to set the capitated rates rather than of the program’s ability to manage
the cost of care. Wisconsin is currently retooling its rate-setting methodology.

Managed Care Models
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Although PACE and WPP are technically examples of managed care models, they
warrant separate explanation and discussion because of their unique emphasis on
integrated care and the interdisciplinary team. Most managed care models do not rely on
the collaboration of an interdisciplinary team, and therefore the level of care coordination
is somewhat lower.

Georgia SOURCE

The Georgia Service Options Using Resources in a Community Environment (SOURCE)
program provides care coordination and HCBS to Medicaid recipients through 1915(b)
and 1915(c) waivers. The voluntary program was established in 1997 and Medicaid and
Medicare services are provided on a fee-for-service basis. The program is not capitated
and reimburses contracted providers for care coordination by means of a monthly fee.
That fee is $150 per month per client, 10 to 20 percent of which is passed on to
participating physicians.™®

The SOURCE program is notable for the high level of authority given to care managers
and its focus on achieving desired client outcomes. Care managers work directly with
primary care physicians to ensure that medical and social services are well coordinated.
Care managers also interact with a team that includes a SOURCE project manager and a
medical director. Most care managers are social workers or registered nurses, but this is
not a program requirement.*®

After an initial assessment, which captures health, psychosocial, and environmental
information, a care plan is constructed. The care coordinator then monitors the client by
telephone once per month and face-to-face every three months. The care coordinator
meets with all HCBS providers each month and with physicians quarterly.

Although still a small program, with about 7,000 clients at eight sites, the program is
considered successful; this success is primarily attributed to the flexibility and authority
given to care coordinators and the high degree of physician involvement.?

Texas Star+Plus

Texas Star+Plus is another combined 1915(b) and 1915(c) Medicaid waiver program.
The program began in 1998 as a demonstration in Harris County, which includes
Houston. It is a risk-based, capitated managed care program. The HMO that coordinates
and provides care is paid an amount for each beneficiary. The HMO accepts the risk that
care costs may exceed the capitated rate. This provides it with the incentive to adequately
coordinate care, especially for those beneficiaries at risk for nursing home placement.
Enrollment in the program is mandatory for Medicaid beneficiaries.*

Care coordination is provided to all beneficiaries who request it and all receiving LTC
services. In this program, care coordination is provided by an HMO employee who is
responsible for developing a care plan with input from the beneficiary and his or her
informal caregivers (if appropriate), working with service providers, and authorizing
services.

Single Point-of-Entry Systems
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States have increasingly made use of Aging and Disability Resource Centers (ADRCs) to
implement Single Point of Entry Systems (POES) to serve private pay clients as well as
those who rely on public funding. A primary goal and purpose of these demonstration
grants has been to help state LTC systems evolve in such a way that they seamlessly
serve the LTC needs of all people—including those who have not yet spent down their
assets to the point at which they are eligible for Medicaid. The Administration on Aging
(AoA) has limited data on the extent to which ADRCs have achieved this goal. Anecdotal
data suggest that POEs help reduce service duplication and nursing home placement and
that private pay clients more actively seek out “options counseling” services from
ADRC:s.

Since 2003, forty-three states have implemented, or are in the process of implementing,
POE systems that provide older adults and the disabled with information about their LTC
options. Many of these programs use care coordinators to assess the needs of older adults
and assist older adults in navigating the complex systems of medical and social services
that exist in most states. Some states are using ADRC models and funds. ADRCs have
been established under a demonstration program supported by the AoA and the Centers
for Medicare and Medicaid Services (CMS). This program helps local communities
establish “one stop shop” centers designed to assist older adults and people with
disabilities make informed decisions about LTC and generally act as a “single point of
entry” to the LTC system. While the AoA and CMS provide about 25 percent of the
funding for these programs, the remaining costs are covered by OAA funds, Medicaid
funds, and state and local funds. Currently, there are 100 ADRCs operating in 43 states.?
However, most states are developing their POEs outside this authority by combining
funding from OAA sources, CMS sources, and state and local sources.

Colorado POE

Colorado was one of the first states to design a POE system. Discussion about such a
system began in Colorado in the 1980s, and a law establishing the system was passed in
1992. The Colorado Division of Aging and Adult Services directs the program, sets
statewide rules, and coordinates the work of twenty-five local agencies that serve as the
point of entry in local communities.?®

In this program, care coordinators are usually social workers. Care coordinators conduct
an assessment of the client needs; this is followed by a review by a licensed health
professional (usually an RN) who determines the level of health services needed by the
client. The care coordinator then works with the client to create a care plan, arranges for
necessary services, and monitors clients at least quarterly to determine if needs have
changed. The care coordinator is required to meet with clients at least once every six
months. Care is provided through county-level agencies and financed through three
Medicaid waiver programs and two state-funded programs.

This program has not been formally evaluated but is considered quite successful in
helping older adults avoid nursing home placement. Since its inception, participation in
HCBS has more than doubled in the state, while the nursing home population has
remained stable. Furthermore, staff reports that the HCBS system has not incurred
increased administrative costs and that there has been a reduction in service duplication.
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New Jersey Easy Access Single Entry (NJEASE)

The New Jersey Easy Access Single Entry (NJEASE) program began in the mid-1990s.
NJEASE is county based but uses a single toll-free number call-routing system that is
able to recognize where calls originate and connect them to the correct county agency. In
this program, each county is responsible for the creation of its own system, but the state
provides technical assistance and training.

Callers are from varying income and functional status levels and may simply receive
information or, if the coordinator feels it is appropriate, may receive an assessment over
the telephone using a standardized evaluation method called the Comprehensive
Assessment Tool (CAT). Based on this assessment, a clients may be eligible and referred
to a more comprehensive in-home assessment by a care coordinator, who will then create
a care plan and arrange for needed services through Medicaid and other state-financed
programs. Unfortunately, because of resource limitations, New Jersey has had some
difficulty providing services to all those who need them, and waiting lists have been
created. Jersey Assistance for Community Caregiving (JACC), a state-funded cost-
sharing program, was created in 2000 to help middle- and upper-income clients receive
home care services on a sliding payment scale.?!

Despite some problems, several positive outcomes can be attributed to NJEASE. For
example, the number of nursing home residents on Medicaid dropped by 10 percent
between 1997 and 2002.%

Wisconsin POE

Wisconsin’s POE program, which follows an ADRC model, began in 1999 as a part of a
major redesign of the state’s LTC system. At the same time, Wisconsin created the
Division of Disability and Elder Services to manage all HCBS and institutional care for
older adults and people with disabilities.?®

Clients enter the LTC system by calling or visiting (in person or the Web site) an ADRC.
Although the state mandates that each ADRC provide a certain range of services,
including information and referral services, the organizational structure and funding of
the ADRCs varies by county. In most cases, the ADRC collaborates with AAAs and
county social service agencies. In this system, care coordination is provided by an
interdisciplinary team (a social worker and a nurse) who assess client needs and provide
or arrange for services. Care coordination contractors receive a monthly per-client fee for
all of their clients.” A variety of funding streams, as well as private pay, cover the costs
of needed services, and Wisconsin’s system is considered very successful in attracting
private pay clients.

Department of Veterans Affairs Programs

Geriatric Evaluation and Management (GEM)

The Department of Veterans Affairs (VA) has been a leader in care coordination,

providing care coordination services to older and disabled veterans for several decades.

The Geriatric Evaluation and Management (GEM) program began in both inpatient and
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outpatient VA settings in the 1970s. The GEM program uses an interdisciplinary team
approach to coordinate care for patients with complex needs. Team members and team
leaders are chosen based on the specific needs of the patient and may include any
combination of the following: physician, nurse, social worker, geriatric psychiatrist,
rehabilitation therapist, dietician, pharmacist, and other specialists as needed.?®

Members of the interdisciplinary team assess the patient’s needs and create a coordinated
plan of care that includes mental, medical, and social services. Patients are also provided
with health education if warranted. The goal of the program is to help patients maintain
or improve functional abilities and avoid nursing home placement.

The GEM program has been extensively evaluated and has been demonstrated to have
numerous positive results in both cost and patient outcomes. For example, the program
has shown improvement in mental health for geriatric outpatients with no additional
costs. % Outpatient GEM has also been shown to slow functional decline.*

VA Care Coordination

The latest advance in care coordination in VA settings is a program called VA Care
Coordination. VA Care Coordination began in 2000 as a demonstration project in the
Florida Veterans Integrated Service Network (VISN). This program relies heavily on
technology, allowing care coordinators to remain in close contact electronically with
patients in widespread geographic regions.

This program is also centered on an interdisciplinary team that usually consists of a social
worker and a nurse who have direct contact with primary care physicians and specialists.
Care coordinators have access to patient medical records and follow patients across
episodes of care. Between clinic visits, care coordinators communicate with patients
using video, digital photos, and messaging devices. Low-risk patients are monitored by
telephone, while high-risk patients have in-home devices for tracking blood pressure,
blood glucose levels, and other clinical indicators.*

Despite its relatively short existence, the VA Care Coordination program has already
shown several substantial outcomes. For example, there has been a 72 percent reduction
in emergency room visits and an 81 percent reduction in nursing home placements. The
program has been expanded to all VISNs.*?

Advanced Illness Coordinated Care Program

The Advanced IlIness Coordinated Care Program (AICC) is a care coordination and
support program, delivered by allied health professionals, that was developed to improve
the care of people with serious illness. It uses a comprehensive, interdisciplinary
approach to caring for those with advanced illness and/or end-of-life care within the
patient’s continuum of care. The case management approach works with the primary
provider (physician) and health care system to integrate a six-visit intervention by a nurse
or a social worker into routine care for patients with advancing illness.

The six-visit intervention reduces barriers to palliative care by:
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a. introducing advanced illness and end-of-life discussions among providers and
patients,

b. ensuring support for quality advanced illness care at all levels of the health care
organization, and

c. providing patient-centered care that encourages mutual-participation
relationships, informed choice, and patient autonomy.

This model, although adopted early by the VA, can be delivered in a acute care, primary
care, or LTC setting. The AICCP was evaluated for its effects on satisfaction and
consistency of care with patient’s preferences, as well as the cost-effectiveness of the
intervention. The study demonstrated that people in the AICCP were willing and able to
plan for end-of-life care both more frequently and months earlier than those receiving a
usual course of care®. Moreover, the AICCP improved satisfaction with care, and the
program could be delivered in a variety of settings. Although no significant statistical
differences were found in terms of cost-effectiveness, a program such as AICCP does not
cost more money than usual care, and its benefits improve conditions for patients and
caregivers.

Privately Funded Care Coordination

For older adults who are not functionally or financially eligible for care coordination
through state- and federally funded programs, locating care coordinators and paying for
services is done privately. Some of these older adults pay for services out-of-pocket,
while others have obtained LTC insurance. Several states have also instituted LTC
Partnership Programs, which are intended to encourage the purchase of LTC insurance.

Because of the nature of private, out-of-pocket arrangements for care coordination
services, determining the number of individuals currently utilizing private care
coordinators is difficult. It is clear, however, that demand for this service is increasing as
the population ages, nursing home usage goes down, and home-/community-based
services flourish. For additional information on private pay coordination, see Financing
Care Coordination.

New Models of Care Delivery

In the face of escalating health care costs and more individuals (of all ages) living with
chronic illnesses and disabilities, several states and the federal government are
considering new models of health care delivery. For example, New York is considering
legislation related to the concept of the “medical home” and currently has medical home
demonstration projects for children with special health care needs. The medical home is a
model of health care delivery that is predicated on an ongoing relationship between
patients and their personal physicians. Patient care is coordinated by the physician and
his/her medical practice team; however, mental health has not traditionally been
coordinated in the medical home model. The team is then responsible for following
patients across settings and arranging care from other professionals. Care coordination is,
therefore, a logical, integral part of this proposed new model of health care delivery. In
addition, Section 204 of the Tax Relief and Health Care Act of 2006 (TRHCA) mandated
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a demonstration project to be conducted in up to eight states to provide targeted,
accessible, continuous, and coordinated family-centered care to Medicare beneficiaries

who are deemed to be high need. Implementation of this project is expected to take place
in fall 2008.
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Care Coordination Outcomes

Care coordination has resulted in positive outcomes for both clients and their informal
caregivers. Care coordination has been associated with improved functional status among
older adults, fewer hospital admissions, and fewer nursing home stays. Care coordination
has been shown to decrease stress among informal caregivers and reduce unmet needs of
community-dwelling older adults.

Decreased hospital utilization and nursing home admissions among recipients of care
coordination have also meant lower Medicaid expenditures for states, in some cases.
However, it is important to note that not all programs that include care coordination have
been designed to reduce state health care expenditures. In some cases, the goal has been
to serve greater numbers of older adults and people with disabilities in the community
than was done previously in institutional settings. This is especially true in an era marked
by the Olmstead decision and other federal legislation requiring that individuals receive
care in the least restrictive setting possible. Table 1 (below) details the goals of programs
described in this report and the results that have been achieved by these programs.

Client and Caregiver Outcomes

As Table 1 shows, many of the programs for older adults that include care coordination
have resulted in positive outcomes for the clients served, such as improved functional
ability, reduced hospital admissions, and fewer nursing home placements. For example,
hospital days for those participating in the WPP program decreased from 5 days per year
per thousand clients to 2.1 days.>* Reduced hospital utilization has also been reported in
the PACE®*, SOURCE?®, VA Care Coordination,*” and GEM® programs. Similarly,
reduced nursing home days were realized in PACE,* the Social HMO,*® SOURCE,** VA
Care Coordination,* and GEM.*

In addition, the rate of unmet needs among community-dwelling older adults were
reduced in the Channeling demonstration.** Reduced unmet needs have also been
achieved in state POEs.*

Although most programs have not explicitly attempted to improve the quality of life of
informal caregivers, this has been an outcome of several programs. For example, the
Social HMO was shown to reduce stress among family caregivers.*® Similarly, the
Financial Control Channeling demonstration reduced reliance on clients’ extended
networks of informal caregivers, such as friends and neighbors.*’

Table 1: Program Goals and Results Achieved

Program | Program Goals Outcomes
Research the effect of case management Basic Model found to be better at
on LTC expenditures. controlling costs.

Channeling Determine whether the Basic Case Unmet needs of community-dwelling,
Management Model or the Financial frail older adults were reduced.
Control Model were better able to reduce
costs.




Use a care management model including
HCBS to help frail older adults remain
independent and avoid unnecessary

Fewer nursing home days

Reduced stress among family caregivers

Social HMO nursing home placement.
Later Medicaid “spend downs”
Provide integrated acute, mental, and LTC | Fewer inpatient hospital days, fewer
services to frail older adults in the nursing home days
community.
Better able to predict costs due to
Eliminate cost shifting between Medicare | capitation
PACE and Medicaid.
Reduce Medicaid/Medicare spending for
costly beneficiaries by reducing hospital
stays and avoiding unnecessary nursing
home placements.
Improve upon the PACE model and Reduced hospital use and fewer nursing
WPP outcomes by increasing consumer choice, | home days
especially of primary physician
Utilize care management to reduce state Lower overall Medicaid costs per enrollee
Medicaid costs.
Shorter hospital stays and fewer patients
SOURCE Improve consumer health outcomes. discharged to nursing homes
Utilize care coordination to reduce state Saved the state $66 million in Year 1 and
Star+Plus Medicaid costs. $56 million in Year 2
Improve consumer accessto LTC Consumers have easier access to
information and services. information
CO POE Address the fragmentation found in the Reduction in duplicated services
previous system
Redesign and rebalance HCBS and the Reliance on nursing homes has been
delivery of LTC information to reduced, while public resources dedicated
consumers. to HCBS more than doubled.
NJEASE Address consumer frustration with the Number of people on Medicaid in nursing
previous system. homes dropped 10 percent between fiscal
year 1997 and fiscal year 2002.
Improve the health outcomes and care of Increased functional ability
GEM veterans across the continuum of care
available in the VA system. Reduced hospital stays and nursing home
admissions
VA Care Utilize care coordination and telehealth Fewer ER visits, hospital stays, and

Coordination

technology to allow veterans to “age in
place”

nursing home placements

Cost and Expenditure Outcomes
Whereas early care coordination programs, such as Channeling, attempt to reduce state
and federal health care expenditures, most current programs have the dual aims of
reducing spending and serving more clients. In many cases, therefore, per-participant
costs may decrease while overall health care expenditures may increase. Since Maine
moved to promoting a more HCBS-based LTC system, total spending has increased by
17 percent, but the state is serving the needs of 30 percent more people.*® Any analysis of
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expenditure outcomes must, therefore, address intended outcomes. In the current climate,
expenditures must also be balanced with new mandates that clients be cared for in the
least restrictive environment and that LTC consumers be made aware of all their service
options.

Despite these caveats, several of the programs detailed above have resulted in reductions
in total spending. The most outstanding example is that of the Texas Star+Plus program.
The Star+Plus program was shown to save the state approximately $66 million in its first
year and $56 million in its second year.*

Other outcomes that would suggest health care expenditure savings include delayed
Medicaid spend-downs among Social HMO clients,*® lower Medicaid costs per SOURCE
client,”* and reduced duplicative services in the Colorado POE.* The programs that
reduced hospital and nursing home utilization could also be expected to result in reduced
spending for states. For example, the NJEASE program has resulted in a 10 percent
reduction in Medicaid-supported nursing home residents in the state.>®

22

Toward the Development of Care Coordination Standards
An Analysis of Care Coordination in Programs for Older Adults



State Care Coordination Standards and Guidelines

In order to avoid ambiguity and help ensure quality, most states have created standards,
guidelines, and state laws to define care coordination and identify who may provide these
services (see Appendix A for state policies regarding the qualifications of care
coordinators/case managers). In most cases, care coordination/management standards
have been written into Medicaid waiver policies, but in some cases they have been
codified through legislation or have been created as part of state implementation of LTC
Partnership Programs. Table 2 below depicts the type of services mandated by several
states’ care coordination or case management standards.

Table 2: State Care Coordination Standards

Intake Comprehensive Care | Arrange Ongoing Certification/ | Client- Accessible
State Screening = Assessment Plan | Services Reassessment Qualifications Centered to All

Alaska>

California®* N

lowa™

Maine>’

<=2

Minnesota>®

Vermont™

Virginia™ V

Washington®

P P P P P B

R P P P P P B P

2|22 <2 21212

<2212

< | <22 < |
2

Wisconsin®

* Standards are codified in LTC Partnership Program legislation.
** Standards are codified in LTC Partnership Program legislation and found in Medicaid Waiver manual.

One state that has codified care coordination standards as part of its LTC Partnership
Programs is California. In fact, California’s legislation stipulates that the following
passage be included verbatim in any LTC Partnership certified policy:

Care Management includes, but is not limited to the following:
a) the performance of comprehensive, individualized, face-to-face assessment
conducted in the client’s place of residence;

b) The development of a Plan of Care;

c) the performance of a comprehensive, individualized reassessment at least
every six months;

d) when desired by the individual and determined necessary by the Care
Management Provider Agency, coordination of appropriate services and
ongoing monitoring of the delivery of such services; and

e) the development of a discharge plan when the Care Management Provider
Agency services, or the Policy benefits, are about to be terminated and if
further care is needed. If the insured is immediately eligible for MediCal
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[California’s Medicaid program], the Care Management Provider Agency
shall prepare a transition plan.

Care Management/Care Coordination takes an all-inclusive look at a person’s
total needs and resources and links the person to a full range of appropriate
services using all available funding sources.

California’s care coordination standards include several elements of care coordination
common to the standards of other states, such as comprehensive assessment, care plan
development, service arrangement, and ongoing reassessment or evaluation.

Certification and Licensing Requirements

One element not found in California’s standards that is found in the standards of several
other states (see Appendix B) are certification or licensing requirements for care
coordinators. For example, Vermont has a well-developed training and certification
program for its care coordinators (although they use the term “case manager”). Before
being able to work as a case manager in Vermont, individuals must take part in a training
course and pass the state certification examination with a grade of 80 percent or higher.
The state instituted this training and certification program in order to assure consumers,
and the general public, that case managers are well qualified to make important decisions
about the ability of older adults and people with disabilities to safely remain in their
homes and communities.®* Several other states have also taken steps to ensure that care
coordinators are well-qualified. For example, lowa requires that case managers have a
bachelor’s degree in a human services field or be a registered nurse.

Appendix B provides information on the required qualifications for case managers and
care coordinators in select states. This information was gathered from state government
Web sites and, in some cases, by contacting state officials. Not all states responded to
these inquiries. In most cases, these qualifications relate to those employed by state
Medicaid programs. Qualifications for case management and care coordination positions
vary widely. In most cases, preferred qualifications are that case managers or care
coordinators be social workers or nurses, but in many instances these professional
qualifications can be substituted with previous case management experience. We have
also included a sampling of Care Coordinator competencies and responsibilities found in
job descriptions of case managers in these same programs (Appendix D).

Client Assessment and Reassessment

Many states have adopted standards and guidelines related client assessment and
reassessment. In most cases, state standards require that client assessment evaluate all of
the client’s social and medical support needs, as well as client informal support systems
and client financial eligibility for state and federally funded programs; mental health is
not always assessed. Most states also require that clients receive ongoing monitoring to
ensure that provided services are adequately meeting client needs and that reassessment
be performed regularly. Most state standards require reassessment more frequently than
the federal requirement of annual reassessments for waiver program eligibility.
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Care Plans

All state standards and guidelines analyzed herein require that a care plan be developed
and adhered to through the arrangement and/or provision of medical and social support
services. Some state standards require that care plans be client-centered and state that the
choices and preferences of clients come first. For example, Wisconsin strongly
emphasizes this principle in their state standards. Other states, Virginia for example,
stipulate that family members and other informal caregivers be included in care plan
development when appropriate.®
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Financing Care Coordination

Simply stated, there is no uniform way states have funded care coordination. An analysis
of nine programs associated with Medicaid waivers (1915[c] and 1115) revealed
differences in how states have funded care coordination services. However, two funding
streams for care coordination programming and two primary ways of reimbursing
agencies for care coordination surfaced.

When examining the way in which states fund care coordination programs, we found that
some states have pooled additional funding (e.g., general revenue funds) with money
traditionally allocated to Medicaid administrative funds. These states include California,
Illinois, lowa, South Carolina, and Vermont. Other states, like Ohio, Pennsylvania, Utah,
and New Jersey, rely solely on Medicaid-designated monies to finance care coordination.

Reimbursement to agencies for the provision of care coordination services also differed
from state to state. Some states provided “fee for service” reimbursement, while others
(intentionally or unintentionally) provide agencies with a blanket blended rate for
administrative costs (which includes care coordination). This means that agencies cannot
bill the state for care coordination/case management directly (as is done with a “unit” of
physical therapy), but it does not necessarily mean that the state doesn’t account for care
coordination costs.

Table 3: Financing Care Coordination in Nine States

Medicaid + Other General Funds | Medicaid Funding Only
L IA sC |VvT OH PA uT
Feo i v v v v
Service
Blended v v v v v
Rate

Costs of Care Coordination

The final concern that must be addressed is the cost of care coordination itself within
these programs. Although it is difficult to discern the costs of care coordination in
capitated programs because all funds for all clients are pooled, several studies have been
able to report these costs. For example, in an examination of care management in LTC
demonstrations and state programs, Leutz estimated that care coordination costs range
from $100 to $150 per client per month.®

Similar costs have been cited in the SOURCE program, in which a case management fee
of $150 per client per month is paid to the contracting organization.®” Likewise, Maine
pays $120 per client per month to its care coordination contractor.®®

A recent study by researchers at the University of California determined the cost of care
coordination (or case management) as a percentage of total Medicaid waiver expenditures
across states. The cost of these services ranged from less than one percent of waiver costs
in Louisiana to 16 percent of waiver costs in Mississippi, with a national average of 4.6
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percent. Care coordination/case management services were shown to comprise 5.9
percent of all waiver expenditures in New York.®® The difficulty with this analysis,
however, is that it is unclear what is being compared across states. As has been detailed
above, care coordination varies widely by state, by program, and by population served.

A select sampling of states’ finance care coordination/case management in waiver
programs can be found in Appendix E.

Cost of Private Care Coordination

The cost of private care coordination services varies widely, but one estimate puts the
cost of initial assessments at $175 per hour and the cost of developing a care plan at $168
per hour.”® Another estimate states that the cost of private care coordination ranges from
$50 to $150 per hour.™

Long Term Care Insurance

Care coordination is also available to many purchasers of LTC insurance, and availability
of these services seems to be increasing as this industry develops. However, because of
extreme variability in LTC insurance policies by state, company, and policy type, it is
difficult to determine specific information about care coordination in these policies, such
as when care coordination is available or what this service involves. In fact, the US
Department of Health and Human Services Web site simply states that “many policies
provide a care coordinator, usually a nurse or social worker from the community. The
care coordinator can meet with you to discuss your personal situation. The care
coordinator helps you arrange for and monitors your needs on an ongoing basis, if you
want that kind of help.”"

Currently, LTC insurance pays for less than 3 percent of all LTC provided in the US. In
order to encourage consumers to purchase this insurance, many states have instituted
LTC Partnership Programs. These programs vary by state, but in general they allow
consumers who purchase approved LTC insurance to protect some or all of their assets if
they need to apply for Medicaid after their insurance benefits are exhausted.”® Several
states have passed legislation that sets standards for the care coordination available
through Partnership Program—approved policies.

In New York, the NY State Insurance Department (NYSID) has encouraged insurance
companies to offer policies covering LTC services and has established minimum
standards for four classifications of insurance policies covering such services. The four
classifications are:
= Long Term Care Insurance
This type of policy has the broadest coverage and the NYSID requires that it
cover twenty-four consecutive months.

= Nursing Home and Home Care Insurance
This policy allows the purchaser to utilize nursing home or home care but is more
limited in the full range of LTC services; it is generally sold at a lower cost than
LTC insurance.
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= Nursing Home Insurance Only
This type of insurances is for purchasers who either have no intention of receiving
LTC services in their own homes, or the purchaser simply does not want to pay
for additional coverage. Nursing home only insurance must provide at least
twelve consecutive months of coverage of custodial care services of at least $50 a
day while confined in a nursing home.

= Home Care Insurance Only
Like the nursing home only policy, this policy only covers home care and must
provide at least twelve consecutive months of coverage of custodial care services
of at least $25 per day in a private home.

All policies sold in New York are indemnity policies, meaning they pay a specific dollar
amount for each day spent in a nursing facility or each home health or home care visit.
The policy also must be guaranteed renewable—the policy holder has the right to renew
the policy at any time given she/he has paid the premiums on a timely basis.

New York started offering Long Term Care Partnership in 1993 as a way to encourage
more people to offer LTC policies. This program allows purchasers of partnership-
approved LTC policies to qualify for Medicaid while still retaining some or all of their
assets (depending on policy purchased) once the benefits of the LTC policy are
exhausted. Medicaid rules will still apply to income, so contributions toward the cost of
care may be required.

Each of New York’s Long Term Care Partnership policies offers a minimum of two face-
to-face care management consultations per calendar year (in addition to information and
referral services offered by insurers) by independent professionals experienced in the
field of LTC. The stated purpose of the care management is to provide an independent
source of review of a policy- or certificate-holder’s individual situation and advice on the
optimal use of insurance benefits and other available LTC services.
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Care Coordination in New York State

Like most other states, care coordination takes many forms in New York based on the
population served and the program within which care coordination takes place. In fact,
the term for these services varies along these lines also, with the term “service
coordination” used in programs for mentally retarded/developmentally disabled
(MR/DD) clients, “care coordination” in mental health programs, “case management” in
programs for clients with HIV/AIDS, and the terms “case management,” “care
management,” and “care coordination” all used in programs for older adults and people
with disabilities.

Table 4: Role of the Care Coordinator in New York Programs

Services Ongoing are 0 Arrange Arrange Provide Provide
ASSe e e e edica DPO e e
Pla 0 ervice ervice e 3 o

Programs

Older Adults/Disabled
LTHHCP
EISEP
NY Connects
PACE
Managed LTC

MR/DD
HCBS Waivers
HCBS for TBI
Care at Home

< 2 2 2 2 2

< < 2 2 2

< 2 <2 B

Mental Hea