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Sustained Medicaid Growth

Total Medicaid— without expansion
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Growth by Population

Population Expenditures 2005-2012
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Medicaild Components

. Individuals .
SFY 2012, in $Smillions Sty | fad || DS ey
Families e Lerees Other
Disabilities
Physical Health 630 469 107 77 1283
Behavioral Health
46 126 15 48 235
Substance Abuse
8 7 0 4 19
Nursing Facilities
0 121 375 1 497
Home and Community Based Services 0 475 115 9 599
TOTAL 684 1198 612 139 2633
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1115 Waiver for KanCare

 Move nearly all Medicaid populations
INto managed care

e Cover nearly all Medicaid services
through managed care, including long-
term services and supports

e Establish safety net care pools for
hospitals
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Health Homes in KanCare

Integrate and coordinate care for the
whole person

For people with chronic conditions
Can include medical homes

Health homes do not replace acute care
services
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Six Core Services

Comprehensive care management
Care coordination and health promotion
Comprehensive transitional care
Patient and family support

Referral to community and social support
services

Use of HIT to link services
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KanCare Health Home Model

MCO staff + third party = HH
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KanCare Health Home Model

* A partnership between the managed care
organization (MCO) and another entity, a
Health Home Partner (HHP)

o Offers flexibility for providing health home
services within a capitated, risk-based
managed care delivery system
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KanCare Health Home Model

—lexibility Is critical since Kansas Is a
argely rural state and familiar community
oroviders are important

Health home beneficiaries likely have
experience with, and preferences for,
different types of Health Home Partners
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KanCare Service Structure

Use of HIT to link
services

Referral to
community & social
supports

Individual and
Family Supports

Member

with
designated
condition

HH Partner
(HHP)

Comprehensive care
management

Care Coordination
and Health
Promotion

Comprehensive
transitional care
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Partnering to Provide Services

 Some health home services provided by
the MCOs and some by the Health Home
Partner (HHP)

e Some services may be jointly provided by
the two

 Division of services, as well as payment
between the MCO and the HHP, will be
spelled out in contract
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Health Homes Ensure

e Critical Information is shared

 The beneficiary has the tools needed to
help manage his/her chronic condition(s)

 Necessary screenings and tests occur on
a timely basis

* Avoidable ER visits and hospital stays are
reduced

« Community and social supports are in
place
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4 )

Ralph has
Hypothyroidism

. J

Ralph has Down
Syndrome

4 )

-

.

Ralph is 41 years old and
overweight

~N

J

Ralph has high
cholesterol

4 Ralph does not have a A

Primary Care Physician
and goes to the

\_ Emergency Room often. )

Ralph lives in substandard housing
and is in need of home support (he
is not currently on the DD waiver or

waiting list)




How will a Health Home help?

Communication
between Care
Coordinator and Case
Management
b3
RN

'

MCO CDDO

~
~ Complete an I/DD
waiver assessment

Comprehensive Case
Management

[ Arrange community supports and services: \
* Arrange case management

* Set up Long Term Care services
e Set up Meals on Wheels

* In home supports

PERS (emergency monitoring)
NEMT (medical transportation services) j

Review hospital visits to
eliminate unnecessary

\ visits y

7

Get Ralph connected with a
Primary Care Physician

a

.

Accompany Ralph to Primary Care Physician
appointment to help Ralph understand Physician
instructions and communicate his needs to the
Physician

-
Refer Ralph for I/DD waiver
assessment

.

Connect Ralph with Monitor
safe and affordable medications for
housing compliance

Medication Management

make sure prescriptions are
filled

. J




Cathy is unemployed
but interested in

employment Cathy has

Cathy is 41

bipolar
I .
year old disorder
Cathy has Cathy has
Diabetes COPD

Cathy has been admitted to the
hospital 4 times in the past year.




How will a Health Home help?

Communication
between Care

Review hospital

Medication __
management Coordinator and Case history
Management
<
/,,, \\\
MCO CMHC
Case Management
Care Coordination for Bipolar
disorder

Works with Cathy to help her ask her PCP
questions and understand information provided

(" Assists in locating primary )
care physician and
schedules initial
appointment and follow-
up appointment

4 : N\
Therapy — with Helps C.ath'y unders'tam?l diabetes
ivate th it education information in context

private therapis of mental health condition

J

\_

Locates physical activity program for Cathy to
participate in

Assists in scheduling
appointments with
specialists and follows-up

Helps connect to
COPD - Support
Inc. on-line

\.

-

Develop support group for
people with Bipolar and
other physical conditions

Refers for diabetes
education

Connects Cathy
S~ with employment
program




Payment Structure

State pays MCO for each
Health Home (HH) member

MCO shares HH payment with
HH Partner (HHP ) through
contractual arrangement,
taking into accountthe
division of 6 HH core services

in their contract

MCO and HHP jointly provide
HH core services as specified

MCO pays for all
KanCare services

Physician €
Specialist €
Pharmacy €

¥

\ KanCare Member

Behavioral Health <

Services

Home and Community

Based Services [
HH Partner may be one 'Df'(_

these;
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Process for Federal Approval

State defines (within CMS framework):

-

Health Home model * Provider qualifications
* Target populations * Goals and quality measures —dq
* G Core services * Payment methodology

|

Input from stakeholders

v

Consultation with tribal

organizations and
SAMHSA

State Submits Medicaid State
Flan Amendment (SPA) to CMS
for January 1, 2014
implementation

match

Once SPA approved, State may
claim90% federal match for
Health Home services for two
years, then receives regular
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Questions?
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