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Overview of Managed Care
The purpose of the managed care service delivery model is to integrate all of the services an individual needs in one delivery system with one payment called a capitated payment.  The managed care plan must furnish all of an individual’s services using this capitated payment. This puts the managed care plan at risk for high cost services as well as creates incentives to use prevention and pro-active techniques to keep a person well.

When we pay a capitated payment to a managed care plan, the plan has more flexibility in how they spend money for a client.  While we are bound by Medicaid rules to purchase only certain types of services, a managed care plan can purchase a fence to help someone feel safe walking in their yard or can buy multiple 15-minute physician appointments for one client in order to allow that client extra time with their doctor.  Managed care plans also have access to Medicare capitated payments allowing them to use that funding to purchase services as well.

Definitions

Continuity of Care:  The provision of continuous care, including prescription medication, for chronic or acute medical conditions through enrollee transitions. Continuity of Care occurs in a manner that prevents secondary illness, health care complications or re-hospitalization and promotes optimum health recovery.  Transitions of significant importance include: from acute care settings, such as inpatient physical health or behavioral (mental health/substance use) health care settings to home or other health care settings; from hospital to skilled nursing facility; from skilled nursing to home or community-based settings; and from substance use care to primary and/or mental health care.

Disenrollment:  The process by which an enrollee’s participation in a managed care program is terminated.  Reasons for disenrollment include death, loss of eligibility, or choice not to participate, if applicable (some managed care programs, such as Apple Health, are mandatory).
Fee-For-Service:  A service delivery system where health care providers are paid for each service separately (e.g. an office visit, test, or procedure).
Long-Term Services and Supports (LTSS):  A wide variety of services and supports that help people with functional impairments meet their daily needs for assistance in qualified settings and attain the highest level of independence possible. LTSS includes both Home and Community-Based Waiver Services and Medicaid Personal Care Services.

Managed Care:  A prepaid, comprehensive system of medical and health care delivery.

Medical: including preventive, primary, specialty care and ancillary health services.

Integrated: Includes preventive, primary, specialty care, ancillary health services, behavioral health and long term services and supports.
Medicare:  Title XVIII of the Social Security Act, the federal health insurance program for people age 65 or older, people under 65 with certain disabilities, and people with End Stage Renal Disease (ESRD) or Amyotrophic Lateral Sclerosis. 

Medicare Advantage:  The Medicare managed care options that are authorized under Title XVIII as specified at Part C and 42 C.F.R. § 422.
Region Support Network (RSN):  A county, a combination of counties, or a private nonprofit entity that administers and provides publicly funded mental health services for a designated geographic area within the State.
Third Party Liability (TPL):  Third Party Liability refers to the legal obligation of third parties (e.g., entities, insurers, or programs) to pay part or all of the expenditures for medical assistance furnished under a state plan. By law, all other available third party resources must meet their legal obligation to pay claims before the Medicaid program pays for the care of an individual eligible for Medicaid. States are required to take all reasonable measures to ascertain the legal liability of third parties to pay for care and services available under the state plan.
Apple Health Managed Care

The Washington State Health Care Authority (HCA)
HCA is the single state Medicaid agency. HCA is responsible for managing the Medicaid (Apple Health – also known as AHMC or AH) medical benefits for eligible recipients. HCA also manages the medical benefits of state employees.

HCA pays for medical services through 3 payment models:

· Fee for Service (FFS)—provider is paid directly by HCA for services provided.
· Primary Care Case Management (PCCM)—mostly tribal clinics. Providers are paid FFS, clinic is given a monthly per member per month payment to fund care coordination activities.

· Managed Care—HCA contracts with Managed Care Organizations (MCOs) to provide services to enrollees. HCA pays a per member per month premium for the MCO to provide preventative, primary, specialty and ancillary health services.  The MCO is responsible for contracting with providers and providing all benefits covered under the Apple Health Contract.
Payments to both providers and MCOs are made through the ProviderOne payment system.
(Medical) Managed Care
Benefits:
Coverage includes:
· Outpatient care such as: Wellness exams, immunizations, maternity care
· Pharmacy, including OTC and prescription medications
· Laboratory services
· Inpatient Hospital/Emergency Room
· Nursing facility for rehab/skilled nursing services
· Outpatient Mental Health
Please see the HCA benefit matrix for more detail.
Identifying clients who are enrolled via ACES Online:

You can find out if a client is enrolled in Apple Health or any managed care program by going to ACES online.  Once you pull up a client by entering name or ID, go to the “Medical Information” screen in the “Details” drop down.  If the client is enrolled in managed care, the health plan name, program and start and end dates will be visible.  You can view managed care information, Primary Care Case Management program enrollments and Regional Support Network enrollments on this screen.
Eligibility:

Mandatory AH Managed Care enrollees include:
· Families, moms and kids, pregnant women
· SSI Categorically Needy Blind and Disabled
· Foster Children – currently voluntary
· Medicaid Expansion adults without children
Eligibility for Apple Health Medical coverage is handled through:
· The Health Benefit Exchange www.WAHealthPlanFinder.org; or
· The local DSHS community service office for SSI-eligible aged, blind and disabled clients.
Changing Plans:

Apple Health enrollees may change plans every month (changes are effective the first of the following month):
· Via telephone at 1-800-562-3022. Clients may either wait for a customer services representative or use automated telephone Individual Voice Recognition (IVR);
· Online at www.waproviderone.org/client;   
· Via paper enrollment form mailed to HCA.
Apple Health Managed Care & Nursing Facilities
Managed care, like Medicare, covers a rehabilitative/skilled nursing benefit if authorization criteria is met.  When a managed care enrollee is hospitalized and needs to be discharged to a nursing facility, the hospital discharge planner must contact the plan for nursing facility authorization. 
Nursing facilities must work with the plans to ensure continuity and coordination of care.  The first rule of coordination is communication among systems – hospital, MCO and nursing facility must all be in communication about the enrollee’s stay.
MCOs have transitional care requirements for moves from the hospital to the nursing facility and home.  
Once it has been determined that the rehab/skilled stay will end or an enrollee does not meet authorization criteria, that enrollee should be referred to Home and Community Services (HCS) for a nursing facility level of care (NFLOC) assessment. HCS should also review available options with the client.
If you are contacted regarding discharges:
· If contacted by a hospital/facility for the NFLOC assessment or for discharge options, staff must ask if the hospital stay is covered by an MCO and if the client is enrolled in Medicaid managed care. 
· If the client is enrolled in Medicaid managed care (Apple Health), the facility must have a denial from the MCO before the stay can be covered by HCS.
For additional information regarding nursing facility coordination, see the Nursing Facility Case Management Chapter, Chapter 10.
Assisting with coordination
· If you receive billing questions, refer the provider to the health plan the client is enrolled in.
· Assist clients who have Apple Health medical coverage by knowing the health plan contact phone numbers.
· Find out which plan(s) each of the client’s doctors or specialists contract with.  This will help you assist the client in choosing the right Apple Health managed care plan.  It will also help when the client has a provider/plan coordination issue.
· Report issues to the plan, the ALTSA HQ Managed Care Program Manager and/or HCA mcprograms@hca.wa.gov. 

Health Plan Contact Information (client/provider):
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Health Plan Contact Information (staff—for discharges and care coordination questions):
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	Colleen Hekkanen LCSW, CCM -- Manager

P: 813-388-4026 

Karen Leone-Natale –CM/SNP Manager

P: 813-388-4119 
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	Sharon Bennatts (Sherry) -- Manager, Case Management 

253-442-1543 
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	Call 24 hr nurse line  877-543-3409

Provide client information and reason for call (discharge planning)
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Find a Provider List

https://fortress.wa.gov/hca/p1findaprovider/

ProviderOne Client Portal
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Enrollment Form

WWW. hca.wa.gov/medicaid/forms/documents/13_862.pdﬂ

First-timers’ Guide to Washington Apple Health (Medicaid)

@ Unkenowm Zome | Protected Mode: OFF





Regional Support Networks (RSN):
RSNs are single county or multi-county entities that are contracted with the State to provide mental health services for Medicaid enrollees.  They also receive some funding to provide community-based crisis services and perform involuntary commitment evaluations for the entire population of their contracted service area (Medicaid and non-Medicaid).  The population served by the RSNs for ongoing mental health services is limited to those Medicaid individuals who have a covered diagnosis and have functional impairment due to their illness.  This is determined by using the Access to Care Standards following an assessment by a mental health professional.  Any Medicaid enrollee can request an assessment for mental health services from the RSN or one of its contracted providers.  
Managed care clients who do not meet mental health Access to Care Standards may be able to receive mental health services through their managed care 
For more information about RSNs, visit: http://www.dshs.wa.gov/dbhr/rsn.shtml.
Medicare and other insurance coverage

Clients in both fee-for-service as well as managed care often have other insurance coverage.  We call this insurance coverage “third-party liability” or TPL.  Clients cannot be enrolled in a managed care plan if they have what is considered “comparable third party coverage”.  This means, for example, if a client wants to enroll in a Medicaid medical managed care plan such as Apple Health, they also cannot have an active medical insurance policy through another insurance company.  A good rule of thumb is if the managed care program covers medical services or long-term care services, a client likely cannot have other medical or long-term care insurance coverage.  

Third party insurance can be viewed in ProviderOne on the “Client Demographics” screen within the ShowBox drop down list.  Often insurance companies serve multiple populations so when someone says “I have Molina” that could potentially mean Molina Medicaid managed care program coverage, Molina Medicare or Molina coverage through private insurance, so staff may need to explore that information with the client or within ProviderOne to determine the actual coverage a client has.  
The Department does not advise clients on which coverage is right for them nor do we encourage clients to drop any insurance coverage.  These are choices the client must make.  
There are resources available that offer unbiased information to assist clients and their families with choosing the insurance coverage that may be right for them:

National Benefits CheckUp: www.benefitscheckup.org/ 
The Statewide Health Insurance Benefits Advisor (SHIBA):

· Call 800-562-6900, TDD: 360-586-0241 

· Contact a local office in the client’s county 
· Fill out an online contact form 

· Mail a request:

SHIBA 
Office of the Insurance Commissioner
PO Box 40256
Olympia, WA 98504-0256 

Medicare

Medicare is different from Medicaid in coverage and eligibility.  Medicare coverage itself does not typically interfere with managed care enrollment; however there are some programs (Apple Health for example) which do not allow dually eligible clients (those eligible for Medicaid and Medicare) to enroll.  

Eligibility:

· People qualify for Medicare at age 65 or older if:
· ﻿They are a U.S. citizen or a permanent legal resident; and

· ﻿They, or their spouse, have worked long enough to be eligible for Social Security or railroad retirement benefits — usually having earned 40 credits from about 10 years of work — even if they are not yet receiving these benefits; or

· ﻿They, or their spouse, are a government employee or retiree who has not paid into Social Security but has paid Medicare payroll taxes while working.

OR

People qualify under age 65 if they:
· ﻿Have been entitled to Social Security disability benefits for at least 24 months (which need not be consecutive); or

· ﻿Receive a disability pension from the Railroad Retirement Board and meet certain conditions; or

· ﻿Have a diagnosis of Lou Gehrig's disease (amyotrophic lateral sclerosis), which qualifies them immediately; or

· ﻿Have permanent kidney failure requiring regular dialysis or a kidney transplant — and they, or their spouse, have paid Social Security taxes for a certain length of time, depending on age.

Medicare Coverage:

There are different types of Medicare coverage:

Part A helps pay the costs of a stay in a hospital or skilled nursing facility (short-term rehab), home health care, hospice care, and medicines administered to inpatients.

Part B helps pay bills for physicians and outpatient services such as rehab therapy, lab tests and medical equipment. It also covers doctors' services in the hospital and most medicines administered in a doctor's office.

Part C is a Medicare managed care model that consists of a variety of private health plans, known as Medicare Advantage plans that cover Part A, Part B and (often) Part D services in one package.

Part D helps pay the cost of prescription drugs used at home, plus insulin supplies and some vaccines. To get this coverage, individuals must enroll in a private Part D drug plan or in a Medicare Advantage plan that includes Part D drugs.
Medicare covers most services deemed "medically necessary," but it doesn't cover everything; except in limited circumstances, Medicare doesn't cover routine vision, hearing and dental care; nursing home care (long-term); or medical services outside the United States.

Exams and checkups: Medicare doesn’t cover routine physical exams. But individuals new to Medicare are entitled to a one-time “Welcome to Medicare” exam and medical history review within 12 months of enrolling in Part B.  Also, Medicare now offers annual wellness checkups.   Both are free of charge if provided by a doctor who accepts full Medicare reimbursements.


Early detection: Certain lab tests and screenings used to diagnose diseases early are also free of charge. These include mammograms, pap smears, bone density measurement, and screenings for cardiovascular disease, prostate cancer, HIV and diabetes. Although the tests themselves are free, in most cases individuals would still be required to pay the copay to see the doctor who prescribes them.

Questions or more information about Medicare: If your client needs to find a primary care doctor or specialist who accepts Medicare, they can call Medicare at 1-800-633-4227.
Program of All-Inclusive Care for the Elderly (PACE)

What is PACE?

PACE, a voluntary managed care program, provides long-term care and acute medical services, using Medicare and Medicaid benefits, to older and disabled adults who meet nursing facility level of care.   

Possible clients who may benefit from PACE services may have:

· A wide variety of needs, requiring close monitoring by a physician because of medical conditions, which may include behavioral conditions (dementia);

· Medically complex clients who have needs that can be addressed by PACE;

· An ongoing need for restorative therapies (OT, PT, Speech Therapy);

· A history of multiple hospitalizations and short nursing facility stays; 

· No access or limited use of primary care; 

· Excessive emergency room visits;

· Lack of family or informal support system.

Who can provide PACE services?

Currently the PACE program is available to clients who live in King County, offered by:

Providence ElderPlace - Seattle

4515 Martin Luther King Way South, Suite 100

Seattle, WA  98108

(206) 320-5325

(206) 320-5326 (Fax)

Providence ElderPlace West (Mount Saint Vincent – West Seattle)

4831 35th Ave. SW

Seattle, WA 98126

(206) 923-3940

Providence ElderPlace – Full Life (at Full Life ADH Center in Kent)

7829 S 180th St.

Kent, WA 98023

(206) 320-5325

Providence Heritage House at the Market

1533 Western Avenue

Seattle, WA 98101

(206) 382-4119

· To be enrolled in PACE, the client must live in King County.

What services are offered by PACE?
If you are contacted by a PACE enrollee with questions about their services, direct them to their PACE (Providence) social worker.

	A.  Health Services
	

	
	· Adult day health

	
	· General medical and specialist care, including consultation, routine care, preventive health care, and physical exams

	
	· Access to a women’s health specialist for routine or preventative women’s health services

	
	· Nursing care

	
	· Social services

	
	· Physical, occupational, speech and recreation therapies

	
	· Nutritional counseling and education

	
	· Laboratory tests, x-rays, and other diagnostic procedures

	
	· Prescribed prescription and non-prescription drugs from the pharmacy designated by Providence ElderPlace

	
	· Prostheses, medical supplies, medical appliances, and durable medical equipment according to Medicare and Medicaid guidelines

	
	· Podiatry services, including routine foot care

	
	· Vision care, including evaluation, consultation, and diagnostic and treatment services

	
	· Dental care 

	
	· Audiology, including evaluation, hearing aids, repairs and maintenance

	B.  Home Care
	

	
	· Skilled nursing services

	
	· Physician visits

	
	· Physical, occupational, and speech therapies

	
	· Social services, case management, and counseling

	
	· Personal care

	
	· Homemaker chore services

	
	·  Respite care

	
	

	C.  Hospital Care
	

	
	· Semi-private room and board

	
	· General medical and nursing services

	
	· Medical surgical/intensive care/coronary care unit, as needed

	
	· Inpatient acute hospital care including ICU and CCU.

	
	· Laboratory tests, x-rays and other diagnostic procedures

	
	· Medications and biological

	
	· Blood and blood derivatives

	
	· Surgical care, including the use of anesthesia

	
	· Use of oxygen

	
	· Physical, occupational, speech, and respiratory therapies

	
	· Medical social services and discharge planning

	
	· Emergency room and ambulance services

	
	· Private room and private duty nursing (provided only when medically necessary)

	D. Skilled Nursing
	

	
	· Semi-private room and board

	
	· Physician and skilled nursing services

	
	· Custodial care

	
	· Personal care and assistance

	
	· Medications

	
	· Physical, occupational, speech, and respiratory therapies

	
	· Social services

	
	· Medical supplies and appliances


	E. Housing
	

	
	· Adult Family Home or Assisted Living

	
	· Homecare assistance for people in their own home 

	
	· If eligible, Supportive Housing

	F. Comfort Care
	

	
	· Care in a hospital, nursing facility, adult family home, or assisted living facility

	
	·  Medications for your terminal condition

	
	· Home care services

	
	· Consultation and 24 hour nursing availability from hospice

	
	· Access to bereavement and volunteer support

	G. Dental Care
	

	
	· Diagnostic services: examinations and x-rays

· Preventive services: prophylaxis, oral hygiene instructions 

· Restorative dentistry: fillings 

· Prosthetic appliances: complete or partial dentures 

Oral surgery: extractions, removal/modification of soft and hard tissue

	H. Other Services
	

	
	· Wheelchair accessible transportation 

	
	· Escort services to medical appointments when necessary and approved in advance by the Providence ElderPlace team

	
	· Interpreter and Translation services

	
	· Representative Payee Services

· Mental Health Services

· Chemical Dependency Services


PACE provides this list of services and contracted providers to all PACE clients.

	House Bill 1499

	During the 2013 Legislative session, Substitute House Bill 1499 was passed, requiring the Department to:

· Establish rules, in compliance with federal PACE regulations, to authorize long-term care clients enrolled in PACE to elect to continue their enrollment in PACE regardless of improved status related to functional criteria for nursing facility level of care (also known as “Deeming”);

· Develop and implement a coordinated plan to provide education about PACE program site operations to include: 

· A strategy to assure that case managers discuss the option and potential benefits of participating in the PACE program with all eligible long-term care clients; 

· Requirements that all COPES eligible clients, age 55 and over, in the PACE service area, be referred to PACE for evaluation. The Department’s plan must assure that referrals are conducted in a manner that is consistent with federal Title XIX requirements (also known as “Referrals”); 

· Additional and ongoing training for case managers and other staff in counties in which a PACE program is operating (training must include benefits of program and continued enrollment).

· Identify a private entity that operates PACE program sites in WA to provide the training at no cost to the state.

   

	To comply with this Legislation, staff have been instructed as follows:

Referrals

At each assessment, AAA and HCS staff within the King County area must:

1. Bring a copy of DSHS Form 17-218 with them.

2. Explain the form to eligible (NFLOC, age 55+) clients during their normal discussion about program options.

3. Bring the form back to the office after the assessment and fill it out completely and legibly.  Note the addition of the Client’s Phone Number field.

4. Send each form via DMS Hotmail (Staff will not see a DMS assignment for these forms).

Headquarters staff are collecting and tracking all referral information in order to report progress to the Legislature.  HQ staff are also sending spreadsheets to Providence, weekly, of clients who indicated they would like more information about the PACE program.


Process for Deeming Continued Eligibility for PACE

Background

At least annually, the State Administering Agency (DSHS) must re-evaluate whether or not a PACE participant needs the level of care required under the State Medicaid plan for coverage of nursing facility level of services by using the eligibility criteria specified in WAC, reviewing the participant’s plan of care and reassessing the client’s eligibility using the state’s assessment tool.

Who can be deemed eligible?
HCS/AAA case managers may deem a participant who no longer meets the State Medicaid nursing facility level of care (NFLOC) requirements to continue to be eligible for the PACE program if, in the absence of continued coverage under the PACE program, the case manager reasonably expects that the participant will meet the nursing facility level of care in the next 6 months.

State Staff Responsibilities:

1. HCS/AAA staff will continue to complete annual reassessments of all PACE participants.  If the assessment results in the client not meeting NFLOC, staff will review the  assessment and consider whether the:
a. Participant’s health status is maintained or benefited, at least partially, because of the services PACE currently provides; and
b. Participant’s health and/or functional status are likely to decline over the next six (6) months without PACE services.
· Examples of information that would support deeming of continued eligibility could include, but are not limited to:
· Physician and/or nursing progress notes documenting the treatment and impact of a chronic/disabling condition;
· List of services currently provided to the participant (OT, PT, dietary management, blood glucose/blood pressure checks, diabetic foot care, etc.)
· Frequency of medical appointments and/or frequency of medical treatments/interventions that point to an unstable medical condition that must be treated/monitored regularly to avoid complications;
· Decline or loss of mobility combined with cognitive decline or progression; etc.
2. If HCS/AAA case managers deem continued eligibility, they will continue to conduct full annual reassessments (and any significant change assessments) and determine NFLOC and/or that deeming criteria continues to be met.
3. If the client meets deeming criteria, staff will choose “PACE Deeming” in the program drop down in CARE.  (See MB H14-012 CARE Change Control Information – February 28). HCS/AAA staff will note in a CARE SER the decision to deem eligibility in the PACE program. 
4. If HCS/AAA staff determine that a previously deemed participant no longer meets NFLOC or deemed continued eligibility or the client is not financially eligible for Medicaid a denial notice and appeal rights will be issued to the participant with a copy sent to the PACE provider. 
5. If the participant requests a Department administrative hearing to dispute the State’s denial of continued eligibility, PACE services may continue until the appeal is heard and a decision is rendered.  If the denial is upheld, the participant may be required to pay the cost of PACE services rendered after the initial denial effective date.
6. If a request for administrative hearing is not received, PACE enrollment will be terminated at the end of the month in which the PAN was issued if the PAN was issued at least 10 days prior to the end of the month; if PAN was issued less than 10 days prior to the end of the month, PACE enrollment will be terminated at the end of the following month.
Training

Training is set up and offered through Providence at regular intervals for both HCS and AAA staff.  Trainings are meant to be interactive and jointly held.  For information on upcoming training opportunities, talk with your supervisor.
Determining Eligibility for PACE and Enrolling Clients
You will need to assess clients and determine whether they:

· Are age 55 or older;

· Meet nursing facility level of care (NFLOC) as defined in WAC 388-106-0355; 

· Reside in the PACE service area at the time of enrollment;

· Are financially eligible per WAC 182-515-1505;

· The client agrees to enroll in PACE, which means he agrees to receive services exclusively through the PACE organization and its contractors.

CARE rules and policies that apply regarding a PACE enrollee
· All CARE minimum standards are applicable to PACE enrollee assessments.

· When determining “status” for PACE enrollee, the PACE organization is considered the ALTSA paid provider, not the IP, Residential or Adult Day provider.  The actual providers are not to be considered “informal” supports, because they are being paid by the PACE organization.

· On the Support Screen, assign the PACE organization as the paid provider for all applicable “unmet” needs. 

· Potential referrals triggered from the CARE assessment are the responsibility of the HCS/AAA worker prior to enrollment into PACE, including the assessment that determines functional eligibility.  Once the client is enrolled, the PACE provider assumes all case management for the client.  


	Enrolling clients into PACE

	You will:
	1. Complete the CARE assessment to determine functional eligibility (specifically nursing facility level of care) for long-term care services.  If the client is functionally eligible for nursing facility level of care, offer PACE as an option for receiving services.  

2. Once you receive information from the PACE organization that the client has enrolled, you will:

· Provide a copy of the CARE Assessment Details and Service Summary to the PACE organization.

· Send a copy of the Service Summary and CARE Results to the client; request the client sign the Service Summary and return it to HCS.
· Send a Planned Action Notice (DSHS 14-405) to the client or their representative stating the effective enrollment date.

	The financial worker will:
	1. Determine financial eligibility for long-term care (PACE), if not already established and provide verification of financial eligibility to the PACE organization.  

2. Reprint the most recent award letter and send it to Providence ElderPlace.

3. Enter Providence ElderPlace on the client’s AREP screen.

	The PACE organization will:
	1. Contact interested clients to discuss the program.

2. Send a monthly electronic enrollment file that contains client enrollment effective dates to the PACE Program Manager with a cc to the HCS field supervisor.

	The PACE Program Manager at HCS HQ will:
	1. Enroll the client into PACE via the ProviderOne system if eligible.


Note: Clients are eligible for PACE services on the first of the month following the date the client is financially/functionally eligible.  Clients can only be enrolled effective the first of the month.
Case Management for PACE Clients
Once a client is enrolled in the PACE program, the PACE organization maintains case management responsibilities.  Annually you are required to verify client financial and functional eligibility, or sooner if there is a significant change.  

Reassessing Clients (annual or significant change)

The PACE organization is responsible for notifying you of any significant changes in the client’s condition:

1. Collaborate with the PACE social worker prior to each assessment.  Review the previous assessment/SERs and information given by the PACE organization before the visit.

2. Notify Collateral Contacts when needed to obtain information to provide an accurate assessment.

3. Complete the face-to-face assessment and be sure that you have: 

· Assigned the PACE organization  as the paid provider, and 

· Assigned tasks to the PACE organization.  No provider schedule is necessary.  

4. Verify financial eligibility at least annually, document on the Financial Screen in CARE and document in the file.

5. Once complete, move the assessment to current per procedures in Chapter 3 of the LTC Manual, send the CARE Assessment Details and Service Summary to the client and the PACE organization. 


Coordinating with the PACE organization

1. The financial worker must enter the PACE organization information in ACES as an AREP.
2. You and the PACE organization must report the following client changes to one another when they occur:

· Admit or discharge from a nursing facility;

· Change in address or phone number;

· Change in plan of care which includes:

· Changes in care setting.  

· Changes in providers (e.g. new IP).

· Disenrollment from plan (including expedited disenrollment);

· Move out of the service area;

· Changes in or termination of Medicaid eligibility;

· Changes in cost of care (HCS financial reports to the PACE organization).
3. Client passes away.  

Completing Necessary Forms

You are still required to complete the following forms:

· PAN:  Once you assess the client in CARE, you must send the client the Planned Action Notice.  The Planned Action Notice for PACE clients must include information that tells the client:
· They are eligible for services;

· That the PACE organization will be their provider;

· The number of personal care hours they are eligible for.

· Rights and Responsibilities

· Consent Form:  Complete when working with collateral contacts to gather/share information.
Payment for PACE Clients

Each month, the PACE organization sends an enrollment/disenrollment list to the HCS PACE Program Manager at Headquarters and cc’s the HCS Region 2 supervisor.  Eligible clients are enrolled by the Headquarters Program Manager in the ProviderOne payment system.  In some circumstances, requests for enrollment are made for clients who are not eligible for PACE.  In these cases, the Program Manager communicates back to the PACE organization and the HCS Region 2 supervisor on status of the entire list.  For clients enrolled in the PACE program, Providence receives a file of all eligible clients and a capitated monthly payment for each eligible enrollee.
The PACE Organization or its subcontractors are responsible for collecting the client’s participation.
Disenrollment from PACE
Clients may be disenrolled when they:

1. Request disenrollment;

2. Are no longer Medicaid eligible, i.e. client is not financially or functionally NFLOC;

3. Move out of the PACE service area or leave for more than 30 days (unless an arrangement has been made or client is receiving referred treatment from the PACE organization);

4. Engage in disruptive or threatening behavior and involuntary disenrollment is reviewed and approved by the HCS Headquarters Program Manager;

5. Fail to pay or to make satisfactory arrangements to pay any amount due to the provider after a 30-day grace period;

6. Are enrolled with a PACE organization that loses its contract and/or license and is no longer able to offer services.

    Process for involuntary disenrollments (situations 4-6 above): 

1. The PACE organization must send a written notice to the Headquarters Program Manager that fully documents that one of or more of the conditions exist to justify involuntary disenrollment.  

2. The HCS Headquarters PACE Program Manager will notify you and the PACE organization of approval/denial of the request for disenrollment within 15 days of receipt and notifies of the HCS Region 2 supervisor if client will be involuntarily disenrolled.
	Disenrolling long-term care applicants from PACE

	The PACE organization will:
	1. Send a monthly electronic disenrollment file to HCS with a cc to the Region 2 supervisor with the effective dates of participant disenrollments.



	HCS case manager will:
	1. Send the client a Planned Action Notice (DSHS 14-405), stating the effective disenrollment date.

2. Follow procedures for setting up an assessment with the client to put long-term services and supports in place.



	HCS HQ Program Manager
	1. Process disenrollments in the ProviderOne payment system.


Note: Disenrollment from PACE is effective the last day of the month.
PACE Organization Responsibilities
The PACE Organization:
· Must maintain services for the enrollee indefinitely, regardless of how much service needs increase or decrease;

· Is responsible for admitting and/or discharging PACE enrollees from the various living environments;

· Must notify you and financial of any:

· Address changes;

· Changes in income or resources;

· Changes in living situations (in-home, residential, nursing facility, hospital);
· Collect enrollee participation if applicable.

Rules and Policy

WAC 388-106-0700
Chapter 182-538 WAC

42CFR460
42CFR438
HCS is also responsible for assessing private pay clients who are interested in enrolling in PACE to determine functional eligibility as well as ongoing functional eligibility determinations.





For nursing facility clients, an annual full-reassessment must be completed.
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