Enhanced Care Management - Opportunity for Self-Referral 
Enrollment of beneficiaries in the various populations of focus continues to be one of the key challenges in the roll-out of California’s vision of MediCal with new capabilities to address social and environmental drivers of health (CalAIM). In the most recent DHCS data update released on April 2, 2024, reporting progress through September 2023, we can see that statewide, after 3 quarters of implementation for Population of Focus (PoF) #5[endnoteRef:2], 6,700 active cases[endnoteRef:3] are enrolled and 505 organizations have been contracted by plans to serve PoF #5.[endnoteRef:4] [2:  Population of Focus (PoF) #5 Eligibility is defined as a MediCal beneficiary (MediCal only or Dual) who 1.) meets SNF level of care (2 or more ADLs) OR lower acuity skilled nursing  AND 2.) Is actively experiencing at least one complex social environmental factor (e.g., poor or inadequate caregiving) and 3.) Is able to reside safely in the community with appropriate supports. Note that those duals who are enrolled in a DSNP for their Medicare cannot be provided ECM by a MediCal MCP – their DSNP is responsible for an equivalent service.]  [3:  The all time total of people ever enrolled in ECM under PoF #5 is 9,400, indicating that at least 3,000 people who were in ECM in this category have since left (death, disenrollment, institutionalization, lost to follow-up or successful stabilization of risk).]  [4:  The count of 505 represents the sum of the number of ECM/PoF 5 contracts reported by all plans.  To the extent that some ECM provider entities may have contracts with more than 1 plan, the number of unique organizations will be slightly smaller. ] 

As of this reporting period, CalAIM was just 2.25 years old, PoF #5 was only 0.75 years old, and enrollee numbers show some growth over the first three quarters of 2023. Nevertheless, the number of cases is substantially below our best (conservative) estimate of those meeting criteria as a result of the effects of dementia alone and 50,000 – 100,000[endnoteRef:5] much less the additional beneficiaries eligible due to other factors (e.g., Parkinson’s, MS, RA, blindness, amputation, etc.). As concerning, from the standpoint of organizations being able to continue participation in CalAIM, the average ratio of enrollees to contractors of ~13 is clearly unsustainable.[endnoteRef:6] [5:  1.2M Older adult Full Duals – 200k in DSNPs * 15% blended rate of dementia * ?50% for those without complex social/environmental risk.]  [6:  Because the ratio of cases to ECM contractors will vary, we checked the ratios for LA Care, Cal Optima, Sacramento Co Anthem Blue Cross, and IEHP. The ratios were 6.7, 14.3, 6.3 and 10.8, respectively. (313/47, 143/10, 51/8, 291/27)] 

Enrolling qualified beneficiaries in Enhanced Care Management (ECM) is a function of identifying those beneficiaries, contacting those beneficiaries, and convincing them to accept this new and hitherto unknown service. DHCS “expect[s] referrals to be the predominant pathway” and expects that ECM providers will have preexisting relationships with beneficiaries and organizations currently serving this population such as “CBAS, AAAs, Home Health Agencies, CILS, IHSS providers, and other HCBS waiver providers.”[endnoteRef:7] While MCPs are also permitted to use existing member data, wavier wait lists, and other administrative methods to identify cases, there is general agreement that “cold” outreach from a plan or ECM provider to such a member is not likely to lead to successful ECM enrollment and engagement. [7:  See https://www.dhcs.ca.gov/Documents/MCQMD/ECM-Policy-Guide.pdf page 37] 

Unfortunately, many if not most people living with dementia will not previously be engaged with either the organization who happens to be their plan’s ECM contractor for their geography/language/culture nor any of these other types of organizations. Most families struggle unnoticed and unsupported. Moreover, the processes whereby a plan or ECM provider might get a warm hand off of a likely eligible case from a AAA, CIL, or IHSS agency, etc. are very unclear given jurisdictional silos and the sensitivity of protected health information (PHI).[endnoteRef:8] A possible solution to this challenge is “self-referral.” For most PoFs, including PoF #5 the DHCS Policy Guide as of 9/23 specifies that plans are expected to allow members and their family members to self-refer to ECM.[endnoteRef:9]  [8:  Entities who are already in a contractual relationship with an MCP and have a clinical relationship with members (health providers? CBAS) however, should be required by contract to screen and refer members to appropriate ECM and/or plan coordinators and to support a ”warm handoff.”]  [9:  See https://www.dhcs.ca.gov/Documents/MCQMD/ECM-Policy-Guide.pdf page 37] 

The table of referral forms and process guides developed by CalHPS is a potential starting point to support enrollment. Here are some possible courses for collective action:
· While the referral forms cannot plausibly be used by beneficiaries directly, can they be modified for this purpose? To whom is a beneficiary (or caregiver) supposed to submit their information? Guides online and scripts of plan case managers may need to be reviewed.
· Under what conditions might intermediary organizations such as AAAs or CRCs be willing to help clients complete such a form? CRCs’ CareNav system already asks about MediCal eligibility and very substantial questions about clinical condition. 
· With additional information as to specific MCP membership, and preferred process of MCPs (see table), could I&R organizations play an important role in helping thousands of Californians get valuable benefits? 
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