Addendum No. 1
Outline of Major Design Dimensions for Episode Model 
MAJOR DESIGN DIMENSION 1:  EPISODE DEFINITION

AWA POSITION: Any episodic definition must differentiate between a medical episode of care and a long-term support (LTS) episode.

=====================================================================
Medical episode – The Medicaid health care system will undergo reform, including primary health care, for all Medicaid recipients.  This reform will affect individuals with developmental disabilities just as it does all other Medicaid recipients.  

Any cost sharing (co-pays) will also apply to people with developmental disabilities.

Any benefit restrictions will also apply to people with developmental disabilities. 

Service overlays or limitations, or even an increase in non-covered services, will also apply to individual with developmental disabilities.  

However, we propose that nothing defined can limit our population’s access to University of Arkansas for Medical Sciences or Arkansas Children’s Hospital.  

Further, nothing defined can limit access to a specialist who can serve the function of a primary physician.  

Otherwise, individuals with developmental disabilities will be affected by any medical reform; therefore, long-term supports should not also include a component of limitation on any medical support.
LTS episode – The DDS system, primarily funded by Medicaid, has a combination of institutional, community, and non-facility supports.  There are some other services, such as therapies, which might be short term.  The episode for people with developmental disabilities that we are considering is a long-term episode from birth to death, but has no age restrictions. 

The Transformation system design includes a level of care assessment upon entry to the system, with reassessment upon major life changes or at periodic intervals. 

All people served in long-term supports will need a variety of supports with varying intensity throughout their lifetime.

Supports delivered in the community are, on the average, more cost effective than institutional options.  

Many people currently in services waited for years on waiting lists for that support.

Generally, the DD system is cost-effective.
Therefore, people in current services should be grandfathered in at current levels of care.  

System transformation should occur for newly eligible persons, regardless of desired service (institutional, community or non-facility care.)

If someone currently served needs a service change over a pre-established percentage of the total direct care services cost, then that person should revert to the new system.  Currently served persons should have a predetermined cost of living increase annually. 

Direct care services are all staffing services, to exclude indirect or administrative costs, and to exclude services such as equipment or medical supplies that are indirect in nature. 

The definition of the episode of care does not relate to any particular payment model.   A long-term support model might be the episode in a facility-based setting, waiver, or DDTCS program.   Funding ties to the individuals, not the program or facility.  Individuals are the determining factor in the selection of services that will meet their needs.  
MAJOR DESIGN DIMENSION 2:  CLIENT CRITERIA

AWA POSITION:  Client criteria is not as critical in the DD system as it might be in the overall reformation of medical care, but the level of care criterion and funding is of great importance to individuals and families.   Any design and development, testing, and implementation of this system change must be piloted, published for public comment, have stakeholder input at every level, and no final determination on use prior to determination of the validity of the approach.

=====================================================================
The assessment model, under which a newly eligible individual will be assessed at entry, will be attached to a level of care strata, which has a funding allocation component.  That funding allocation will then be developed into a person-centered plan, which will reflect the available funding to the individual for supports.

Element one – determination of the Level of Care by way of a Universal Assessment:

Any universal assessment that will be tied to resource allocation must be piloted.  At a minimum, it must be tested between small and large providers, all service types, rural and urban areas, children and adults, and currently known levels of care must be considered.  

Any service assessment during the piloting must be validated to current plans, in both resource and service levels.  

Administration of the assessment must be standardized between assessors and a plan developed to replicate and retrain new assessors for future use if adopted.   The funding to implement system wide should be an early part of the discussion.

The avenue to pilot different assessments for children and adults, and blend at resource allocation, must remain open.

Everyone within the system should be considered for pilots of the assessment tool.  However, assessments of those currently served must be used for informational purposes only and not tied to resource allocation. The testing must be validated on all populations prior to any systemic initiation. 

Any level of care assessment must have the capacity to use overlays for medical, behavioral, and psychiatric needs.  All overlays must also be validated.

Income – all current levels of eligibility should be maintained.  As mentioned earlier, individuals with DD will be subject to any increases for their medical care; thus, we recommend no additional funding requirements for DD services.  

Age/sex/race – Outside of equity balancing for services to children (in facility, no parental responsibility requirements exist) and outside of consideration for assessment tools between children and adults, the rest have no bearing on DD services. 

Diagnosis, procedures  - DDS follows state law to determine DD eligibility, state workers determine eligibility and provide choice of eligible Care Coordination Agencies (CCA) based on geographic locations.  Outsourced initial assessment of level of care occurs.  Referral to CCA with level of care determined and CCA completes person centered plan.  All those who are currently eligible will have assessments completed by the DD Provider Cooperative, Partners, or other outside resource under contract from DDS. 


Families must have the right to appeal initial assessment to the state.  In order to maintain an understanding of level of the available funding, all CCA’s must be able to assist families in reviewing the resources available.  However, all allocation risks remain with the state. 
MAJOR DESIGN DIMENSION 3:  PROVIDER CRITERIA

AWA POSITION:  Provider Criteria is already established in the DD system. Many elements under this area, such as capability, scope, volume, performance, are primarily medical considerations.  However, some provider criteria is very important to individuals and to the service system, such as elements of choice and preservation of small local providers.  Provider criteria should reflect that the funding ties to the individual, not to the provider; thus, choice and movement of funding between providers becomes critical.  

=====================================================================
For individuals currently served, if only served by one provider, the state should auto-enroll to that provider.  If individuals are served by more than one provider, the state should offer the individual or family the option to choose a provider among all providers in their area that are care coordination agencies. 

Every provider enrolling as a Care Coordination Agency must be able to perform person centered planning that includes all services.   This does not mean they must provide all services. The person centered plan should be done by one CCA company and should cover all components and CCA’s should assist families in electing providers in their area.  There does not need to be separate plans for separate services.  

For those already deemed eligible for DD services, the initial assessment must be independent of the service provider and the state.  The determination of eligibility will be done by DDS who assesses and follows state law to determine DD eligibility.  Upon determination of eligibility, DDS should provide choice of Care Coordination Agencies (CCA).  The state then makes a referral to an independent contractor for the initial assessment. Once the initial assessment is completed, the independent contractor reports the assessment outcomes to the state and to the CCA.  At that point, the CCA makes contact and develops the person centered plan, which includes a budget.

Existing Licensed or Certified providers:

All case management DDS funded services should be consolidated into one service, called care coordination, which pays separately of any service.  Care Coordination services should be weighted based upon level of care.   Some services might still need coordination functions related to that service and are not prohibited from having this as a part of a service array.   The distinguishing feature will be that your care coordinator will cross agency and funding lines in service monitoring. 
Basic Description of Duties of Care Coordination:

The Care Coordinator will provide the initial planning, education, and service array for the individual and family.   Preparing the plan, explaining the resource allocation, assisting in any appeal of resource allocation, all fit within the initial activities of the Care Coordinator.  The Care Coordinator should be familiar with Medicaid and non-Medicaid supports.   Upon completion of the plan, the Care Coordinator should be responsible for referrals for psychological, behavioral, educational, and physical assessment as needed.   Care Coordinators are responsible for coordinating any reassessments or providing needed documents for all service referrals.  They also will assure coordination between doctors, and monitor medications, supplies, equipment and other supports as utilized.   They are the primary point of contact.
Using care coordination can cut down on health care costs by streamlining the provision of health care and avoiding duplicate visits. It also reduces stress and strain for patients and caregivers. The coordinator is available to answer questions, and family members can also consult with the coordinator when it comes to making complex choices. The coordinator is familiar with all the options of the patient's case, and can provide information about the potential outcomes of these options.
There might be circumstances where the care coordinator will need to accompany individuals to appointments (medical or rehabilitative), or meet with other care providers to resolve issues surrounding the individual's care.  There may also be the need for specialty care coordination, provided by a nurse, social worker, psychiatric technician, or other personnel qualified to interpret complex medical or psychiatric orders.  When needed, the care coordinator will be responsible for educating other individuals within their agency or outside.
Arkansas should develop quality indicators and deemed status based upon those quality indicators.  Deemed status can be obtained from many different national associations, and agencies should review and elect from those options if they go for deemed status. 
CCA must serve as fiscal intermediary for self-directed choice for individuals that elect that service option.  For more details on self-directed services, see Addendum No. 2.  
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