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Objectives

This presentation will assist the learner to 
understand:

• How is PPACA 2010 affecting Louisiana?

• Whyreshape LA’s system now? 

• What is a Coordinated Care Network (CCN)?

• Who will be affected and how?

• Where will CCNs be located?

• When will the change happen?

• How might it impact the way we do our work?



The Patient Protection and Affordable 
Care Act of 2010 (PPACA) 

Requires most U.S. citizens and legal residents to 
have health insurance; 

Expands Medicaid to 133% of federal poverty level 
(FPL) - with disregard, to 138% of FPL; and

Creates state Health Insurance Exchanges through 
which individuals and small employers can 
purchase coverage, with premium and cost 
sharing tax credits available to individuals and 
families with income between 133 and 400% of 
the FP;. 

Reform provides for increase to primary care 
provider rates to 100% of Medicare
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PPACA 2010

• Current eligible groups in Louisiana Medicaid

– Childless adults ineligible at any income

– Parents of children eligible to 12%FPL

– CHIP, pregnant women up to 200%FPL

• PPACA expansion to 138% FPL

• New LA enrollees 645,843 (by SFY 2023)

• Total estimated state general fund impact over 10 
years is $ 7.1 Billion



Why Now? Why Reshape?

• Louisiana has high rate of poverty with poor access /  
poor utilization of preventive health

• Overall poor health outcomes 

• Care coordination is often fragmented

• Access is limited for specialists

• Quantity is rewarded over quality care

• Inappropriate utilization of services

– High rates of ER utilization

– High rates of hospitalization

– High rates of readmission



Our Definition for Coordinated Care 
Networks

ά! ƘŜŀƭǘƘ ŎŀǊŜ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳ ǘƘŀǘ ǇǊƻǾƛŘŜǎ ŀ ŎƻƴǘƛƴǳǳƳ ƻŦ 
evidence-based, quality-driven health care services in a cost 

effective manner.”

Builds on CommunityCARE, transitioning the Medicaid delivery 
system from the current fee-for-service system to primarily a fee 
for service/shared savings or prepaid model of care.

Two models implemented simultaneously:

• Coordinated Care Network –Shared Savings (CCN-S)
• Coordinated Care Network –Prepaid  (CCN-P)



Taking CommunityCARE to the Next Level

• PCCM

• Medical home for primary 
care only

• FFS does not incentivize 
keeping people well

• Quality approximately same  
as non-PCCM

• ePCCM or MCO

• NCQA-recognized, patient-
centered medical home

• Financial incentive to keep 
people well

• Financial incentives tied to 
improved quality

CommunityCARE 

(Current PCCM)

Coordinated Care Networks 
(CCN)



Similarities in CCN Models

• Adequate provider network to assure timely, accessible, 
and high quality medically necessary services 

• PCP linkages within the network
• NCQA patient-centered medical home (PCMH) 

recognition 
• Parish is smallest geographical coverage area
• Care Management

• Primary Care Case Management
• Case Management/Chronic Care Management
• Quality Management
• Utilization Management

• Member and provider services 
• Grievance system, fraud and abuse monitoring



Differences in CCN Models
Shared Savings (CCN-S)

• Provides all included services

• Monthly risk adjusted PMPM

• Required to spend a minimum of 
85% of PMPM on health care 
services and quality initiatives and 
allowed to keep profit

• Full risk

• Responsible for claims adjudication 
with prompt pay requirements

• Must provide 24/7 nurse hotline

• Return of a portion of PMPM for 
not meeting quality expectations

Prepaid (CCN-P)

• Provides primary care and 
coordinates other services

• Remains a fee-for-service model

• CCN will receive monthly care 
management fee   

• $3  PMPM PCP will go through 
the CCN 

• Limited risk

– (return up to 50% of 
management fee if no savings)

• Shared Savings contingent on 
quality

• May provide 24/7 nurse hotline 
or use Medicaid line



Rate Setting for Prepaid CCNs

• Actuarially sound fixed monthly amount for each linked 
member

• Risk Adjustment based on health status of members to 
deter cherry picking

• Approximately 500 different rate cells or PMPMs

• Factors determining PMPM for a member
• Age
• Gender
• Eligibility Category
• Geographic area of residence

• CCNs must pay providers no less than they would 
receive under Medicaid FFS (unless mutually agreed to)



CCN “Carve Outs” 

• Pharmacy

• Dental

• Specialized Behavioral Health  

• All Hospice

• Targeted Case Management

• PCS (EPSDT and LTC)

• All Nursing Facility Services

• IEP Services Billed Through 
School Districts

• Dual eligible / other insurance

Carve outs will continue to be fee-
for-service



CCNs are First and Foremost 
About Our Enrollees

• Better quality and improved health outcomes 
• More focus on prevention
• Better coordination of care (specialists, dental, behavioral 

health) 
• Interventions to actively manage chronic illnesses 
• Comprehensive patient-centered medical home (health home)

• Increased Access
• Rates can be negotiated with specialists
• Can contract with providers not willing to enroll in LA Medicaid

• Allows Incentives for Enrollees
• Compliance with care recommendations
• Healthy Behaviors



“Upping the Ante” on  Medicaid 
Outcome Quality

• Expectation that quality will 
improve

• Incentives (and disincentives) 
tied to meeting quality goals

• Types of quality measures 
include:
• HEDIS
• CHIPRA
• AHRQ  (Prevention Quality 

Indicator )
• CAHPS (Enrollee Satisfaction 

with Plan and PCP)



So How Can We Get Better 
Outcomes and Show Savings?

• Reduction in avoidable hospitalizations

• Reduction in hospital readmissions

• Reduction in preterm births and neonatal cost

• Reduction in emergency room costs

• Reduction in duplicative services

• Improved outcomes through early detection and 
treatment

• Prevention of chronic disease and its complications



Which Medicaid Enrollees Will 
This Affect?



Mandatory Enrollees

Same groups as 
CommunityCARE, but  also 
includes—

• Pregnant women

• Enrollees age 65 and older 

Approximately 800,000 mandatory enrollees



Voluntary Enrollees

• Children receiving SSI or services through OPH Special 
Needs Clinics 

• Foster Children and children in DSS or OJJ custody

• Native Americans who are members of a federally 
recognized tribe

• We want these groups to receive the benefits of better 
care coordination & access to specialists
• Will be included by default but may opt out (or in) at any time

• If they opt out of the CCN, they will be in traditional Medicaid



Excluded Enrollees

• Medicare dual eligibles
• Chisholm class members
• Individuals with other 

insurance as primary
• Persons in nursing and DD 

facilities
• HCBS waiver recipients, 

regardless of age or waiver
• Persons receiving hospice 

services

If status of member changes to one of the above, they will 

revert to FFS effective the first day of following month.

http://www.google.com/imgres?imgurl=http://icons.mysitemyway.com/wp-content/gallery/glowing-green-neon-icons-signs/112013-glowing-green-neon-icon-signs-nosign.png&imgrefurl=http://icons.mysitemyway.com/free-clipart-icons/1/no-symbol-icon-id/112013/style-id/808/glowing-green-neon-icons/signs/&usg=__au7yjmW8OynRra42_QJD7e4tp9E=&h=512&w=512&sz=361&hl=en&start=64&itbs=1&tbnid=bEbEEKxFZFRhRM:&tbnh=131&tbnw=131&prev=/images?q=no+symbol&start=54&hl=en&sa=N&gbv=2&ndsp=18&tbs=isch:1


People Will Have Choices

• Same  choice principles and selection procedures as 
CommunityCARE

• Our expectation is that most patients will elect to stay 
with their current provider

• Role of Enrollment Broker

• Assists Medicaid enrollees in selecting network

• One-on-one counseling to recipient over the phone and/or 
on the Web

• Unbiased interpretation of network options

• Choice of providers within CCN to the extent possible



What Happens to Existing FFS Medicaid? 

• It’s not going away!

• FFS Medicaid must continue to be available

• All services for excluded populations

• All services for voluntary populations who opt out

• All services for parishes without CCNs

• Carved out services for mandatory populations



Getting From Here to There
Timeline for Implementation

• June —Release of draft Model Provider Agreements for 
comment and questions

• July—Finalize Provider Agreement 

• August- September—Administrative Rulemaking and State 
Plan Amendment submission

• August--Issue Model Provider Agreement and begin accepting 
enrollment packets 

• November- mid-December—Readiness Reviews

• Mid-December - February 2011—Plan enrollment

• March 2011—CCN services begin for Phase 1

• April 2012 —Statewide implementation complete



Map of Regional Implementation



Why Now? Why Reshape?

• Care coordination is rare

• Overall poor quality and minimal accountability

• Quantity is rewarded over quality care

• Access is limited for specialists; service is not timely 

• Inappropriate utilization of services

• Networks have greater flexibility 

• Infrastructure for major expansion in 2014



Next Steps

• Release of Provider Agreement completed

• www.makingmedicaidbetter.com

• All interested parties encouraged to comment

• Outreach and Education Campaign

• DHH Staff presentations 

• Provider presentations / education

• Notice of choice to Medicaid enrollees

• Implementation of new delivery system



Working Together We Can Improve 
the Health Outcomes for Louisiana 

Citizens

We value and need your perspective!

Please share your comments and concerns:

Draft provider agreement ςwww.makingmedicaidbetter.com

Rodney Wise, MD. ςrodney.wise@la.gov

Ruth Kennedy ςruth.kennedy@la.gov

mailto:rodney.wise@la.gov
mailto:ruth.kennedy@la.gov

