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Executive Summary

Illinois’ Vision

[llinois’ vision for health system transformation is built upon the premise that the major
contribution to better health status, better patient experience, and lower spending (the “Triple
Aim”) comes from people living in healthy and safe communities with access to appropriate
resources and services, including high quality health care providers who work together in teams
around the needs of the people in their communities.

To achieve this vision, the Alliance has developed a State Health Care Innovation Plan (SHCIP)
organized around five major transformation drivers that support the Triple Aim:

1. Clinical integration and supporting payment reform innovations
2. Additional integration innovations for people with specific needs
3. Population health innovations
4. Workforce innovations
5. “Learning health care system” innovation
Collectively, these transformation drivers will:
e support the establishment of an integrated care model standard for health care delivery;

e provide incentives and tools to assist both medical and non-medical providers in advancing
along a continuum toward becoming comprehensive, community-based integrated delivery
systems that provide patient-centered individual care; and

e improve the health status of populations.

The health, wellness, and independence of individuals are critical for population health, which in
turn will keep health care costs affordable for businesses and families, and ultimately attract jobs
and expand Illinois’ economy.

Current Healthcare Environment

Healthcare Delivery System

[llinois’ health system is comprised of multiple state agencies and hundreds of hospitals, local
health systems, long-term care providers, and provider groups that vary greatly in size, ownership
structure, mission, array of services, and level of service integration.

Hospitals. 1llinois has 214 hospitals, including 164 general hospitals and 51 Critical Access
Hospitals. The predominant hospital ownership type is a not-for-profit corporation (76%);
followed by for-profit corporation (11%); public including city, county, and hospital district (10%);



and other ownership types (3%).! Currently in Illinois, only a few large hospital systems with
employed and/or contracted physicians would classify themselves as “integrated delivery systems”
with capabilities that allow them to employ team-based care practices, accept and disburse
payments and financial incentives to providers within their system, and provide performance
reports and counseling to individual doctors and practices.

Physicians. While Illinois is near the middle among states on the total number of active physicians
and active primary care physicians per 100,000 population, the supply does not necessarily match
the demand in certain geographies and for some populations. Even in areas where supply is
currently sufficient, concerns exist about capacity when Marketplace and expanded Medicaid
coverage begin in 2014. Only 64.9% of lllinois physicians reported that they were accepting new
Medicaid patients in 2011, compared to a national median of 76.4%.2 Similarly, 28.5% of Illinois
residents live in an area that has been designated as a primary care Health Professional Shortage
Area (HPSA), compared to a national median of 18.6%.3

Mid-Level Providers. lllinois falls well below the national median in its use of non-physician
providers. Illinois has 20.2 physician assistants and 35.3 nurse practitioners per 100,000
population, compared to the national median of 33.5 and 62.1, respectively. 4 Current scope of
practice regulations in the state require physician involvement for both diagnosis and treatment,
and prescribing by a non-physician provider.

Long-Term Services and Supports. lllinois has approximately 1,200 long-term care facilities serving
more than 100,000 residents.> The state ranks in the top quintile nationally on the number of
licensed nursing home beds per thousand persons aged 65 years and older.¢ While room for
improvement remains, Illinois has made substantial progress in recent years toward rebalancing its
long-term services and supports and offering community-based alternatives, including
development and implementation of the Illinois Pathways/Money Follows the Person Program , the
Balancing Incentive Program (BIP), and implementation of the Colbert Consent Decree.

Behavioral Health and Substance Abuse Services. The Illinois Department of Healthcare and Family
Services (HFS), the State’s Medicaid authority, is the largest purchaser of mental health and
substance abuse services in the State. Mental health and substance abuse services are included in
the service package offered under the State’s Medicaid managed care programs for the SPD and
Family Health Plan populations. However, mental health and substance abuse services are also
purchased or delivered by many other State agencies and local mental health authorities in some

12011 Annual Hospital Questionnaire, Illinois Department of Public Health, Division of Health Systems Development.

2 NCHS analysis of NAMCS Electronic Medical Records Supplement from Decker, S. “In 2011 Nearly 1/3 of Physicians Said
They Would Not Accept New Medicaid Patients, But Rising Fees May Help.” Health Affairs, 31, no. 8, 2012. Accessed
through the Benchmark State Profile Report for Illinois provided by CMMIL.

3 HPSA information from the Health Resources and Services Administration (HRSA); population data from ACS. Accessed
through the Benchmark State Profile Report for Illinois provided by CMMIL.

4 Physician Assistant Census Report: Results from the 2010 American Academy of Physician Assistants, 2010. Kaiser State
Health Facts analysis of Census data and the 20120 Pearson Report, The American Journal for Nurse Practitioners, NP
Communications LLC.

5 [llinois Department of Public Health

6 Center for Medicare and Medicaid Services, Nursing Home Data Compendium 2012 Edition



areas of the State (including county 708 boards?, the City of Chicago and other municipalities, and
Cook County).

Public Health. The Illinois Department of Public Health (IDPH) is organized into six major
programmatic offices, seven regional offices, and several specialized units within the Office of the
Director. A priority for the IDPH is the reduction of health disparities. Significant health disparities
persist in Illinois, including rates of obesity that are 15 percentage points higher for non-Hispanic
blacks (41.0%) than non-Hispanic whites (26.0%), and smoking rates that are more than 5
percentage points higher for non-Hispanic blacks (22.2 %) compared to non-Hispanic whites
(17.0%)

Payer Profile

Approximately one-half of Illinois residents are covered by employer-based health insurance, the
vast majority of whom are within the large group market.8 Fifteen percent (15%) have Medicaid
coverage, 13% have Medicare, 1% have other public coverage, and 5% are insured through the
individual market. The remaining 15% of the population is uninsured. A substantial portion of the
currently uninsured group will become eligible for Medicaid coverage or will be able to purchase
insurance through the Illinois Marketplace beginning in 2014. This insurance profile mirrors the
national average across all categories (see Figure ).

Figure 1: Illinois Health Insurance Coverage of the Total Population (2010-2011)

Individual, 5%

Medicaid, 17%

Medicare, 13%

Other Public,

Uninsured, 15% 1%

Source: Urban Institute and Kaiser Commission on Medicaid and the Uninsured estimates based on the Census Bureau's March 2011 and
2012 Current Population Survey (CPS: Annual Social and Economic Supplements).

7 A "708 Board" or Community Mental Health Board is established by a community, municipality, or township for the
purposes of planning and funding mental health, developmental disability and substance abuse services.

8 Review of the Current Illinois Health Coverage Marketplace: Background and Research Report. Deloitte Consulting.
September 2011.



All segments of the payer landscape are undergoing significant changes as the implementation of
the major components of the Affordable Care Act approach:

Medicaid. lllinois’ Medicaid and SCHIP programs provide comprehensive health care coverage to
approximately 2.7 million Illinoisans. Unlike many states that have long embraced a risk-based
managed care model for their Medicaid and CHIP populations, the majority of Illinois’ Medicaid
recipients receive services under the Illinois Health Connect (IHC) program, a primary care case
management model (PCCM). However, this landscape is rapidly changing. Pursuant to P.A. 96-1501,
[llinois must enroll at least 50% (approximately 1.5 million Medicaid clients) into some form of
coordinated care by January 1, 2015.

Medicare and Dual Eligibles. Approximately 1.9 million Illinoisans (13% of the population) are
currently enrolled in Medicare, including 338,582 individuals who are eligible for both Medicare
and Medicaid benefits (“dual eligibles”).® Just under 10%?1° of Medicare enrollees receive their
benefits from one of the 76 Medicare Advantage plans currently operating in the state.11. On
February 22, 2013, the Department of Healthcare and Family Services received approval from the
federal Centers for Medicare and Medicaid Services (CMS) to jointly implement the Medicare-
Medicaid Alignment Initiative (MMAI) which will provide coordinated care to up to 135,000
Medicare-Medicaid enrollees in the State beginning in 2014.

Private/Commercial Coverage. Fifty-five percent (55%) of Illinois residents receive their health
insurance either through their employer (50%) or the individual market (5%).12 The Illinois health
carrier market is highly concentrated among a small number of carriers, with the largest carrier in
the state holding a market share of approximately 49% of total enrollment. In addition, 43% of
[llinois businesses (and 60% of Illinois workers) with employer-based insurance are in self-insured
groups, a rate that is on par with national averages.13

Uninsured. Approximately 15% (1.8 million) of Illinoisans are currently uninsured, though a
substantial portion of the currently uninsured group will become eligible for Medicaid coverage
(estimated at between 500,000 and 600,000) or will be able to purchase insurance through the
[llinois Marketplace beginning in 2014 (estimated at up to 1 million).

Payment Methodologies

Payment structures for Medicaid, Medicare and private insurance range from care coordination
fees, pay-for-performance programs, shared savings, and capitation. In many cases, however,
incentive-based payments do not necessarily reach individual providers for multiple reasons:

9 Kaiser Family Foundation analysis of the CMS State/County Penetration file (2012); accessed at
http://kff.org/medicare/state-indicator/total-medicare-beneficiaries/

10 Kaiser Family Foundation analysis of the CMS MA Landscape Source File (2012), accessed at http://kff.org/other/state-
indicator/ma-total-enrollment/.

11 State Health Facts, Number of Medicare Advantage Plans (2013), accessed at http://kff.org/medicare/state-
indicator/plans/.

12 yrban Institute and Kaiser Commission on Medicaid and the Uninsured estimates based on the Census Bureau's March 2011 and 2012
Current Population Survey (CPS: Annual Social and Economic Supplements).

13 Medical Expenditure Panel Survey - Insurance Component, accessed through the Benchmark State Profile Report for
[llinois provided by CMML



e MCOs are investing in their own care coordination so that they can have more control over
quality and costs in order to meet their contractual obligations to the state/CMS/County as
well as earnings targets.

o The patient panel of a provider is not large enough to qualify for certain program, such as
shared savings and capitation.

e The patient panel is spread across so many payers and plans that it is too small for
providers to organize around.

e MCO/MCCNs offer so many variations of reimbursement structures and variations on the
quality and value measures and targets within those structures that providers are
overwhelmed and resign themselves to continue their practice modes operandi and reliance
on fee-for-service payments.

e Providers are reluctant to take on any type of financial risk because they are not large
enough or organized enough to manage the volatility of health care costs and/or do not
have enough clinical integration to ensure that their care model will result in quality and
financial performance that is adequate to access financial incentives.

Population Health and Health Disparities

Despite recent gains in certain areas and populations, Illinois has much room for improvement in
many measures of population health. In its Scorecard on Health System Performance (2009), the
Commonwealth Fund ranked Illinois 42nd overall out of the 50 states and the District of Columbia.
In the five major categories measured by the report card, Illinois ranked 20t for Access, 44t for
Prevention and Treatment, 49t for Avoidable Hospital Use and Costs, 29t for Equity, and 32nd for
Healthy Lives.14

On several key measures of healthy behavioral, chronic disease prevalence and mortality, including
adult diabetes, asthma and obesity prevalence, Illinois is near (or slightly below) the national
average. Within these statistics, however, there are significant racial and socio-economic disparities
in health status and outcomes. For example, in Illinois, the number of diabetes deaths (per 100,000)
in the white population and black population are 19.3 and 40.9, respectively. Similarly, for
overweight/obesity, the rates are 62.5% for white individuals and 72.9% for black individuals.1>

Alliance Planning Process

Alliance Platform Models

To develop the vision for health system transformation and the innovation plan to support that
vision, the Alliance organized much of its planning work around three “platform models” (Model P,
Model PP, and Model PPP) that align with and build upon the current healthcare delivery and

14 Commonwealth Fund. State Scorecard on Health System Performance, 2009.
15 Kaiser Family Foundation (2012). [llinois: Overweight and obesity rates for adults by race/ethnicity, 2010. State Health
Facts.
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payment system reforms being pursued in the State. Teams representing each of the models met on
a bi-weekly basis to develop innovation recommendations and also participated as members in the
three staff work groups described below. This unique approach was designed to recognize the role
of innovation in optimizing the performance across multiple delivery models rather than focusing
on a single delivery model (e.g., ACOs). Through the model testing period and the implementation
of the SHCIP, innovations will be piloted, proven, scaled, and diffused across the platform models in
accordance with their ability to implement them.

Provider-Driven Model (Model P).This model seeks to build provider capacity and infrastructure to
provide accountable care. The model includes two variations:

e (are Coordination Entities (CCEs). CCEs are provider-driven entities that have developed
models of care designed around the needs of targeted high-risk, high-need populations.

e Accountable Care Entities (ACEs). In late August 2013, the State issued a request for
proposals (RFP) for Accountable Care Entities to serve the TANF and/or Newly Eligible
Medicaid populations. Like the CCEs, ACEs are provider-driven entities but are aimed at a
larger and less targeted population.

Plan-Provider Partnership Model (Model PP). This model built upon innovative health plan-provider
relationships that were already underway in the state, with the goal of growing these partnerships
and expanding the payer base to reach the point where real delivery system reform—and
alternative payment mechanisms that support that reform—can happen.

Plan-Provider-Payer Model (Model PPP). The PPP model was designed to build from the base
established by, and lessons learned from, the Cook County “early expansion” Medicaid 1115 Waiver
and to leverages Cook County Health and Hospital System’s (CCHHS) role as a provider, plan, and
payer. While expanding coverage currently uninsured adults in Cook County, the Waiver also
committed the CCHHS to the development of an integrated care model, built on patient-centered
medical homes, that includes CCHHS clinics and hospitals as well as other providers a new delivery
system that improves the quality, coordination, and cost-effectiveness of care.

Alliance Structure and Process

To develop the State Health Care Innovation Plan, the Alliance created a structure comprised of a
broad group of stakeholders including state leaders, legislators, representatives from relevant state
agencies, project consultants, provider organizations, consumer advocates, and business leaders.
The work structure developed by the Alliance was designed to: 1) focus on collaborative planning;
2) allow for productive and meaningful dialogue; 3) involve a broad group of stakeholders
representing different types of organizations; 4) create checks and balances; 5) create an open and
inclusive process; and 6) ensure state-wide representation.

The Alliance structure included committees, teams, staff, and work groups responsible for
contributing to either the development of the Alliance process - ensuring a unique and
collaborative decision-making process - or contributing to content development that ultimately led
to the innovations proposed in the State Health Care Innovation Plan.

Specifically, the structure includes the following:

11



e (ore Team comprised of state leaders and project consultants (Health Management
Associates).

o Steering Committee that includes legislators, model representatives, state agencies,
population health advocates, provider organizations, consumer advocates, and business
leaders;

e State Executive Committee that includes the Governor’s Office and relevant state agencies;

e Representatives from three models: Provider Model (Model P), Provider-Plan Model (Model
PP), Provider-Plan-Payer Model (Model PPP) described above.

e Three Staff Workgroups:

0 Delivery System and Payment Reform (DSPR): Bi-weekly meetings of the DSPR staff
workgroup began mid-April and continued through September. Prior to each
meeting, the DSPR members received documents from staff and consultants (from
input derived from the three Models and informed by best practices from across the
country) that provided the basis for their deliberations. The meetings resulted in the
development of many of the innovations contained in the SHCIP.

0 Data: The data work group worked closely with the Alliance data vendor to develop
the cost and utilization baseline data to inform the development of the innovations.
The work group also supported the development of additional detail and user
requirements around the IT supports that are part of the clinical integration bundle
adopted by the DSPR and defined the metrics and data sources to be used to
measure the impact of the Alliance.

0 Policy: Policy/regulatory issues were identified during the course of the Model team
deliberations and were sent to the Policy Work Group for discussion. In addition, the
Policy work group developed its own consensus recommendations designed to
support the delivery system and payment reform innovations created during the
planning process.

e Population Health Task Force: Recognizing the importance of integrating population health
into the overall design of the SHCIP, the Alliance created an inclusive process (separate
from the work groups) to bring population health experts and stakeholders into the
planning process. Shortly after, the Alliance convened an ad hoc Population Health Task
Force starting with a half-day brainstorming session. The Task Force met several times
during the planning process and informed many of the recommendations in the SHCIP.

Figure 2 below summarizes the decision-making structure of the Alliance.
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Figure 2: Alliance
Structure
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State Health Care Innovation Plan

[llinois State leadership has identified healthcare transformation as a significant priority. On July
29,2010, Governor Quinn created the Illinois Health Care Reform Implementation Council to
ensure that [llinois improves the health of residents by increasing access to health care, reducing
treatment disparities, controlling costs, and improving the affordability, quality, and effectiveness
of health care. The Medicaid Program is being transformed to address the problems of fragmented
and uncoordinated service delivery, consistently high cost levels, and a prevalent antiquated fee-
for-service payment system. The Alliance innovations have been designed to build on current
initiatives—and to go even beyond past planning—to ensure this transformation. The innovations
are designed to fundamentally rethink, redesign, and institutionalize processes to achieve
improvements in critical quality and cost performance measures.

To achieve the vision, the Alliance has developed a State Health Care Innovation Plan (SHCIP)
organized around five major transformation drivers that support the Triple Aim.
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1. Clinical integration and supporting payment reform innovations. Designed to improve
the structure/alignment of health care for most patients and advance integrated delivery
systems.

2. Additional integration innovations for populations with specific needs. Building on the
clinical integration innovations, design and improve the structure for frail elderly, seriously
mentally ill, justice-involved, homeless, HIV-impacted, developmentally disabled (DD),
autistic, and other populations with specific needs.

3. Population health innovations. Designed to promote healthy lifestyles and behaviors for
individuals and communities with interventions, both outside of and integrated with the
health care delivery system, including environmental exposures and reducing health
disparities.

4. Workforce innovations. Designed to 1) create new and sustainable health care worker
roles, paid at a living wage, 2) ensure that health care professionals work at the top of their
training and education, 3) promote team-based care within integrated delivery systems,
and 4) create capacity in needed areas.

5. “Learning health care system” innovation. Designed to create organizational structures
and processes to identify and promulgate best practices, continuously improve the health
care system, and create sustainable learning mechanisms that are applied to various
geographic regions.

To be successful, each of these drivers will be supported by state and federal regulatory and policy
changes that provide more financial and growth opportunities, reduce barriers to integration, and
encourage population health management. Similarly, progress toward achieving the vision will be

measured against a set of outcome measures that, ultimately, align with the Triple Aim.

Transformation Driver 1: Clinical integration and supporting payment reform

innovations
Key components of the clinical integrations and payment reform innovations are:

1. Advance the creation and sophistication of integrated delivery systems. This is the centerpiece
of the clinical integration and payment reform innovations. The plan for advancement is to
define a State Model for Integrated Delivery systems, assist disparate providers in becoming
IDSs through pilots, ACEs and technical assistance and helping current IDSs to advance their
sophistication, also through pilot, ACEs and technical assistance.

2. Implement a new approach to care coordination through innovative funding, staffing, and
technology. Currently, MCO/MCCNs provide care management services to their members
primarily through phone calls made by nurses that are employed by the MCO/MCCNs and
located in the offices of the plan. MCO/MCCN care coordinators have limited information
about the patient and can only provide advice to patients based on what they know. The
plan’s care management is not integrated with the PCP’s care management. Through the
innovation, plans will relocate the care management function into the primary care setting
which may include a PCP office, community setting, patient home or other appropriate
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setting. The care coordinator will be an employee of the practice and will be funded by
MCO/MCCNs who jointly pay for the care coordinator through uniform pmpm fees, based
on membership levels.

3. Leverage new technology to integrate disparate services and providers on behalf of the
patient. Timely, actionable data will be given to all providers in separate offices, locations,
facilities and practices. The data will allow providers to take appropriate action based on a
holistic view of the patient. Shared data and knowledge will allow multiple care providers to
work as teams and virtual teams. The State’s Health Information Exchange (ILHIE) will be
leveraged to expedite the development and deployment of the technology innovations .The
technology innovations include:

o Uniform initial and comprehensive health risk assessments that are available to all
providers of care in the IDS

e Uniform comprehensive health risk assessment that is available to all providers of
care in the IDS

e Uniform care plan that is available to all providers in the IDS and travels with the
member if they transfer to other plans.

e Near-real-time data alerts that are sent to primary care-type offices

4. Redesign payment structures to support clinical integration. The purpose of the payment
reform innovations is to support clinical integration by aligning goals and expectations,
standardizing and simplifying administrative work required of providers, creating a critical
mass of patients on a provider’s panel for each population, facilitating a more-team based
approach to care through flexible payment mechanisms and creating financial rewards for
key achievements in quality and value. Five payment reform innovations will be
implemented as part of the SHCIP:

e Accountable Care Entities
e (Coordinated Care Entities
e  Multi-plan, Multi-payer pay-for-performance program
e  Multi-plan metrics for access to shared savings surplus

e Continued collaboration between MCO/MCCNSs, providers, HFS and Governor’s
Office

5. Implement policy changes to support reforms. In order to implement clinical integration and
supporting payment reform initiatives, the State has determined, through the deliberations
of the Alliance Policy Workgroup, that it will evaluate and, where appropriate, pursue
changes to more than a dozen current policies.

The components of the clinical integration and supporting payment reform initiatives are
illustrated in Figure 3 below.
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Figure 3: Clinical Integration and Supporting Payment Reform Innovations
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Transformation Driver 2: Additional Integration Innovations for People with
Specific Needs

Illinois recognizes that people with specific needs, such as the frail elderly, seriously mentally il],
justice-involved, homeless, child welfare involved, HIV-impacted and developmentally disabled
(DD) need additional access and services that meet their specific needs. Building on the innovations
already defined for clinical integration and payment reforms, the State of Illinois will design and
improve the structure for people with specific needs.

The following guidelines were developed by the Alliance and are being used in the development of
innovations for people with specific needs

e Meet people with specific needs where they are and on their time schedule.

o Create the capability to form flexible and innovative partnerships that address people’s
needs and integrate expertise while reducing redundancies.

o Delineate the roles and responsibilities of all types of providers, plans, and payers for
specific populations.
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e C(reate robust training, technical assistance, and knowledge-integration methods for all
stakeholders, including patients.

e Connect all stakeholders through technology.

e C(reate a flow of money that aligns funding with social determinants of health as well as
health care itself.

In addition, four innovations focused on people with specific needs will be piloted or
implemented as part of the SHCIP:

1. Establish a Medicaid Innovation Model which has consumer choice at its core.

2. Redefine roles and responsibilities of all providers, plans and payers in care of specific
populations.

3. Leverage additional IT to support specific population innovations

4. Implement Policy Changes to support reforms.

Transformation Driver 3: Population Health Innovations

Not only is improving the health of the population one of the goals of the Triple Aim, but addressing
population health also serves as the foundation to the other two aims of controlling costs and
improving health care efficiency. At least 60% of health outcomes can be traced to health behaviors,
social circumstances, and environmental exposures. By eradicating or improving the antecedents of
injury and chronic disease through public health measures, it is possible to reduce the need for
future health care services.16

Asset-Based Community Development. Recognizing the fundamental connection between individual
health and communities and the need to address the social determinants of health, the Alliance
proposes to pilot an innovative, community-wide intervention with asset-based community
development as the foundational model. Asset-based community development (ABCD) is a
methodology that considers local assets as the primary building blocks of sustainable community
development. Building on the skills of local residents, the power of local associations, and the
supportive functions of local institutions, asset-based community development draws upon existing
community strengths to build stronger, more sustainable communities for the future.

Regional Hub Structure. Through the planning process, four distinct values for population health
improvement crystallized: health equity, integration, continuous learning, and sustainability. In
order to animate these four values, the Alliance devised an innovative public health infrastructure
by creating Regional Public Health Hubs (Regional Hubs). The Regional Hub will serve as a “nexus”
between the Illinois Department of Public Health (IDPH), local health departments, communities,
and the Alliance. IDPH will serve as a ‘coach’ and resource for the Regional Hubs by providing
technical assistance, data analysis, and epidemiological expertise. The Regional Hubs will connect
with the Alliance’s ongoing planning processes and ensure that communities and health systems

16 McGinnis JM, Williams-Russo P, Knickman JR. The case for more active policy attention to health promotion. Health Aff
(Millwood) 2002;21(2):78-93.
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integrate their efforts for primary prevention and wellness promotion through the cycle of
assessment, convening stakeholders, planning interventions, data collection, evaluation, and
dissemination.

Policy Changes. In order to implement population health innovations, the State has determined,
through the deliberations of the Alliance Policy Workgroup, that it will evaluate and, where
appropriate, pursue changes to the following policies:

e Address state and federal legal barriers to the sharing of specific types of patient
information, including HIV/AIDS and substance abuse treatment, necessary to achieve
integrated care and better health outcomes balancing patient privacy rights.

e The IPLANs (Local Health Departments) and CHNAs (hospitals) need to be better
synchronized in terms of periodicity and content.

Transformation Driver 4: Workforce Innovations

The Alliance for Health recognizes that transformation of the health care delivery system will also
require concomitant transformation of the health care workforce. Building off of workforce
developments already underway in the State, the Alliance focused on four goals for health care
workforce development. They include:

e New and sustainable health care worker roles, paid at a living wage, including the
development of Community Health Workers as a critical element to expanding access to
care, promoting culturally competent workers who originate from underserved
communities, and addressing the gaps in health care delivery.

e Policies to ensure that medical professionals work at the top of their training and
education including developing a plan of action for addressing scope of practice and other
barriers in the Illinois Practice Act through the Illinois legislature to ensure that all health
care workers can work at the maximum level according to their level of training and
education, while at the same time providing safe, effective care.

e Policies and incentives to create capacity to serve underserved communities, including a re-
evaluation of the State Loan Repayment Program and recommended changes to funding for
Graduate Medical Education (GME).

e Promoting team-based care within integrated delivery systems. Through proposed changes
to graduate medical education (GME) funding and technical assistance provided by the
Alliance Innovation and Transformation Resource Center (see below), the Alliance will
support training of the future provider workforce in the patient-centered medical home
model nested within an integrated delivery system.

Transformation Driver 5: “Learning Health Care System” Innovation

During the planning process, the Alliance stakeholders emphasized a critical fact, namely, that
implementation of innovations assembled by the Alliance would also require an innovative process.
The new model of care cannot be achieved by old methods. The Alliance recognized that a new
culture for health planning was necessary and that the principles underscoring the Alliance
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planning were best articulated in the “Learning Health Care System” described by the Institute of
Medicine (I0M). The ability to “learn” must be valued as a core attribute of the health care delivery
system in order for the strategic interventions outlined in the SHCIP to reach their full potential.
Greene et al describe this system as characterized by “swift bidirectional learning, where evidence
informs practice and practice informs evidence.” 17

Recognizing the pivotal role for ongoing strong leadership, the Alliance also committed to creating a
sustainable, governing structure by executive order that will continue to steer the health care
reforms outlined in the five-year SHCIP, including, but not limited to, the following functions:

e assure that the innovations and policies identified as priorities in the SHCIP are moved
forward toward implementation;

e provide resources and support to State agencies to assist them in implementation of SHCIP
policies and programs;

e provide a vehicle to resolve inter-Departmental conflicts within the State, or regulatory or
administrative barriers, in order to promote innovations agreed to in the SHCIP;

e align all state health-related implementation and planning efforts ;

e have responsibility for working with CMMI through the potential three-year model testing
initiative;

e coordinate all work related to an 1115 Medicaid Waiver designed to support the
innovations described in the SHCIP;

e seek funding for and administer the Alliance “Innovation and Transformation Resource
Center (ITRC)” which is designed to accelerate technology implementation; assist with and
train other on sophisticated analysis; enhance capacity to collect, validate and integrate
information; enable rapid cycle feedback; facilitate academically rigorous research; a ssist
in front-line performance improvement; assist in establishing payment methodologies
within IDS to facilitate delivery system transformation; and disseminate best practices.

The Alliance will be established by Executive Order as an entity within the Office of the Governor. In
order to avoid creating another layer of bureaucracy, the Alliance will:

1. Bring together a staff team composed of: the Governor’s Senior Health Policy Advisor and
his staff; the State Health IT Director and her staff; and dedicated senior staff allocations
from each of the participating State Departments.

2. Consolidate, wherever possible, redundancies in terms of committees and work groups to
assure that efforts are maximized.

3. Minimize new hires at the outset, with the exception of recruiting a highly qualified leader
of the Alliance Innovation and Transformation Center (ITRC).

17 Green S, Reid R], Larson EB, Ann Intern Med. 2012;157:207-210.
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4. Seek an academic institutional partner to establish and operate the ITRC to allow for
maximum flexibility and access to resources.

The governance of the Alliance will include:

1. An Executive Committee that includes the Directors of all relevant State agencies and
departments, chaired by the Governor’s designee. This body will set priorities for Alliance
staff and ITRC attention, identify and resolve policy issues, assure a cohesive State-wide
approach to health care transformation.

2. Standing Committees that will be staffed to continue the efforts currently established with
providers, health plans, integrated delivery system models, local public health departments,
counties and key stakeholders.

3. Aformal process for stakeholder and consumer input, including regular reporting on the
status of the SHCIP implementation and the impact on health status, the patient experience
and overall cost.

Implementation, Measurement and Evaluation

The Alliance has outlined a detailed 5-year implementation plan for the SHCIP. For each of the five
transformation drivers, the implementation plan details the timeline for addressing policy barriers,
developing and implementing targeted pilots, monitoring and evaluation of pilots, and diffusion and
scaling of innovations.

For the clinical integration and supporting payment reform innovations, the innovations will
initially on Medicaid, dual-eligible (eligible for Medicaid and Medicare) and uninsured, priorities
which are in line with Illinois’ goal of enhancing the care and health outcomes of these populations
and, at the same time, containing costs. As the innovations are tested and implemented for the
Medicaid, dual-eligible, and uninsured populations, they will be scaled to larger populations,
including those covered by large employers that are self-funded (including state government),
Medicare and commercial payers.

While the overall goal of the State Health Care Innovation Plan is to propel the achievement of the
Triple Aim, the Alliance sought to define how the implementation of the key drivers could be
reflected in measurable outcomes. The three workgroups considered a broad range of metrics and
settled on the ten outcomes and target goals shown in Table 1.

20



Table 1: State Health Care Innovation Plan Outcome Measures

preventable 30-
day readmissions

targeted acute care readmissions,
and 15% for targeted behavioral
health readmissions from
baseline.

Outcome Proposed Five Year Target Metric Data Source

Reduce Reduce hospitalizations for AHRQ PQI 90 Hospital claims data
ambulatory care | ambulatory care sensitive Prevention Quality submitted to IDPH
sensitive conditions by 20% from baseline. | Overall Composite

hospitalizations

(adjusted for age,

sex)

Reduce Reduce potentially preventable 3M methodology as Medicaid claims data,
potentially 30-day readmissions by 20%, for | currently used by HFS | expand to all-payers

Limit increase in

TBD

Total Cost of Care

Medicaid claims data,

total care spend calculation expand to all-payers
per person
(adjusted by age,
sex and
enrollment
status)
Reduce Reduce percentage of ED visits NYU algorithm per Hospital claims data
potentially (out of total ED visits) that are IDPH protocol submitted to IDPH
preventable ED potentially preventable to meet or
visits exceed 70t percentile nationally.
Increase Recommended target is that all CAHPS Survey Tool, CAHPS data as collected by
consumer plans are above national average | global health care Medicaid MCOs, expand to
satisfaction as reported by NCQA and that rating question all-payers

there is year-over-year positive

trend.
Increase Increase the amount of spending HFS tracking Medicaid claims data,
proportion of on home and community based methodology expand to all-payers
LTSS spending in | services to be equal to or greater
home and than the amount of spending on
community- persons in institutional settings.
based settings vs.
institutional
settings

Improve health
status

Reduce number of people
reporting “1-7 days of physical
health not good” by 20% from
baseline, and reduce the number

Use BRFFS metrics of
“days of physical
health not good 1-7
days” and “8 or more

BRFFS data collected
through IDPH
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of people reporting “8 or more
days of physical health not good”
by 30% from baseline. Age adjust
if available through BRFFS data.

days”

Increase access
to care in
appropriate
setting to
address health
needs

Recommended target is that all
plans are at higher than national
NCQA average and also report
year-over-year improvement.

CAHPS Survey Tool,
aggregated questions
on access to health
services

CAHPS data as collected by
Medicaid MCOs, expand to
all-payers

Increase health
care worker
satisfaction

Recommend:

1) IL physicians will report
“very positive” or
“somewhat positive”
professional morale at or
higher than national
average (2012 national
average 41.7%)

2) Total percentage of
physicians reporting
“very positive” or
“somewhat positive”
morale increases each
year. (2012 IL data:
39.4% very or somewhat
positive)

3) Increase the percentage
of physicians who would
encourage their child or
another young person to
enter medicine from 42%
(US and IL have same
baseline) to over 50% in
5 years.

Develop metrics with
new survey
instrument

Administer survey
instrument, Use National
Physicians Foundation
Biennial Physician
Satisfaction Survey until
internal survey is
developed.

10

Improve health
behaviors of
population

Adult Smoking: decrease the rate
of adult smoking to 16% of
people. Exercise: increase the rate
of people meeting exercise goals
to 84% of people.

BRFFS Tobacco Use
and Exercise metrics

BRFFS data collected
through IDPH

In addition, The Alliance also proposes to assess levels of implementation and diffusion of the five

transformation drivers using a set of with the set of “diffusion metrics” that will quantify changes
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occurring across the health care system in the areas of clinical integration, workforce development,
population health and the implementation of HIT supports.

A. State Goals

Vision Statement for Health System Transformation

[llinois’ vision for health system transformation is built upon the premise that the major
contribution to better health status, better patient experience and lower spending (the “Triple
Aim”) comes from people living in healthy and safe communities with access to appropriate
resources and services, including high quality health care providers who work together in teams
around the needs of the people in their communities.

The Alliance for Health (“Alliance”) will establish an integrated care model standard for health care
delivery and provide the incentives and tools to assist both medical and non-medical providers in
advancing along a continuum toward becoming comprehensive, community-based integrated
delivery systems that provide patient-centered individual care and, at the same time, improve the
health status of populations. The health, wellness, and independence of individuals are critical for
population health, which in turn will keep health care costs affordable for businesses and families,
and ultimately attract jobs and expand Illinois economy.

To achieve the vision, the Alliance has developed a State Health Care Innovation Plan (SHCIP)
organized around five major transformation drivers that support the Triple Aim.

1. Clinical integration and supporting payment reform innovations. Designed to improve
the structure and alignment of health care for most patients and advance integrated
delivery systems.

2. Additional integration innovations for populations with specific needs. Building on the
clinical integration innovations, design and improve the structure for frail elderly, seriously
mentally ill, justice-involved, homeless, HIV-impacted, developmentally disabled (DD), and
other populations with specific needs.

3. Population health innovations. Designed to promote healthy lifestyles and behaviors for
individuals and communities with interventions, both outside of and integrated with the
health care delivery system, including environmental exposures and reducing health
disparities.

4. Workforce innovations. Designed to 1) create new and sustainable health care worker
roles, and ensure that all health care workers are paid at a living wage, 2) ensure that health
care professionals work at the top of their training and education, 3) promote team-based
care within integrated delivery systems, and 4) create capacity in needed areas.

5. “Learning health care system” innovation. Designed to create organizational structures
and processes to identify and promulgate best practices, continuously improve the health
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care system, and create sustainable learning mechanisms that are applied to various
geographic regions.

To be successful, each of these drivers must be supported by state and federal regulatory and policy
changes that provide more financial and growth opportunities, reduce barriers to integration, and
encourage population health management. Similarly, progress toward achieving the vision must be
measured against a set of outcome measures that, ultimately, align with the Triple Aim.

Description of Health Care Eco-System’s “As Is” State

Providers

[llinois’ health system is comprised of hundreds of hospitals, local health systems, long-term care
providers and provider groups that vary greatly in size, ownership structure, and mission. Health
systems also vary greatly with respect to the array of services and level of service integration both
within the system and through partner organizations. Currently in Illinois, only a few large hospital
systems with employed and/or contracted physicians would classify themselves as “integrated
delivery systems.” Very few health systems have developed capabilities that allow them to employ
team-based care practices, accept and disburse payments and financial incentives to providers
within their system, provide performance reports and counseling to individual doctors and
practices. Very few use a governing body to make formal decisions on direction and policies.

[llinois has 214 hospitals, including 164 general hospitals and 51 Critical Access Hospitals. The
predominant hospital ownership type is a not-for-profit corporation (76%); followed by for-profit
corporation (11%); public including city, county and hospital district (10%); and other ownership
types (3%).18

[llinois is home to 33,594 physicians, including 12,336 primary care physicians and 539 Federally
Qualified Health Center (FQHC) sites.1? Table 1 below provides a profile of the Illinois physician
workforce. The state ranks near the middle among states on the total number of active physicians
and active primary care physicians per 100,000 population. However, the supply of providers does
not necessarily match the demand in certain geographies and for some populations. For example,
only 64.9% of [llinois physicians reported that they were accepting new Medicaid patients in 2011,
compared to a national median of 76.4%.2° Similarly, 28.5% of Illinois residents live in an area that
has been designated as a primary care Health Professional Shortage Area (HPSA), compared to a
national median of 18.6%.2! Even in areas where supply is currently sufficient, concerns exist about
capacity for an expanded insured population when Marketplace and expanded Medicaid coverage
begin in 2014.

18 2011 Annual Hospital Questionnaire, Illinois Department of Public Health, Division of Health Systems Development.

19 National Association of Community Health Centers, Key Health Center Data by State, 2011.

20 NCHS analysis of NAMCS Electronic Medical Records Supplement from Decker, S. “In 2011 Nearly 1/3 of Physicians Said
They Would Not Accept New Medicaid Patients, But Rising Fees May Help.” Health Affairs, 31, no. 8, 2012. Accessed
through the Benchmark State Profile Report for Illinois provided by CMMIL.

21 HPSA information from the Health Resources and Services Administration (HRSA); population data from ACS. Accessed
through the Benchmark State Profile Report for Illinois provided by CMMIL.
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Table 1: Illinois Physician Workforce Profile (2010)

Statistic IL IL National
Rank Median
Physician Supply
Active Physicians per 100,000 Population 259.5 19 244.2
Active Primary Care Physicians per 100,000 Population 95.3 20 91.0
Percent of Active Physicians who are International Medical 32.2% 4 17.8%
Graduates
Percentage of Active Physicians Who Are Age 60 or Older 24.8% 28 25.2%
Retention

Percent of Physicians Retained in State from Undergraduate 31.8% 34 39.2%
Medical Educ.
Percent of Physicians Retained in State from Graduate Medical | 49.4% 15 45.7%
Education

Source: AAMC Center for Workforce Studies

Perhaps even more troubling, Illinois falls well below the national median in its use of non-
physician providers. Illinois has 20.2 physician assistants and 35.3 nurse practitioners per 100,000
population, compared the national median of 33.5 and 62.1, respectively. 22Current scope of
practice regulations in the state require physician involvement for both diagnosis/treatment and
prescribing by a non-physician provider.

Illinois has approximately 1,200 long-term care facilities serving more than 100,000 residents, from
the young to the elderly.23 The state ranks in the top quintile nationally on the number of licensed
nursing home beds per thousand persons aged 65 years and older.2* While room for improvement
remains, Illinois has made substantial progress in recent years toward rebalancing its long-term
services and supports and offering community based alternatives. Specifically, llinois, along with
4?2 other States and the District of Columbia have implemented the Pathways/Money Follows the
Person (MFP) Demonstration Program. As of May 2012, the Illinois Pathways/MFP Program had
assisted 533 individuals with transitioning to the community. Earlier this year, Illinois received
federal approval for its Balancing Incentive Program (BIP) application. BIP authorizes enhanced
Federal Medicaid matching funds to States to increase access to non-institutional long-term
services and supports (LTSS). BIP also provides new ways to serve more people in home and
community-based settings and is closely tied with current long-term care rebalancing initiatives in
[llinois such as the Money Follows the Person program. The State is also currently implementing
the Colbert Consent Decree as another component of a multi-strategic approach to balancing the
long-term care system in Illinois. The consent decree was issued as a result of a complaint filed on
behalf of a class of Illinois residents with disabilities living in nursing facilities in Cook County and

22 Physician Assistant Census Report: Results from the 2010 American Academy of Physician Assistants, 2010. Kaiser
State Health Facts analysis of Census data and the 20120 Pearson Report, The American Journal for Nurse Practitioners, NP
Communications LLC.

23 [llinois Department of Public Health

24 Center for Medicare and Medicaid Services, Nursing Home Data Compendium 2012 Edition
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sets forth a series of benchmarks in support of the principles that persons should reside in the most
integrated and least restrictive environments and be provided with the services and supports to
thrive in the community.

Health Plans and Payers

Medicaid. lllinois’ Medicaid and SCHIP programs provide comprehensive health care coverage to
approximately 2.7 million Illinoisans and partial benefits to over 250,000. Unlike many states that
have long embraced a risk-based managed care model for their Medicaid and CHIP populations, the
majority of [llinois’ Medicaid recipients receive services under the Illinois Health Connect (IHC)
program, a primary care case management model (PCCM). PCCM is often regarded as a hybrid
model of managed care where providers are paid fee-for-service and also receive a small care
coordination fee to promote care coordination at the primary care level. Since 2008, the PCCM
program in Illinois has also distributed bonus payments targeting six common clinical measures.

[llinois Health Connect (IHC), is predicated on the medical home model. IHC created a primary care
provider (PCP) network of approximately 5,700 primary care physicians, clinics and other
providers who agreed to create a medical home for their clients. Currently the IHC PCP network has
a capacity for 5.3 million clients and approximately 1.8 million clients are enrolled. The PCCM
program, while not a health plan, does provide many services generally associated with a health
plan such as assisting clients with making well-child visit appointments with their medical home
and helping clients locate specialty providers and ancillary medical services.

This Medicaid landscape in Illinois is rapidly changing, however. Pursuant to P.A. 96-1501
(“Medicaid Reform”), signed into law in January 2011, Illinois must enroll at least 50%
(approximately 1.5 million Medicaid clients) into some form of coordinated care by January 1,
2015. Under Medicaid Reform, care coordination is defined broadly to include both traditional
managed care organizations as well as alternative models of care. In addition, under the Affordable
Care Act, approximately 500,000 Illinoisans who are currently uninsured will be eligible for
Medicaid coverage beginning in January 2014; it is anticipated that most of these new applicants
will also be enrolled into some form of coordinated care.

The Illinois Department of Healthcare and Family Services (HFS) is the single state Medicaid agency
and is very invested in delivery system and payment reforms in order to drive better outcomes for
its nearly three million beneficiaries. HFS currently manages two capitated Medicaid managed care
programs. The first is a voluntary program for children and parents (with enrollment of
approximately 247,000) in 18 counties.25 Two managed care organizations and a Managed Care
Community Network (MCCN)26 participate in the program. Many services and populations are
carved out of this voluntary program. The second program - known as the “Integrated Care

25 [llinois Department of Healthcare and Family Services, enrollment as of August 2013
(http://www2.illinois.gov/hfs/ManagedCare/Pages/Enrollment.aspx)

26 An MCCN is an entity, other than a health maintenance organization, that is owned, operated, or governed by providers
of health care services within Illinois and that provides or arranges primary, secondary and tertiary managed health care
services under contract with the Department of Healthcare and Family Services exclusively to persons participating in
programs administered by the Department.
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Program” (ICP) -- is a mandatory program for non-dual Seniors and Persons with Disabilities
(SPDs). The program began in 2010 for individuals residing in the Chicago suburbs and collar
counties surrounding Chicago. Two MCOs currently serve this region, with an enrollment of
approximately 39,500.27 Four additional regions and four more MCOs were recently added to the
ICP and are not reflected in the enrollment figure above. The new regions include Rockford, Metro
East, Quad Cities and Central Illinois. Long-term services and supports (LTSS) were also recently
added to the ICP, making Illinois one of just a handful of states with an integrated managed acute
and long-term care program.

In order to provide options for care coordination services, lllinois has implemented innovative,
alternate model of care in addition to the traditional managed care organizations. The alternative
models of care - “care coordination entities” (CCEs) and “accountable care entities” (ACEs) --are
organized and managed by hospitals, physician groups, Federally Qualified Health Centers, or social
service organizations. CCEs were created under Medicaid Reform to provide an organized system of
care for the most complex and vulnerable individuals, including the severely mentally ill, homeless,
complex children and other high-cost, high-need groups. The five CCEs were active participants in
the Alliance planning process. The CCEs were selected through a competitive procurement process,
with contracts awarded after the CCE completes a readiness review. As of September 1, 2013, Client
enrollment has started in one of the CCE models and the State is in the process of finalizing
implementation for the remaining CCEs.

ACEs were created by statute in the spring of 2013 and were informed by the early experience of
preparing CCEs to become operational, the lack of progress toward developing integrated delivery
systems under the State’s existing managed care programs, as well as the findings and
recommendations from the Alliance planning process on the structure and components of
integrated delivery systems. Whereas CCEs are primarily focused on highly targeted sub-
populations (e.g., homeless) and, therefore, will have fairly small enrollment, ACEs are focused on
the full Family Health Plan and newly eligible populations. Individual ACE enrollments are expected
to be in the thousands and, in some markets, tens of thousands. Both CCEs and ACEs must provide
or arrange for a majority of care based on the patient’s needs, including a medical home with
primary care provider, referrals to specialists, diagnostic and treatment services, behavioral health
services, inpatient and outpatient hospital services, and when appropriate, rehabilitation, long-term
care services and referrals to community based organizations. Both entities are paid a PMPM care
coordination fee, with fee for service reimbursement and shared savings potential initially; ACEs
are required (and CCEs are encouraged) to move to a risk-based arrangement over a three-year
period.

Medicare and Dual Eligibles. Approximately 1.9 million Illinoisans (13% of the population) are
currently enrolled in Medicare, including 338,582 individuals who are eligible for both Medicare
and Medicaid benefits (“dual eligibles”).28 Just under 10%?2° of Medicare enrollees receive their

27 [llinois Department of Healthcare and Family Services, enrollment as of August 2013
(http://www?2.illinois.gov/hfs/ManagedCare/Pages/Enrollment.aspx)

28 Kaiser Family Foundation analysis of the CMS State/County Penetration file (2012); accessed at
http://kff.org/medicare/state-indicator/total-medicare-beneficiaries/
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benefits from one of the 76 Medicare Advantage plans currently operating in the state,30 which is
less than half the national average of 27%.

On February 22, 2013, the Department of Healthcare and Family Services (HFS) received approval
from the federal Centers for Medicare and Medicaid Services (CMS) to jointly implement the
Medicare-Medicaid Alignment Initiative (MMAI). The MMAI demonstration project will provide
coordinated care to up to 135,000 Medicare-Medicaid enrollees in the Chicagoland area and
throughout central Illinois beginning in 2014. Eight health plans have been selected to participate
in the demonstration.

Private/Commercial Coverage. Fifty-five percent (55%) of Illinois residents receive their health
insurance either through their employer (50%) or the individual market (5%).3! In 2011, the State
commissioned a review of the current Illinois health coverage marketplace.32 The review included
several key findings with respect to the employer-based health insurance market in Illinois:

e The Illlinois health carrier market is highly concentrated among a small number of carriers,
with the largest carrier in the state holding a market share of approximately 49% of total
enrollment. This is significantly higher than the market share of leading carriers in most
other large states.

e The top two carriers in each Metropolitan Statistical Area in Illinois represent over 60% of
each area’s enrollment.

e The market offers hundreds of products/plan designs. Only one carrier operates
substantially statewide.

o Cost (47%) and lack of an employer insurance offer (22%) were the two primary reasons
cited for being uninsured.

In addition, 43% of Illinois businesses (and 60% of Illinois workers) with employer-based
insurance are in self-insured groups, a rate that is on par with national averages.33

Beginning on October 1, 2013 the Illinois Health Insurance Marketplace will begin accepting
enrollment for coverage effective on January 1, 2014. Illinois was one of eight states that selected
the State Partnership Exchange (SPE) model for at least the first year of operation. The SPE is a
hybrid model where states assume primary responsibility for many functions of the Exchange.

Uninsured. Approximately 15% (1.8 million) of Illinoisans are currently uninsured, though a
substantial portion of the currently uninsured group will become eligible for Medicaid coverage

29 Kaiser Family Foundation analysis of the CMS MA Landscape Source File (2012), accessed at http://kff.org/other/state-
indicator/ma-total-enrollment/.

30 State Health Facts, Number of Medicare Advantage Plans (2013), accessed at http://kff.org/medicare/state-
indicator/plans/.

31 Urban Institute and Kaiser Commission on Medicaid and the Uninsured estimates based on the Census Bureau's March
2011 and 2012 Current Population Survey (CPS: Annual Social and Economic Supplements).

32 Review of the Current Illinois Health Coverage Marketplace: Background and Research Report. Deloitte Consulting.
September 2011.

33 Medical Expenditure Panel Survey - Insurance Component, accessed through the Benchmark State Profile Report for
[llinois provided by CMML
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(estimated at between 500,000 and 600,000) or will be able to purchase insurance through the
[llinois Marketplace beginning in 2014 (estimated at up to 1 million). Illinois uninsured rate would
likely be significantly higher were it not for the All Kids program implemented in 2005. All Kids
originally provided coverage to all children in the state regardless of income, medical conditions or
immigration status. Recent budget cuts have eliminated the program for some higher-income
children, but All Kids remains a major provider of coverage for Illinois children.

Uninsured individuals who live in Cook County and meet eligibility criteria have been eligible for
coverage since early 2013 under the “County Care” 1115 waiver program managed by the Cook
County Health and Hospital System (CCHHS). Approximately 115,000 are expected to enroll by the
end of this year. The waiver program will end on January 1, 2014 when the full Medicaid expansion
begins. CCHHS was an active participant in the Alliance planning process.

Mental Health and Substance Abuse

The Illinois Department of Human Services (IDHS) manages human service systems (other than
aging services) in the State, including management of the public mental health system through the
Division of Mental Health (DMH). DMH has the statutory mandate to plan, fund, and monitor
community-based mental health services and inpatient psychiatric services provided in State
hospitals. DMH contracts with approximately 150 comprehensive community mental health centers
and 30 specialty providers to provide community based services. These contracted organizations
provide mental health services funded principally under the Medicaid Rehabilitation Option,
including psychiatry, psychotherapy, medications, psychosocial rehabilitation, and case
management to individuals eligible for Medicaid. For individuals not eligible for Medicaid, DMH
directly purchases crisis services and a limited package of services that includes assessment,
psychiatry, and medication/case management services. The Medicaid agency processes the claims
for these DMH contracts and also purchases services outside these contracts.

DMH also operates seven State mental health hospitals and one treatment detention facility. In
addition, DMH supports services provided through nursing facilities (both regular nursing facilities
and Institutions for Mental Disease, or IMDs34), residential treatment centers, and other congregate
living settings. Planning and budgeting decisions throughout the system are guided by the basic
principle that individuals will receive the most effective services in the least restrictive, clinically
appropriate environment.

The Illinois Department of Human Services, Division of Alcoholism and Substance Abuse
(DHS/DASA), is the State's lead agency for addressing the profound personal, social and economic
consequences of alcohol and other drug abuse. DHS/DASA administers - alcohol and other drug
treatment services through a contracted network of 170 agencies at over 200 community-based
sites. The treatment system provides evaluation, diagnosis, treatment and rehabilitation to alcohol
and other drug-abusing persons and their families.

The Illinois Department of Healthcare and Family Services, the State’s Medicaid authority, is the
largest purchaser of mental health and substance abuse services in the State. Mental health and

34 IMDs are institutions which specialize in the treatment of psychiatric disorders.
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substance abuse services are included in the service package offered under the State’s Medicaid
managed care programs for the SPD and Family Health Plan populations. However, mental health
and substance abuse services are also purchased or delivered by many other State agencies and
local mental health authorities in some areas of the State (including county 708 boards35, the City of
Chicago and other municipalities, and Cook County).

In its most recent strategic plan, DMH identified fragmentation, funding resources, workforce
challenges and lack of consistent data as the primary system gaps being faced by the State. Access
to services has also been an ongoing challenge in the State, as the state behavioral health provider
certification process, as defined in “Rule 132” has created unintended barriers to access in some
regions (see Section E for additional information on Rule 132) In addition, between 2009 and 2011,
Illinois experienced one of the largest reductions in mental health funding among states, cutting
approximately $114 million in general revenue funding for mental health3e.

Public Health

The Illinois Department of Public Health (IDPH) is organized into six major programmatic offices
(preparedness response, planning and statistics, health promotion, health care regulation, health
protection, and women's health), seven regional offices, and several specialized units within the
Office of the Director. IDPH is one of the State's oldest agencies with an annual budget of
approximately $500 million and approximately 1,100 employees. Each office operates and supports
many ongoing programs and is prepared to respond to emergency situations as they arise. In
partnership with other State agencies, IDPH has over 200 programs and provides support to nearly
100 local health departments.

In 2012, lllinois was ranked 30th according to United Health Foundation's America's Health
Rankings--no change from 2011. Among the highlights listed were:

e Almost 2. 7 million adults in Illinois are obese, and almost 2.5 million adults lead a
sedentary lifestyle;

e In the past year, the incidence of infectious disease rose from 11.1 to 13.7 cases per 100,000
population;

e Inthe past5 years, the percentage of children in poverty increased from 14.9 percent to
19.6 percent of persons under age 18;

e Inthe past 5 years, the rate of preventable hospitalizations decreased from 89.4 to 75.0
discharges per 1,000 Medicare enrollees; and

e Inthe past 10 years, the infant mortality rate decreased from 8.5 to 7.0 deaths per 1,000 live
births.

[llinois is increasing in diversity. The 2010 census for Illinois shows over 12.8 million people live in
[llinois, up 3.3 percent since 2000. According to the 2010 Census, Illinois had an increase of more

35 A "708 Board" or Community Mental Health Board is established by a community, municipality, or township for the
purposes of planning and funding mental health, developmental disability and substance abuse services.
36 Chicago Sun Times. “States Make Deep Cuts in Mental Health Funding.” March 12, 2011.

30



than 650,000 minorities over the last decade. Asians experienced the largest increase, adding
163,331 residents since 2000, a 38.6 percent increase. People reporting two or more races on their
census form increased by 54,966 or 23.4 percent. People reporting Hispanic or Latino origin
increased by needy 500,000 residents, or 32.5 percent.

A priority for the IDPH is the reduction of health disparities. Significant health disparities persist,
including:

e Obesity is more prevalent among non-Hispanic blacks at 41.0 percent compared to
Hispanics at 31.1 percent and non-Hispanic whites at 26.0 percent;

¢ Smoking is more prevalent among non-Hispanic blacks at 22.2 percent compared to non-
Hispanic whites at 17.0 percent; and,

e Sedentary lifestyle is more prevalent among non-Hispanic blacks at 29.5 percent compared
to non-Hispanic whites at 23.3 percent.3?

Pursuant to Public Act 93-0975, the IDPH has responsibility for the development of the State Health
improvement Plan (SHIP). According to the SHIP Report, “The State Health Improvement Plan is
designed to identify high-impact strategic issues and desired health and system outcomes that are
of concern to and amenable to, action by this broadly defined public health system. Many planning
processes exist in Illinois at the local and state level, but these are often geographically-, subject-,
and/or sector-specific. In the process of developing the SHIP, the team reviewed existing state and
local plans (such as local IPLANs38) and other data and identified crosscutting issues, priorities and
themes. The SHIP seeks to elevate these common issues to the strategic level - that is, issues, which
if addressed collaboratively by system stakeholders, have the potential to make the most impact on
improving health and improving the system'’s capacity to act effectively on health
issues.”3%Recently, the State of [llinois received a Community Transformation Grant (CTG)from the
CDC for $24M over a five-year period. The CTG, named We Choose Health, focuses on four main
areas:

o Tobacco-free lifestyles
e Active living and healthy eating
e High-impact quality clinical and other preventive services

e Creation of healthy and safe physical environments40

37 Abstracted from the IDPH Strategic Plan 2013 to 2017: http://www.idph.state.il.us/about/strategic_plan.htm. Accessed
September 11, 2013.
38 The Illinois Project for Local Assessment of Needs (IPLAN) is a community health assessment and planning process that

is conducted every five years by local health jurisdictions in Illinois. The completion of IPLAN fulfills most of the
requirements for Local Health Department certification under Illinois Administrative Code Section 600.400: The essential
elements of IPLAN are: an organizational capacity assessment; a community health needs assessment; and a community
health plan, focusing on a minimum of three priority health problems.

39 http://www.idph.state.il.us/ship/09-10 Plan/SHIP Final 2010.pdf. Accessed September 11, 2013.

40 http://www.idph.state.il.us/wechoosehealth/. Accessed September 11, 2013.
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Health System Performance Measures and Payment Methods

Like many states, health system components in Illinois face a daunting number of performance
measures, many of which do not align across payers or programs. The number and complexity of
the measures creates a significant administrative burden for providers but, perhaps more
important, it also serves as a barrier to delivery system transformation. Providers simply don’t have
the resources to redesign their models of care around the incentives of an individual payer,
especially if that payer represents a relatively small portion of their patient base. See Appendix B
for a list of P4P measures included in each of the Illinois Medicaid programs. See Section E for a
discussion of how performance measurement will be streamlined and aligned under the SHCIP.

The State of Illinois is in the process of affecting a major payment structure transition by including
new models of payment in all of the new Medicaid programs. Payment structures range from care
coordination fees, pay-for-performance programs, shared savings and capitation. In the case of
ACEs and CCEs, the payment contract is directly between the State and the provider entity. In all
other programs, the payment contract is between the State and the MCO/MCCN who, in turn,
contracts with providers. The payment structures between the State and MCOs/MCCNs is rarely the
same as the payment between the MCOs/MCCNs and the providers.

o Coordinated Care Entities (CCE): The payment structure between the state and the CCE
(providers) is fee-for-service plus a care coordination fee with pay-for-performance
incentives. The proposed PMPM fee structure is stratified according to tiers reflective of the
level of care coordination required. Eventually, CCEs will also be eligible for shared savings.

e Accountable Care Entities (ACE): The payment structure between the State the ACE
(providers) is a 3-year path starting with fee-for-service plus care coordination fees. Within
the first 18 months, ACEs will move to shared savings. By month 19, ACEs will move to pre-
paid capitation with partial risk. After 36 months, they will move to full-risk capitation.

e Voluntary Managed Care (VMC): The payment structure between the State and
MCOs/MCCNs is full-risk capitation - a flat monthly rate for each participant enrolled. The
rate paid is based upon the client's age and gender, without regard to the amount or cost of
services provided. Payment also includes a performance based withhold P4P. The payment
structure between the MCO/MCCN and providers ranges from fee-for-service to capitation,
as described below.

e Integrated Care Program (ICP): The payment structure between the state and the
MCOs/MCCNs is full-risk capitation - a flat monthly rate for each participant enrolled. The
rate paid is based upon the client's condition, without regard to the amount or cost of
services provided. State contracts with the MCOs/MCCNs contain 30 performance
measures, 26 of which are tied to a pay-for-performance program, under which the
MCOs/MCCNs can earn up to five percent of their capitation payment in incentives.
Performance measures are pre-established targets for which the MCOs/MCCNs can be
rewarded when delivering quality health care services. Payment structures between the
MCO/MCCN and providers range from fee-for-service to capitation, as described below.
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Medicare-Medicaid Alignment Program (MMAI): The payment structure between CMS
/State of Illinois and the MCOs is capitation for delivery of medical, behavioral health, and
long-term services and supports.

CountyCare (1115 waiver): Currently County Care is paid a PMPM with a one-way
reconciliation down to cost if actual costs are below the PMPM. They will move to full
capitation when the waiver ends on 12/31/13. Most County Care providers are paid FFS
with some P4P. Behavioral health services are capitated. FQHC providers are required to
negotiate a new payment model with County Care once they reach 2,000 lives that moves
toward increasing risk.

While the State, CMS and other payers are paying MCO/MCCNs a variety of care coordination fees,
pay-for-performance incentives, shared saving and capitation, the providers are not necessarily

participating in the same type of reimbursement structure, for multiple reasons:

MCOs are investing in their own care coordination so that they can have more control over
quality and costs in order to meet their contractual obligations to the state/CMS/County as
well as earnings targets. They are investing in their own people, processes and technology
to supplement the care that is being delivered through providers. This supplemental care
coordination is rarely well-coordinated with providers.

That patient panel of a provider is not large enough to qualify for certain programs (see
Figure 1 below). Shared savings and capitation typically have minimum number of patients
required so that the risk pool is large enough to achieve financial success. If providers
participate in an integrated delivery system, PHO or IPA, this issue may be diminished
somewhat.

The patient panel is spread across so many payers and plans that it is too small for
providers to organize around (see Figure 2 below). A small slice of patients will become
miniscule when divided among six or eight plans and payers with various payment
structures and programs.

MCO/MCCNs offer so many variations of reimbursement structures and so many variations
on the quality and value measures and targets within those structures (see Table 2 below),
that providers are overwhelmed and resign themselves to continue their practice modes
operandi and reliance on fee-for-service payments.

Providers are reluctant to take on any type of financial risk because they are not large
enough or organized enough to manage the volatility of health care costs and/or do not
have enough clinical integration to ensure that their care model will result in quality and
financial performance that is adequate to access financial incentives.

These reasons are particularly magnified with the Medicaid population, which has very little
managed care penetration and multiple MCOs covering various Medicaid populations. Using Illinois
Health Connect Data (about 70% of Medicaid patients) as a valid sample, the following distribution
(see Figure 1) of Medicaid patients among Medical Homes (Doctors’ offices and FQHCs) shows that
3,000 doctors have less than 100 Medicaid patients in their panels. These patients may be covered
by state programs and any one of ten managed care organizations.
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Figure 1: Distribution of Medicaid Patients among Medical Homes
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The pie chart below depicting (see Figure 2) Medicaid panels as a percentage of a doctor’s total

panel shows that about 500 or 8% of doctors/FQHCS have a Medicaid panel that is 40% or more of

their total panel. 5000 doctors/FQHCs have 39% or less.
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Figure 2: Medicaid Panel as a percentage of Total Panel
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The reimbursement continuum below (Figure 3) demonstrate the many types of payment
structures that are offered to providers, ranging from straight fee-for-service to delegated

capitation for all services. The greater the accountability the providers are willing to take, the more

financial reward and risk involved.
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Figure 3: Reimbursement Continuum

N

High
Accountability
Moderat 2 =
oderate E
Accountabity |8 Reimbursement
=
] Continuum
<
Low
Accountability
I Financial Risk/ Reward >
] A i A
& % % £ %%-9 Q% %
) 3 © q"% % ¥ 6&,
£ %av 2 % B%e % 9
™ 25% L % b %
% % , 2 %
L] g) q&%‘ C.a L
B L g;.
% Z

Ten MCOs offer various payment structures for various populations (see Table 2). Variations also
exist within payment structures, such as pay- for- performance programs which are offered broadly
by MCOs/MCCNs, the state and CMS. The number of requirements is so large and there are so many
variations in which performance targets are tied to financial incentives that providers are hard-
pressed to organize around an aligned set of priorities.

Table 2: MCO/MCCN Payment Offerings in Illinois

Population Number of | Care Pay-for- Shared Partial Full
MCOs Coordination | Performance | Savings Capitation | Delegated
serving Fee Capitation
population

Family Health Plan | 4 3 4 4 2 2

SPD 6 5 4 3 1 1

Medicaid/Medicare | 6 6 6 5 3 3

Medicare 8 6 8 6 5 6

Commercial 5 5 5 4 3 4

36




The “To Be” Health Care Eco-System

At the cornerstone of Illinois’ vision for the future health care eco-system are comprehensive,

community-based integrated delivery systems that improve the health status of the communities
they serve. To achieve this vision, integrated delivery systems must:

Be able to contract with the State directly (e.g., Accountable Care Entities) and with multiple
payers (e.g., MCOs, Cook County);

Have a network of critical providers including primary care, specialists, hospitals, long-
term, and behavioral health, as dictated by the populations they serve;

Be built around patient-centered health homes;

Have a well-defined, evidence-based model of care built around the needs of the specific
populations they serve;

Have a shared governance structure that establishes policy and direction for the integrated
delivery system;

Have the ability to accept and disburse savings among providers to incent behavior
changes;

Have well-defined processes and resources/tools to collect, aggregate, analyze, and report
data;

Have the ability to implement care management to practice level;

Have the ability to import and analyze disparate sources of data to provide frequent
performance reports, feedback, and consultation to provider practices, including revenue,
costs, quality, and utilization; and

Incentivize a system of care that creates value and passes savings to individual health care
professionals.

The “to-be” health care eco-system envisioned by the Alliance includes clinical integration tools and
supporting payment reforms designed to drive the development and expansion of integrated
delivery systems. Clinical integration tools include:

Uniform initial health risk assessments that are available to all providers of care in the IDS

Uniform comprehensive health risk assessment that is available to all providers of care in
the IDS

Uniform care plan using an IT platform that is available to all providers in the IDS and
travels with the member if they transfer to other plans.

Near-real-time data alerts that are sent to primary care-type offices

Payment reforms proposed by the Alliance are built on several guiding principles designed to align
incentives for delivery system transformation, reduce administrative complexity, and maximize
opportunities for diffusion of payment reform across settings:
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Plans and payers must offer significant flexibility in the way that the integrated systems use
payments.

Aligned incentives must be designed to reward both quality and value in conjunction with
the provision of clinically appropriate care

Standardized, aligned quality and value measures should be used for each population, as
much as possible, in order to create alignment and priorities for providers, on behalf of the
patients and the population

Financial rewards must be passed to the practice level to providers that are creating value

Opportunities to pilot payment reforms inclusive of county, city and municipality funding
streams will be identified

Up-front payments should be offered to facilitate practice redesign before savings can be
accessed

The “to be” health care eco-system envisioned by the Alliance also includes a health care workforce
that is sufficient to meet the needs of the community, that maximizes access for the community and
job satisfaction and mobility for the worker. The “to be” health care eco-system also envisions a
delivery system that is wholly integrated with the public health system with alignment of
community health goals, interventions and funding so that the health of the population can be
maximized. Finally, in the “to-be” health care eco-system, innovations are continually measured,
refined and diffused to new populations, new payers and new geographies.

The sections that follow provide detail on the Alliance planning process and the components of the
Illinois State Health Care Innovation Plan that contribute to the “to-be” health care eco-system
envisioned by the Alliance. Specifically:

Section B provides an overview of the current State health care environment
Section C describes the Alliance planning process

Section D describes the health system design and performance objectives

Section E details the major components of the State Health Care Innovation Plan
Section F describes the proposed HIT infrastructure to support the “to-be” vision
Section G estimates the financial impact based on full implementation of the SHCIP
Section H outlines how the Alliance will evaluate the impact of the SHCIP

Section I provides a detailed implementation plan or “roadmap” for the implementation of
the SHCIP
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B. Description of the State Health Care
Environment

Based on 2010 Census data, Illinois is the fifth most populous state in the nation with a total
population of 12,830,632.41 The population of the state is highly concentrated, with 41% of Illinois
residents residing in Cook County, which includes the City of Chicago and the surrounding suburbs.
Nearly two-thirds of the population resides in either Cook County or one of the five counties
immediately adjacent to Cook County (“collar counties”).

Income, Poverty and Unemployment. The distribution of Illinois’ population by income mirrors
that of the nation, with 19% of the population living below the federal poverty level (FPL) and 39%
considered “low income” (below 200% FPL).42 While individuals and families living in or near
poverty are also concentrated in the population centers of Cook County and the surrounding collar
counties, the counties with the highest poverty rates are located in the southern tip and central
regions of the state (see Figure 4).

412010 Census data, accessed at http://www?2.illinois.gov/census/Pages/default.aspx.
42]bid
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Figure 4: Illinois Poverty, 2011
Poverty Rate
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Source: Social IMPACT Research Center’s analysis of the U.S. Census Bureau’s 2011 Small Area Income and Poverty Estimates; published in
Illinois” 33%: Report on lllinois Poverty. The Heartland Alliance (January 2013). Each figure represents 5,000-9,999 people living in poverty.

Like most states, Illinois has been hard hit by the economic downturn. At the height of the recession
unemployment levels reached historic highs and are now down to a seasonally adjusted
unemployment rate of 9.2%.43 While employment has been making slow and steady gains, the state
is also seeing an uptick in tax revenues, attributable to both an increase in the personal income tax
rate and an improving economy. According to Governing magazine, lllinois reported the highest
year-over-year increase in tax revenues in 2012, up $5.8 billion over the previous year and the
second straight year of increase after two years of declining revenues.*

Race/Ethnicity. Illinois is a diverse state, with 35% of the population classifying themselves as
black, Hispanic or “other” and 64% classifying themselves as white. These figures are very close to
the national racial/ethnic population profile, with Illinois having a slightly larger proportion of

43 Bureau of Labor Statistics. Unemployment Rates for States, Monthly Rankings, Seasonally Adjusted. June 2013
44 Governing. State Tax Revenues: Charts and Data. Accessed at http://www.governing.com/gov-data/state-tax-revenue-
data.html.
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black residents (14% versus 12%) and a slightly smaller proportion of Hispanic residents (15%
versus 17%).45

Insurance Coverage

Approximately one-half of Illinois residents are covered by employer-based health insurance, the
vast majority of whom are within the large group market.4¢ Fifteen percent (15%) have Medicaid
coverage, 13% have Medicare, 1% have other public coverage, and 5% are insured through the
individual market. The remaining 15% of the population is uninsured. It is important to note these
figures, which are drawn from national Current Population Survey data, differ somewhat from the
state’s own data, which show a higher percentage (approximately 20%) of the population on
Medicaid. These differences are attributed to differences in the treatment of state-only sponsored
programs as well as differences in survey methodology and timing.

A substantial portion of the currently uninsured group will become eligible for Medicaid coverage
or will be able to purchase insurance through the Illinois Marketplace beginning in 2014. This
insurance profile mirrors the national average across all categories (see Figure 5). While this data is
fairly recent, it likely does not fully reflect the impact of the ongoing economic downturn in the
state, as reflected by stubborn high unemployment and steady growth in Medicaid enrollment,
especially among children and non-disabled adults.

Figure 5: Illinois Health Insurance Coverage of the Total Population (2010-2011)

Individual, 5%

Medicaid, 17%

Medicare, 13%

Other Public,

Uninsured, 15% 1%

Source: Urban Institute and Kaiser Commission on Medicaid and the Uninsured estimates based on the Census Bureau's March 2011 and
2012 Current Population Survey (CPS: Annual Social and Economic Supplements).

45 Urban Institute and Kaiser Commission on Medicaid and the Uninsured estimates based on the Census Bureau's March
2011 and 2012 Current Population Survey (CPS: Annual Social and Economic Supplements).

46 Review of the Current lllinois Health Coverage Marketplace: Background and Research Report. Deloitte Consulting.
September 2011.
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Description of the State’s Population Health Status

Despite recent gains in certain areas and populations, Illinois has much room for improvement in
many measures of population health. In its Scorecard on Health System Performance (2009), the
Commonwealth Fund ranked Illinois 42nd overall out of the 50 states and the District of Columbia.
In the five major categories measured by the report card, Illinois ranked 20t for Access, 44t for
Prevention and Treatment, 49t for Avoidable Hospital Use and Costs, 29t for Equity and 32nd for
Healthy Lives.4” Looking more specifically at the “Healthy Lives” set of indicators as a proxy for
population health, Illinois showed improvements in most indicators between 2007 and 2009, but
continues to rank in the bottom half among states (see Table 3).

Table 3: Summary of Healthy Lives Indicators (2009 vs. 2007), Illinois and All States

Indicator State All States Rank State Rank
Rate Median (2009) Rate (2007)
(2009) (2007)

Mortality amenable to health care, 101.3 89.9 34 118.8 39
deaths per 100,000 population
Infant mortality, deaths per 1,000 7.4 6.8 33 7.4 29
live births
Breast cancer deaths per 100,000 25.6 23.7 39 27.1 43
female population
Colorectal cancer deaths per 100,000 18.5 17.8 31 22.0 45
population
Suicide deaths per 100,000 8.5 11.8 9 8.0 7
population
Percent of nonelderly adults limited 14.6 17.0 7 12.5 3
in any activities because of physical,
mental or emotional problems
Percent of adults who smoke 20.3 20.1 29 22.8 32
Percent of children ages 10-17 who 349 30.6 42 31.2 35

are overweight or obese

Source: Commonwealth Fund. State Scorecard on Health System Performance, 2009.

One of the broadest measures of overall population health is the number of good versus fair/poor
days of physical and mental health, as measured by the Behavioral Risk Factor Surveillance Survey

(BRFSS). Table 4 below shows the Illinois baseline data for these indicators.

47 Commonwealth Fund. State Scorecard on Health System Performance, 2009.
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Table 4: Days of Good Physical Health

Measure Baseline Measure Baseline
Days of physical 1-7days: 25% | Days of mental 1-7 days: 25%
health not good health not good
(e.g. fair/poor) in | 8ormoredays: | oo fair/poor)in | 8 Or more days:
past 30 days 12% past 30 days 14%

Opportunities or Challenges to Adoption of Health Information
Exchanges (HIE)

The State of Illinois has invested significant resources in accelerating the adoption of electronic
health records and developing health information exchange (HIE) infrastructure to transform
health care delivery throughout our state to achieve the goals of improving quality and patient
outcomes while containing costs. Illinois has been an enthusiastic participant in HITECH-sponsored
programs and our residents have benefitted tremendously from Federal and State investments
made to date.

In 2009, Illinois was awarded $18.8 million by the Office of the National Coordinator for Health
Information Technology to develop statewide health information exchange (HIE) infrastructure to
support improved patient care and health outcomes. To lead that effort, Governor Pat Quinn
established the Office of Health Information Technology through executive order and delegated
responsibility for coordinating all health information technology initiatives and aligning them with
[llinois’ broader health care transformation agenda, and in particular, the State’s Medicaid reform
initiatives.

In 2010, Governor Quinn signed the Health Information Exchange and Technology Act, establishing
a long-term governance structure for its statewide health information exchange, the ILHIE. Under
state statute, the ILHIE is governed by an appointed Authority Board, with broad stakeholder input
from a statewide Advisory Committee, which includes a Behavioral Health Workgroup. It maintains
a secure statewide transport network for electronic health information allowing standards-based
connectivity between individual providers, other health information exchange networks, and State
health information systems. The ILHIE is testing connectivity and functionality of its patient record
query service among multiple individual sites and two regional health information exchange
networks, and will move that service into production at the end of 2013. It also provides a low-cost,
Direct-compliant secure messaging service to facilitate provider-to-provider communication of
electronic information, with or without an electronic health records system, to more than 2,000
current users.

The Governors’ Office of Health Information Technology (OHIT) and ILHIE work in close
collaboration to ensure alignment of State policy goals with the development of the State’s health
information exchange infrastructure. The OHIT also works closely with the Departments of
Healthcare and Family Services and Public Health to support the Medicaid Electronic Health Record
Incentive Program and support the ability of eligible professionals and hospitals to achieve
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meaningful use of electronic health records. Illinois providers and hospitals have already received
close to $700 million in both Medicare and Medicaid EHR incentive payments to support adoption
and meaningful use of health information technology.

Although the incentives programs have dramatically increased the rate of adoption and use of
electronic health records among some physicians, community health centers, critical access and
acute care hospitals, the lack of incentives for community behavioral health and long term care
providers, in particular, have resulted in wide variation in health information technology adoption
among provider types. In addition, health information technology capacity is very limited in some
regions of the state, in home and community-based care settings, and in some physician specialties,
which creates additional challenges for effective care coordination.

Currently, the Medicare and Medicaid EHR incentive programs are having a significant impact on
encouraging EHR adoption, but they have done little to date to encourage health information
exchange. The Stage 2 Meaningful Use requirements for health information exchange are expected
increase that impact, but far more must be done to ensure that interoperable, robust health
information exchange is prevalent among all providers and care entities involved in patient care
coordination.

To address some of these challenges, Illinois has invested targeted resources to encourage health
information technology adoption and use by providers across a broad continuum of care. Through a
year-long Behavioral Health Integration project, Illinois engaged multiple State agencies and
statewide provider organizations to develop and deploy resources to assist behavioral health
providers with the adoption and use of electronic health records and address technical and
administrative barriers to sharing patient information to improve care.8 In addition, the State
initiated the “White Space Grant Program,” providing grant resources to help providers in
underserved geographies and practice settings get connected to the ILHIE. These efforts are
ongoing and align closely with Illinois’ State Health Care Innovation Plan (SHCIP).

Illinois is also leveraging language in Medicaid contracts with providers and care management
entities to require and incent the use of health information technology, including electronic health
records, direct secure messaging, and connectivity to the ILHIE. This strategy will evolve
throughout the implementation of the SHCIP. The SHCIP will include specific strategies to
accelerate health information exchange participation and provide specific requirements for health
information technology adoption and use.

Current Health Care Cost Performance Trends and Factors

Medicaid. 1llinois Medicaid cost per capita in 2010 was $5,292, which was below the national
average of $5,592 and ranking the state 17t (from lowest to highest) among the 50 states and the
District of Columbia. Most Medicaid rates in Illinois have been frozen in some way for over a
decade. Per capita costs ranged from $2,639 for children to $18,002 for the disabled.4° In 2012, per

48 http://www?2.illinois.gov/gov/HIE /Pages/BHIP.aspx. Accessed September 11 2013.
49 Kaiser Commission on Medicaid and the Uninsured and Urban Institute estimates based on data from FY 2010 MSIS and
CMS-64 reports.
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capita costs were XXXX50. These figures do not fully reflect the impact of approximately $1.6 billion
in Medicaid budget cuts that were implemented as part of the SMART Act in beginning in 2012.

Over the last two years, HFS, working with the Illinois Hospital Association and other stakeholders,
has been undertaking a comprehensive hospital reimbursement reform initiative. There are
numerous challenges with changing Illinois’ current rate system. Over time, as base rates have been
frozen, numerous static or supplemental payments for hospitals have grown significantly in order
to fill gaps and keep the system operating. Currently, claims-based payments - the dynamic piece of
the rate system that changes with client acuity and volume - account for only a little over 50% of
hospital reimbursements. Static, lump sum, supplemental payments, which may be based on much
more dated information, comprise the remainder (approaching half) of hospital reimbursements.
This current reimbursement structure needs to be reconciled with the Medicaid Reform law’s goals
as well as the State’s efforts to move toward value-based reimbursement. In the last several months
as Alliance planning efforts have evolved, State reform efforts have been coordinated with the
Alliance process through representation of hospitals and HFS representation in both processes as
well as regular stakeholder meetings between Alliance and Illinois Hospital Association leadership.
A similar two year rate reform process with representatives of the nursing home industry is
nearing completion as well.

As noted above, Illinois Medicaid remains a largely fee-for-service program, though this is rapidly
changing. Within the voluntary Family Health Plan Medicaid managed care program and mandatory
SPD managed care programs, the predominant reimbursement methodologies are built off of fee-
for-service with limited P4P, while some carriers are offering care coordination fees, shared savings
or partial capitation. One carrier is offering full capitation to some providers.5!

Medicare. 1llinois Medicare cost per capita in 2009 was $10,615, which was above the national
average of $10,365, placing the state 39t (from lowest to highest) among the 50 states and the
District of Columbia.52 Medicare costs per capita have also been growing at an average annual rate
above the national average (6.5%, compared to the national rate of growth of 6.3%) between the
years of 1991 and 2009.53 This cost profile may be at least partially attributable to higher utilization
patterns among Illinois Medicare beneficiaries than their counterparts nationally. Specifically,
[llinois Medicare beneficiaries exceed national rates of utilization for inpatient services (days and
discharges), outpatient services, SNF services (days and admissions) and home health services (see
Table 5).

50 University of Illinois at Chicago Medicaid Support Services (MEDSS) analysis of Illinois Department of Health and
Family Services summary claims file, 2010-2012.

51 Health Management Associates analysis of data collected from health plan stakeholders during the State Health Care
Innovation Plan process.

52 Centers for Medicare & Medicaid Services (2011). Health Expenditures by State of Residence. Retrieved (December
2011) at http://www.cms.gov/NationalHealthExpendData/downloads/resident-state-estimates.zip.

53 Ibid
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Table 5: Medicare Service Use (2010)

Indicator Illinois National Rate
Discharges per 1,000 Part A Enrollees 382 352
Total Days of Care per 1,000 Part A Enrollees 1,971 1,897
Hospital Outpatient Services, Persons Served per 1,000 759 692
Enrollees
Skilled Nursing Facilities, Covered Admissions Per 1,000 90 73
Enrollees
Skilled Nursing Facilities, Covered Days of Care Per 1,000 Part 2,437 1,972
A Enrollees
Hospice Services, Covered Days of Care Per Person Served 60 70
Physician and Supplier Services, Services Per Person Served 56 58
Home Health Services, Persons Served Per 1,000 Enrollees 115 96
Home Health Services, Visits Per 1,000 Enrollees 3,902 3,533

Source: Table 5.4 Medicare and Medicaid Statistical Supplement, 2011 Centers for Medicare & Medicaid Services, Office of Information
Services: Data from the Medicare Data Extract System; data development by the Office of Research, Development, and Information.

Commercial Premiums. Commercial insurance premiums in the lllinois employer-sponsored market
are well above the national average54 and rank 36t and 32nd out of the 50 states and the District of
Columbia for single and family coverage, respectively.5> Premiums in the Illinois individual market

are slightly below the national median (see Table 6).

While employer-sponsored insurance premiums in Illinois exceed the national average, premium
growth in recent years has been slower than the national average.5¢ Between 2008 and 2010, single
coverage premiums increased by 8% in Illinois, compared to 12.6% nationally; family coverage
premiums increased by 10.2% in Illinois, compared to 12.8% nationally.

Table 6: Commercial Insurance Premiums, 2011

Illinois | United States | National Median
Employer Sponsored Market
Single $5,375 $5,222 $5,205
Family $15,167 $15,022 $14,799
Individual Market
$2,436 | $2,580 | $2,556

Source: Medical Expenditure Panel Survey-Insurance Component, numbers reflect total premiums paid by employers and employees.

Accessed through the Benchmark State Profile Report for Illinois provided by CMMI

54 Medical Expenditure Panel Survey-Insurance Component, numbers reflect total premiums paid by employers and
employees. Accessed through the Benchmark State Profile Report for Illinois provided by CMMI.
55 Agency for Healthcare Research and Quality, Center for Financing, Access and Cost Trends. 2011 Medical Expenditure
Panel Survey (MEPS) -Insurance Component. Accessed at http://kff.org/other/state-indicator/single-coverage/.

56 Agency for Healthcare Research and Quality, Center for Financing, Access and Cost Trends. 2010 Medical Expenditure

Panel Survey-Insurance Component.
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Description of the Current Quality Performance by Key Indicators

and Factors Affecting Quality Performance

[llinois has required its Medicaid health plans to collect HEDIS data since 2008. The table below
shows the most recent data available. Note that, because the Integrated Care Program for the SPD
population is very new, it is not reflected in this data. Table 7 reflects only the voluntary Medicaid
managed care plans that serve the Family Health Plan population). While performance rates have
generally improved over the last several years, Illinois Medicaid Plans (combined) are performing

below the 50t percentile across most measures.

Table 7: Illinois Medicaid Plans: 2011 HEDIS Rates

HEDIS Measure Illinois Illinois
MCOs MCOs
National
Percentile
Child and Adolescent Care
Childhood Immunizations—Combo 2 70.9%
Childhood Immunizations—Combo 3 66.1%
Lead Screening in Children 80.1%
Well-Child Visits in the First 15 Months (0 Visits)* 4.4%
Well-Child Visits in the First 15 Months (6+ Visits) 52.6%
Well-Child Visits (3-6 Years) 69.5%
Adolescent Well-Care Visits 41.5%
Immunizations for Adolescents 35.3%
Children’s Access to PCPs (12-24 Months) 84.3%
Children’s Access to PCPs (25 months-6 Years) 72.4%
Children’s Access to PCPs (7 -11 Years) 66.3%
Adolescent’s Access to PCPs (12 -19 Years) 68.1%
Adults’ Access to Preventive/Ambulatory Care
20-44 Years of Age 68.3%
45-64 Years of Age 68.5%
Preventive Screening for Women
Breast Cancer Screening 33.8%
Cervical Cancer Screening 69.6%
Chlamydia Screening (16-20 Years of Age) 48.5%
Chlamydia Screening (21-24 Years of Age) 59.5%
Chlamydia Screening (Combined Rate) 53.3%
Maternity-Related Measures
Frequency of Ongoing Prenatal Care (<21% of Visits)* 17.4%
Frequency of Ongoing Prenatal Care (81-100% of Visits) 41.1%
Timeliness of Prenatal Care 63.5%
Postpartum Care 44.3%
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HEDIS Measure Illinois Ilinois
MCOs MCOs
National
Percentile
Chronic Conditions/Disease Management
Controlling High Blood Pressure 43.6%
Diabetes Care (HbA1C Testing) 72.6%
Diabetes Care (Poor HbA1lc Control)* 67.2%
Diabetes Care (Good HbA1c Control) 30.1%
Diabetes Care (Eye Exam) 22.4%
Diabetes Care (LDL-C Screening) 65.3%
Diabetes Care (LDL-C Level <100 mg/dL) 21.2%
Diabetes Care (Nephropathy Monitoring) 72.7%
Diabetes Care (BP <140/90) 51.2%
Appropriate Medications for Asthma (Combined) 86.6%
Follow-up After Hospitalization for Mental Illness—7 Days 49.1%
Follow-up After Hospitalization for Mental Illness - 30 Days 61.6%

Source: Illinois Department of Health and Family Services External Quality Review Annual Report State Fiscal Year 2010-2011. * Lower
rates indicate better performance for this measure. Code for percentiles: Red (<10th), Pink (10th-24th), White (25th-49th), Yellow (50th-

74th), Blue (75th-89th), Green (>90th)

According to the most recent payer-specific quality data compiled by the Agency for Healthcare
Research and Quality (AHRQ), Illinois payers are performing on par with their counterparts
nationally on measures of hospital care/quality. Tables 8 and 9 below display the most recent data

for the Medicaid and Medicare populations, respectively.

Table 8: AHRQ Hospital Care Measures - Medicaid (2011)

IL
IL
US Rate |C d
Hospital Care Measures - Medicaid Rate -a ? ompare
(Medicai d)l(Medlcald) to US
(Medicaid)

Deaths per -1,000 admissions with abdominal aortic aneurysm DSU 4950 DNC
(AAA) repair
Death 1,000 admissi ith tery b

eaths per 1, admissions with coronary artery bypass 4114 99.47
surgery (CABG), age 40 and over
Deaths per 1,000 discharges for acute myocardial infarction 80.75 63.58 v
(AMI)
Death 1,000 adult admissi ith tive heart

(.ea s per adult admissions with congestive hear 91.89 9730
failure (CHF)
Deaths per 1,000 adult admissions with pneumonia 33.68 41.14
Deaths per 1,000 adults with percutaneous transluminal

. 15.51 15.63

coronary angioplasty (PTCA), age 40 and over
Deaths per 1,000 admissions in low-mortality DRGs 0.66 0.74
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IL
IL
US Rate |C d
Hospital Care Measures - Medicaid Rate .a ? ormpare
(Medicai d)l(Medlcald) to US
(Medicaid)
l[atrogenic pneumothorax per 1,000 discharges 0.87 1.29 F 3
Postoperative septicemia per 1,000 elective surgical discharges 17.65 19.29
of 4 or more days
Pf)stoperative abdominal wound dehiscence per 1,000 DSU 320 DNC
discharges
Birth trauma injury to neonate per 1,000 selected live births 1.77 2.31 A
Obstetric trauma per 1,000 instrument-assisted deliveries 90.86 105.41 A
F)bstetric traurr.la per 1,000 vaginal deliveries without 1322 15.90 A
instrument assistance

Source: Agency for Healthcare Research and Quality, State Snapshots 2011.

A indicates that the State is performing worse than the U.S.
indicates insufficient data or data not collected.

Table 9: AHRQ Hospital Care Measures - Medicare (2011)

indicates that the State is performing better than the U.S.

indicates that the State is performing similar to the U.S. DUNS/DNC

IL
IL
US Rate |C d
Hospital Care Measures Rate . ate |Lompare
lve dicare)I(Medlcare) to US
(Medicare)
Deaths per -1,000 admissions with abdominal aortic aneurysm £8.86 4845
(AAA) repair
Deaths per 1,000 admissions with coronary artery bypass 9391 25 82
surgery (CABG), age 40 and over
Death 1,000 disch f t dial infarcti
eaths per ischarges for acute myocardial infarction £0.55 731 A
(AMI)
D(.eaths per 1,000 adult admissions with congestive heart 25 05 27 40
failure (CHF)
Deaths per 1,000 adult admissions with pneumonia 31.95 34.29
Death 1,000 adults with t t luminal
eaths per . adults with percutaneous translumina 10.99 13.09 A
coronary angioplasty (PTCA), age 40 and over
Deaths per 1,000 admissions in low-mortality DRGs 0.38 0.42
[atrogenic pneumothorax per 1,000 discharges 1.16 1.32 F Y
Pf)stoperatlve septicemia per 1,000 elective surgical 14.34 14.86
discharges of 4 or more days
Pf)stoperatlve abdominal wound dehiscence per 1,000 2 64 539
discharges
Birth trauma injury to neonate per 1,000 selected live births DSU DSU DNC
Obstetric trauma per 1,000 instrument-assisted deliveries DSU 126.83 DNC
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IL
IL
US Rate |C d
Hospital Care Measures Rate . ate |Lompare
lve dicare)I(Medlcare) to US
(Medicare)
Obstetric t 1,000 vaginal deliveri ithout
_ stetric raunr.la per vaginal deliveries withou DSU 17.38 DNC
instrument assistance

Source: Agency for Healthcare Research and Quality, State Snapshots 2011. A indicates that the State is performing better than the U.S.

A indicates that the State is performing worse than the U.S. indicates that the State is performing similar to the U.S. DUNS indicates
insulfficient data.

Population Health Status Measures, Social/Economic
Determinants Impacting Health Status, High-Risk Populations,
and Current Health Status Outcomes

Table 10 below summarizes several key measures of healthy behavioral, chronic disease prevalence
and mortality. On many measures Illinois is near (or slightly below) the national average.

Table 10: Selected Measures of Healthy Behaviors, Prevalence, Mortality (2011)

Measure Illinois | National | Illinois
Rate Rate Rank

Percent of Adults Who are Overweight or Obese 64.1% 63.3% 30
Percent of Adults Who Have Ever Been Told by a Doctor that 9.7% 9.5% 32
They Have Diabetes
Percent of Adults Who Have Been Told by a Doctor that They 9.2% 9.0% 34
Currently Have Asthma
Number of Deaths Due to Diseases of the Heart per 100,000 183.2 180.1 36
Population
Percent of Individuals who Participated in 150 minutes or 51.7% 51.6% 26
more of Aerobic Physical Activity per Week
Percent of Adults who are Current Smokers 20.9% 21.2% 19

Sources: Behavioral Risk Factor Surveillance Survey, 2010 and 2011. Centers for Disease Control and Prevention, National Center for
Health Statistics, Division of Vital Statistics, National Vital Statistics Report Volume 60, Number 3, December 2011, Table 19. Rankings
are among the 50 states, District of Columbia and U.S. Territories.

Within these statistics, however, there are significant racial and socio-economic disparities in
health status and outcomes. For example, in Illinois, the number of diabetes deaths (per 100,000) in
the white population and black population are 19.3 and 40.9, respectively. Similarly, for
overweight/obesity, the rates are 62.5% for white individuals and 72.9% for black individuals.5?
Adult asthma prevalence rates range from 6.7% for Hispanics to 13.9% for Blacks.58 While Blacks

57 Kaiser Family Foundation (2012). [llinois: Overweight and obesity rates for adults by race/ethnicity, 2010. State Health
Facts.
58 BRFSS 2010.
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and Hispanics only constitute 28.1% of the population in Illinois, they represent 47% of uninsured
nonelderly adults, thus showing the importance of addressing access and care coordination for
these populations.>?

Rates of physical activity vary significantly based on income, with 45% of individuals in the lowest
income groups getting more than 150 minutes of aerobic physical activity per week, compared to
57% of individuals who make more than $50,000 per year.60 Similarly, while smoking rates in
[llinois are below the national average and trending downward, significant income-based
disparities remain. Specifically, 38% of Illinois residents who make less than $15,000 per year
classify themselves as current smokers, compared to 15% of Illinoisans who make more than
$50,000 per year.

People with Specific Needs

While the data presented above paints a picture of the state as a whole, it does not describe the
numerous specific needs populations that, in many cases, have significantly different cost and
utilization patterns - and health care and social service needs - than may the general population.
During the State Health Care Innovation Plan process, stakeholders discussed the literature as well
as innovative care models for several populations with specific needs, including those with Serious
Mental Illnesses (SMI), justice-involved populations, frail elderly, child welfare involved and people
with intellectual disabilities. Additional special populations, including HIV-positive, end-of-life,
homeless and substance abuse (without other risk factors) were also discussed within the
individual model team meetings.

People with Serious Mental Illnesses (SMI). According to a recent study, the lifespan of people with
serious mental illness (SMI) is shorter compared to the general population and this difference is
primarily attributable to physical illness. Specifically, individuals with SMI had higher prevalence
rates than the general population for:6?

e nutritional and metabolic diseases,
e cardiovascular diseases,

e viral diseases,

e respiratory tract diseases,

e musculoskeletal diseases,

e sexual dysfunction,

e pregnancy complications,

59 Kasier Family Foundation (2012). Illinois: Distribution of the Nonelderly Uninsured by Race/Ethnicity, states (2009-
2010).

60 BRFSS 2011

61De Hert, et al. Physical illness in patients with severe mental disorders. Prevalence, impact of medications and
disparities in health care. World Psychiatry. 2011 February; 10(1): 52-77.
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e stomatognathic diseases, and
e possibly obesity-related cancers

Using the federal definition and methodology for determining the prevalence rate of serious mental
illness, it is estimated that more than 526,000 adults in Illinois — 5.4 percent of the adult
population — had a serious mental illness in 2012. Using the federal definition and methodology
for determining the prevalence rate of serious emotional disorder in children, it is estimated that
nearly 175,000 children and adolescents in Illinois —7 percent of the population under age 18 —
had a serious emotional disorder in 2012.62

Justice-Involved. Individuals who have been incarcerated or who frequently cycle in and out of the
criminal justice system are expected to comprise a meaningful portion of the population that will
gain Medicaid coverage under Illinois Medicaid expansion in 2014. Nationally, there were 730,000
inmates released from prisons in 2009 (21% increase from 2000).63 It is estimated that as many as
245,000 former inmates will enroll in Medicaid annually.¢* This population, the majority of whom
are male, suffers from high rates of poor overall health and very high rates of chronic disease and
mental health and substance abuse disorders. The also suffer from rates of certain infectious
disease at rates that far exceed the general population (see Table 11).

Table 11: Health status of soon-to-be-released offenders compared to the U.S. population
(1996 The RAND Corporation)

Prevalence Relative to U.S.
Population

Category Condition

Infectious Disease

Active Tuberculosis

4 times greater

Hepatitis C

9-10 times greater

AIDS 5 times greater

HIV Infection 8-9 times greater
Chronic Disease Asthma Higher

Diabetes/Hypertension Lower

Mental Illness

Schizophrenia/Psychotic
Disorder

3-5 times greater

Bipolar disorder

1.5-3 times greater

Major depression

Roughly equal

Source: Review of the Current Illinois Health Coverage Marketplace: Background and Research Report. Deloitte Consulting. September

2011.

A significant proportion of ex-prisoners return to prison within a relatively short period from the
time of their release. The PEW Center on the States in collaboration with the Association of State
Correctional Administrators (ACSA), found three year recidivism rates of 52% for Illinois, higher

62 [llinois Mental Health Strategic Plan, 2013-2018.

63 [getting citation from Linda F.]
64 Health Affairs, 2012.
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than the U.S. average of 43%.65 Research has shown that assessing an inmate’s physical and mental
health needs at intake, and linking to needed services immediately upon release can be effective in
reducing recidivism rates.66

Child Welfare Involved. The child welfare involved are enrolled in HealthWorks of Illinois (HWIL).
HWIL is a collaborative effort between the Illinois Department of Human Services (DHS) and the
[llinois Department of Children and Family Services (DCFS). The primary purpose of HWIL is to
assure that DCFS wards from birth to age 21 who are in substitute care, receive comprehensive
quality health care services, as mandated by the BH Consent Decree. HealthWorks is carried out
through local health departments, child welfare offices, community based agencies, hospitals, public
and private clinics and private physicians. Research shows that child welfare involved children
have higher rates of chronic illness than the general pediatric population and are much more likely
than the general pediatric population to have had a psychiatric inpatient episode. Continuity and
coordination of care is critical for this population as they transition from one living environment to
another.¢?

People with Intellectual Disabilities. The model teams and work groups reviewed data from a major
provider of residential services for the developmentally disabled adults in Illinois. The data showed
that:

o  62% of the population had a mild/moderate Intellectual Disability (ID) diagnosis; 38% had
severe/profound ID;

¢ 41% have secondary mental illness diagnosis;
e 349% have communication challenges; 23% have ambulation/mobility challenges

These factors have significant implications for developing an effective model of care that meets the
physical, social and behavioral health needs of the developmentally disabled and their families.

Frail Elderly. Relative to the general population and the generally healthy elderly population, frail
elders face numerous challenges, including:68

e Physical and cognitive limitations

e Dependence on medications or durable medical equipment
e General "frailty”

e Social isolation

o Difficulties with transportation,

e Resistance to help, fearing that it represents a step toward dependency

65 The Pew Center on the States, State of Recidivism: The Revolving Door of America’s Prisons, April 2011, pages 10-11.
http://www.pewcenteronthestates.org/uploadedFiles/Pew_State_of Recidivism.pdf. 27 July 2011.

66 [bid.

67 Expanded Medical Home Model Works for Children in Foster Care. Child Welfare. Vol 91. No 1 (2012)

68 Rand Corporation, Promising Practices - frail elderly. http://www.rand.org/health/projects/special-needs-
populations-mapping/promising-practices/frail-elderly.html
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Federally Supported Program Initiatives Under Way in the State

See Appendix C for a summary of federally supported initiatives currently under way in the state.
Representatives from each of these lead agencies participated in the State Health Care Innovation
Plan process to ensure coordination and alignment between these initiatives and the Alliance
wherever possible.

Description of Existing Demonstration and Waivers Granted to
the State by CMS

HCBS Waivers. lllinois currently operates nine separate Home and Community Based Services
(HCBS) waivers under Section 1915(c) of the Social Security Act. These waivers provide services
that allow individuals to remain in their own home or live in a community setting stressing
independence. The current waivers are for: adults with developmental disabilities, children and
young adults with developmental disabilities, the elderly, medically fragile/technology dependent
children, persons with brain injury, persons with disabilities, persons with HIV or AIDS, supportive
living facilities (Medicaid assisted living for seniors and persons with physical disabilities) and a
support waiver for children and young adults with developmental disabilities. The State has begun
efforts to consolidate these waivers and incorporate these populations into new, coordinated
delivery and payment models. At the same time, the State is in the process of managing three
consent decrees resulting from three federal lawsuits that will require Illinois to redesign its care
model for the most complex SPD clients to ensure access to community-based treatment settings
where indicated. These efforts have been coordinated with the Alliance planning process to ensure
alignment and will also be closely aligned with the subsequent 1115 waiver planning process the
State is undertaking in late calendar year 2013-early 2014.

Cook County Waiver. In January 2012, the Illinois Department of Healthcare and Family Services
(HFS), in collaboration with the Cook County Board and the Cook County Health and Hospital
System (CCHHS) requested an 1115 waiver from the Centers for Medicare and Medicaid Services
(CMS) to cover a portion of the current uninsured population that will become eligible for Medicaid
in 2014. While expanding coverage to an estimated 115,000 currently uninsured adults in Cook
County, the waiver also committed to the development of an integrated care model, built on
patient-centered medical homes, that would include CCHHS as well as other providers in a new
delivery system that improves the quality, coordination and cost-effectiveness of care (“County
Care”).

This waiver will expire on December 31, 2013 when Illinois begins full Medicaid coverage for most
individuals below 138% FPL pursuant to S.B. 26, which authorizes the state’s Medicaid expansion.
The foundation established by and lessons learned from the waiver have formed the basis for an
innovative care delivery model that will continue to be refined throughout the model plan and
testing periods.
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C.

Report on Design Process
Deliberations

Building the Alliance Work Structure

As a critical first step, the Alliance created a structure comprised of a broad group of stakeholders

including state leaders, legislators, representatives from relevant state agencies, project

consultants, provider organizations, consumer advocates, and business leaders. The work structure

developed by the Alliance was designed to: 1) focus on collaborative planning; 2) allow for

productive and meaningful dialogue; 3) involve a broad group of stakeholders representing

different types of organizations; 4) create checks and balances; 5) create an open and inclusive

process; and 6) ensure state-wide representation.

The Alliance structure included committees, teams, staff, and work groups responsible for

contributing to either the development of the Alliance process - ensuring a unique and

collaborative decision-making process (shown in Figure 10) - or contributing to content

development that ultimately led to the innovations proposed in the State Health Care Innovation
Plan (SHCIP).

Specifically, the structure includes:

a Core Team comprised of state leaders and project consultants (Health Management
Associates);

a Steering Committee that includes legislators, model representatives, state agencies,
population health advocates, provider organizations, consumer advocates, and business
leaders;

a State Executive Committee that includes the Governor’s Office and relevant state agencies;

representatives from three models: Provider Model (Model P), Provider-Plan Model (Model
PP), Provider-Plan-Payer Model (Model PPP);

three Staff Workgroups: Delivery System and Payment Reform (DSPR), Data, and Policy; and

a Population Health Task Force
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Figure 6

The Alliance Structure
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The main purpose of the State Executive Committee was to provide executive oversight and
assurance of state accountability, coordination, and buy-in. The Core Team was responsible for all
of the core work, including meeting with each of the teams (work group and models), informing the
process, creating momentum, engaging with stakeholders, monitoring progress, and anticipating
and removing barriers (when possible). The Steering Committee was responsible for guiding and
contributing to the Alliance process, as well as providing substantive feedback related to proposed
innovations and the development of the SHCIP. (Complete member lists of the Steering Committee
and Executive Committee can be found in Appendix D and E, respectively.)
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Figure 7
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Alliance Platform Models for Innovation

To develop the vision for the “to-be” health care eco-system (addressed in Section B) and the
innovations to support that vision, the Alliance organized much of its planning work around three
“platform models” (Model P, Model PP, and Model PPP) that align with and build upon the current
health care delivery and payment system reforms being pursued in the State. Teams representing
each of the models met on a bi-weekly basis to develop innovation recommendations and also
participated as members in the three staff work groups (Delivery System and Payment Reform,
Data, and Policy) and Steering Committee. This unique approach was designed to recognize the role
of innovation in optimizing the performance across multiple delivery models rather than focusing
on a single delivery model (e.g., ACOs). Through the model testing period and the implementation
of the SHCIP, innovations will be piloted, proven, scaled and diffused across the platform models in
accordance with their ability to implement them. The three platform models are shown in the
below diagram and summarized in the following sections.
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Figure 8
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Care Coordination Entities (CCEs). CCEs are provider-driven entities that have developed
models of care designed around the needs of targeted high-risk, high-need populations. The
State is currently in the process of finalizing contracts with six CCEs who were successful in
a competitive procurement to serve segments (e.g., homeless, individuals with SMI) of the
non-dual SPD population. A separate procurement was issued earlier this year for CCEs to
serve complex children; the state is expecting to finalize these contracts by the end of the

calendar year.

Accountable Care Entities (ACEs). In late August 2013, the State issued a request for
proposals (RFP) for Accountable Care Entities to serve the Family Health Plan and/or Newly
Eligible Medicaid populations. Like the CCEs, ACEs are provider-driven entities but are
aimed at a larger and less targeted population. The structure and payment methodologies

for ACEs, as articulated in the RFP, were directly informed by the Alliance planning process
to ensure alignment between the ACE program and the innovations adopted by the Alliance.
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Both the CCE and ACE programs have similarities to the Medicare Shared Savings Program with a
shared savings potential tied to achievement of designated quality parameters. Both also recognize
the need for upfront investment in safety net providers and do so through a modest care
coordination fee for all enrollees and an enhanced care coordination fee for the highest-risk
population. CCEs and ACEs must meet specific requirements with respect to access, service
integration, and governance. The state has recommended that CCEs move from fee-for-service to
risk within three years and has required ACEs to move to risk beginning in their 18th month.

Plan-Provider Partnership Model (Model PP)

This model built upon innovative health plan-provider relationships that were already underway in
the state, with the goal of growing these partnerships and expanding the payer base to reach the
point where real delivery system reform—and alternative payment mechanisms that support that
reform—can happen. Under this model, the 11 participating health plans invited provider partners
to the table to develop recommended payment and delivery system reform models, initially
targeting Medicaid and duals, but with the goal of diffusing innovations to other populations over
time.

Plan-Provider-Payer Model (Model PPP)

The PPP model was designed to build off of the base established by, and lessons learned from, the
Cook County “early expansion” Medicaid 1115 Waiver. In January 2012, the Illinois Department of
Healthcare and Family Services (HFS), in collaboration with the Cook County Board and the Cook
County Health and Hospital System (CCHHS) requested this Waiver from the Centers for Medicare
and Medicaid Services (CMS) to cover a portion of the current uninsured population that will
become eligible for Medicaid in 2014. While expanding coverage to an estimated 115,000 currently
uninsured adults in Cook County, the Waiver also committed the CCHHS to the development of an
integrated care model, built on patient-centered medical homes, that includes CCHHS clinics and
hospitals as well as other providers (FQHCs, hospitals, private physicians) in a new delivery system
that improves the quality, coordination, and cost-effectiveness of care.

The PPP model leverages Cook County Health and Hospital System’s role as a provider, plan, and
payer. More specifically:

e CCHHS is a major safety net provider for the underserved of Cook County and is one of the
largest and most comprehensive public health and hospital systems in the country. CCHHS
provides a full range of hospital inpatient, trauma and emergency care services, full
spectrum care and primary care at the main Stroger Hospital campus. Adult inpatient care,
primary care, and a more limited spectrum of specialty services are also provided at the
Provident Hospital campus. The third regional campus, Oak Forest, now provides primary
care and limited specialty care.

e Under the 1115 waiver, CCHHS created a health plan, County Care, to manage the care of the
Medicaid newly eligible population. County Care has developed a provider network
consisting of both CCHHS and community providers, including multiple hospitals, Federally
Qualified Health Centers, behavioral health providers, home care, nursing facility and
hospice providers. County Care has also developed a care management approach built
around the needs of the newly eligible population.
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e CCHHS is a significant payer of health care services for the Waiver population as well as the
uninsured. It is also a major payer in its role as a large employer.

Throughout the Alliance planning process, the PPP model worked to develop an innovative public-
private partnership that would further strengthen its care management infrastructure, as well as
provide a platform for piloting and implementing the clinical integration and payment reform
innovation developed by the Alliance. As of the writing of this plan, negotiations were still
underway to formalize this partnership.

Member lists of the Model P, PP, and PPP teams can be found in Appendix F.
Alliance Work Groups

Delivery System and Payment Reform Work Group

All three staff workgroups (DSPR, Policy, and Data) consisted of selected representatives from the
Coordinated Care Entities model team (Model P); selected representatives from the payer-provider
model team, including one health plan and one provider representative (Model PP); selected
representatives from the Cook County Health and Hospital System model-team 