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Care Coordination Program For
Washington State Medicaid
Enrollees Reduced Inpatient

Hospital Costs

ABSTRACT Managing clinically complex populations poses a major
challenge for state agencies trying to control health care costs and
improve quality of care for Medicaid beneficiaries. In Washington State a
care coordination intervention, the Chronic Care Management program,
was implemented for clinically complex Medicaid beneficiaries who met
risk criteria defined by a predictive modeling algorithm. We used
propensity score matching to evaluate the program’s impact on health
care spending and utilization and mortality. We found large and
significant reductions in inpatient hospital costs ($318 per member per
month) among patients who used the program. The estimated reduction
in overall medical costs of $248 per member per month exceeded the cost
of the intervention but did not reach statistical significance. These results
suggest that well-designed targeted care coordination services could
reduce health care spending for Medicaid beneficiaries with complex

health care needs.

he Medicaid program is the largest
publicly funded health insurance
program for low-income adults
and children in the United States.
In 2013 it provided coverage for
over sixty-two million people.! Many Medicaid
beneficiaries have health care needs comparable
to those of people enrolled in employer-based or
privately purchased coverage. However, Medic-
aid also serves people who have complex medi-
cal, behavioral health, and long-term care needs.
A disproportionately large share of Medicaid
expenditures is associated with this relatively
small subset of the Medicaid population. The
elderly and people with disabilities constitute
one-quarter of Medicaid enrollees but account
for about two-thirds of the program’s spending.>
Managing clinically complex populations poses
a major challenge for state agencies trying to
improve health outcomes for Medicaid benefi-
ciaries while controlling growth in health
care costs.

Factors driving high health care costs in com-
plex populations include fragmented systems of
care and poor access to coordinated care.** Care
coordination is an intuitively appealing ap-
proach to increasing the quality of care and re-
ducing health care spending because it aims to
effectively manage chronic conditions, thereby
reducing the need for costly hospital stays, im-
proving communication among patients and
providers, and better addressing the patient’s
diverse and complex needs.’

However, empirical evidence to support the
effectiveness of care coordination has been lack-
ing.®’” Over the past decade the Centers for Medi-
care and Medicaid Services (CMS) conducted six
major demonstrations (involving thirty-four
programs) of disease management and care co-
ordination for fee-for-service Medicare benefi-
ciaries. The demonstrations had a variety of in-
terventions and target populations. These
programs showed no effect on hospital admis-
sions or Medicare expenditures.®
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Targeting interventions to beneficiaries with
high expected health care costs has shown great-
er promise: Findings suggest that high-risk pa-
tients may experience greater benefits from care
coordination, compared to the general interven-
tion group.’”’? Randall Brown and colleagues
found that four of the eleven programs that were
part of the Medicare Coordinated Care Demon-
stration and that were extended by CMS reduced
hospitalization by 8-33 percent among benefi-
ciaries who had high-cost chronic conditions
and were at high risk of hospitalization.” How-
ever, only two of the fifteen programs in the
demonstration reduced hospitalizations (by 7-
17 percent) for the full sample of enrollees.”
After care management costs were accounted
for, the programs that targeted high-risk bene-
ficiaries were cost-neutral.’

Similar opportunities might exist for state
Medicaid programs to improve the coordination
of care for complex high-cost populations. Exist-
ing research that examined the impact of Medic-
aid care coordination and integration—with care
coordination services mainly implemented in
Medicaid managed care programs—has pro-
duced mixed evidence."*™ Relatively little is
known about states’ experiences in designing
and implementing care coordination services
for the high-risk subgroups of patients with dis-
abilities, who historically have been less likely to
be enrolled in managed care than nondisabled
Medicaid beneficiaries."

The objective of this study was to evaluate the
impact of a care coordination intervention for
Medicaid beneficiaries in Washington State. The
Chronic Care Management program used nurse
care managers to coordinate the delivery of med-
ical, behavioral health, and long-term care ser-
vices; to educate patients to better recognize and
respond to signs of worsening health; and to
support patients’ efforts to achieve self-manage-
ment goals using behavior-changing techniques
such as motivational interviewing. Matching-
based statistical methods were used to assess
whether the Chronic Care Management program
led to savings in health care spending and lower
mortality for high-risk beneficiaries with dis-
abilities who were enrolled in fee-for-service
Medicaid.

The Intervention

The Chronic Care Management program provid-
ed intensive care management, care coordina-
tion, and patient education and training in
self-management skills for high-risk Medicaid
beneficiaries with disabilities. Program eligibili-
ty was assessed by physicians and nurse care
managers and was limited to people with func-
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tional limitations who received in-home person-
al care to assist them with activities of daily living
such as bathing, dressing, eating, using the toi-
let, and transferring into or out of a bed or chair.

Program eligibility was further limited to ben-
eficiaries with prospective cost-based risk scores
in approximately the top 20 percent of the risk
distribution of Medicaid beneficiaries with dis-
abilities. These scores were developed using a
hybrid of the Chronic Illness and Disability Pay-
ment System’ and Medicaid Rx risk models,*
calibrated to the Washington State population
of Medicaid beneficiaries with disabilities.

The Chronic Care Management program built
on an Area Agency on Aging case management
and in-home service delivery infrastructure. It
was implemented in seven Area Agency on Aging
service areas across Washington State.

The program’s nurse care managers provided
care for each patient in collaboration with his or
her primary care physician and other providers.
When a patient enrolled in the program, an ini-
tial comprehensive assessment was conducted.
This included use of the state’s predictive model-
ing application, which provided information
derived from linked claim, encounter, and as-
sessment data from medical, mental health,
chemical dependency, and long-term care ser-
vice delivery systems.

An individualized heath action plan was devel-
oped for each patient, which included goals and
recommendations for managing the patient’s
health conditions. The nurse care manager
met face-to-face with the patient and his or her
primary care physician to refine the heath action
plan. The plan was implemented through face-to-
face and telephone contacts with the patient and
his or her caregiver, health care professionals,
and other care providers. Patients had face-to-
face contact with a nurse care manager at least
monthly, and health action plans were reviewed
and updated every six weeks.

Nurse care managers also reviewed each pa-
tient’s financial circumstances, transportation
needs, cognitive impairments, and psychosocial
issues that might have an impact on his or her
care. Examples of coordinating health care and
social supportive services include consulting
with pharmacists regarding medication manage-
ment, assessing fall risks and developing a fall
prevention plan (for example, conducting a
bathroom safety evaluation and making an
equipment recommendation), promoting access
to appropriate health care services, working with
the patient and caregivers to better manage
chronic medical conditions such as diabetes,
and assisting in the placement of personal medi-
cal alert service equipment in the homes of pa-
tients who lived alone or in remote areas.
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Targeting
interventions to
beneficiaries with
high expected health
care costs has shown
greater promise.

Nurse care managers worked closely with pri-
mary care physicians and other health care pro-
viders to improve communication and coordina-
tion. The managers often accompanied patients
to their office visits.

Nurse care managers also educated patients
about, and advised them on the management
of, their health conditions. The Chronic Care
Management program used the Patient Activa-
tion Measure*—which assesses a patient’s
knowledge, skills, and confidence in managing
his or her health and health care (the patient’s
level of health activation)—to help the managers
identify the type of care management and co-
ordination support needed by each patient.
Guidance and educational materials selected ac-
cording to the patient’s level of activation were
provided to improve self-management skills and
knowledge of one’s conditions.

In addition, nurse care managers were trained
in motivational interviewing. This was used to
strengthen a patient’s motivation for adherence
to recommendations related to medication use,
behavior, and self-care.

Study Data And Methods
We used a difference-in-differences approach to
examine the effect of the Chronic Care Manage-
ment program on health care costs and utiliza-
tion, and mortality. Claims data were used to
construct measures of health care costs for each
beneficiary. Medicaid enrollment status and pa-
tient demographic and other characteristics
were obtained from integrated client databases
maintained by the Washington State Depart-
ment of Social and Health Services.

STUDY COHORT

»INTERVENTION GROUP: The Chronic Care
Management program provided services to
high-risk Medicaid beneficiaries with disabil-
ities who received in-home personal -care
through the state’s Aging and Long-Term Sup-

port Administration. Treatment group members
were enrolled in the program between January1,
2007, and June 30, 2012. The timing and pattern
of enrollment was affected by the timing of de-
velopment of the program’s service delivery ca-
pacity during the study period. Eligibility for
program participation was determined in multi-
ple waves of risk scoring in the sixty-six-month
enrollment period studied here.

In the first three waves of identification of
clients eligible for the intervention, which
spanned the period from January 2007 to De-
cember 2010, 503 clients were identified to pro-
gram staff as potential enrollees. Of these 503,
175 eventually enrolled in the program’s ser-
vices. Enrollment efforts occurred intermittently
as program slots became available. In some
cases, enrollment occurred several months after
the initial risk scoring identified a person as
eligible for the program.

In December 2010 CMS approved an amend-
ment of the state Medicaid plan under Title XIX
of the Social Security Act, which allowed Wash-
ington State to receive federal funding for clients
enrolled in the program. After 2010 two addi-
tional regions were added to the project, project
staff members were given access to a dynamic
risk-scoring application that allowed them to
determine program eligibility, and enrollment
ramped up more rapidly. As a result, the number
of participants in the Chronic Care Management
program increased significantly in 2011 and
2012, with the largest wave of enrollment in
the last twelve months of the study enrollment
period, which ended June 30, 2012. The program
ended as the state’s Health Home Program (dis-
cussed in more detail below) was implemented
in July 2013.

Patients’ participation in the Chronic Care
Management program was voluntary. Before en-
rolling, each eligible beneficiary was sent infor-
mation that described the program. The benefi-
ciary’s primary care physician was also sent an
introductory letter.

In the period 2007-10, when the program en-
rollment rate could be observed, 35 percent of
those eligible chose to participate or could par-
ticipate, given the program’s capacity limits. Af-
ter this period, program staff were provided with
an online risk scoring tool through which they
could assess program eligibility for any person
served by their agency, as opposed to being pro-
vided with a fixed list of eligible beneficiaries to
be targeted for enrollment.

Over 95 percent of those enrolled stayed in the
program for at least three months. The average
duration of enrollment in the program was
10.26 months.

We included beneficiaries ages 18-63 in our
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study population. Older beneficiaries, people
who were also enrolled in Medicare (“dual eligi-
bles”), and those with third-party coverage
whose health care expenditures were not paid
exclusively by Medicaid were excluded because
of incomplete information about their health
care costs. In addition, only beneficiaries who
had at least one month of Medicaid eligibility
in both the baseline and intervention periods
were included in the analyses.

» PROPENSITY SCORE MATCHING: We reduced
the potential impact of confounding and selec-
tion bias by using nearest neighbor propensity
score matching (without replacement). We used
one-to-one matching between patients in the
Chronic Care Management program and com-
parison patients.

We computed the propensity score using logis-
tic regression with the following covariates: de-
mographic characteristics (age, race/ethnicity,
and sex), medical risk score, number of months
eligible for Medicaid, substance abuse treatment
need, use and costs of health care (total medical
costs and costs of in-home services, community
residential services, and nursing home services;
emergency department [ED] use and costs; and
inpatient hospital admission rates and costs),
major disease diagnosis groups (cardiovascular,
psychiatric, skeletal, central nervous system,
pulmonary, gastrointestinal, renal, and meta-
bolic diseases and diabetes), and time period
(state fiscal year). See the online Appendix for
further details.??

For key covariates on which a particularly close
match was desired—age, medical risk scores, per
member per month medical costs, and per mem-
ber per month total long-term care costs—
Mahalanobis distance within propensity score
caliper (caliper = 0.05) was used. Substance
abuse treatment need was constructed based
on the presence of diagnoses of alcohol or drug
use disorder, alcohol or drug treatment, or sub-
stance-related arrest events.

Interactions and polynomials were considered
during variable selection. However, none were of
large imbalance in the matched data, and thus
they were not included in the final matching
process.

For the treatment group, matching variables
were based on the twelve-month period before
the index month associated with program enroll-
ment. For the comparison group, we created a
data set representing the universe of person-
months that met eligibility criteria for the pro-
gram and that were associated with people who
did not enroll in it. Matching variables for this
group were based on the twelve-month period
before the index month associated with each
observation.

HEALTH AFFAIRS APRIL 2015 34:4

Poorly coordinated
care may lead to
confusion about who
has primary
responsibility for care
of the patient.

We took advantage of the availability of com-
prehensive longitudinal administrative data to
create a comparison “matching frame” of bene-
ficiaries eligible for the Chronic Care Manage-
ment program at all points in time when they
might closely match the baseline experience of
program participants at the point of their enroll-
ment in the program.

Propensity score matching was performed us-
ing the Matchlt package in R, version 3.0.2. All
data management and regression analyses were
carried out using SAS, version 9.2.

OUTCOME VARIABLES We examined the proba-
bility of death and differences in health care costs
or utilization. Measures of cost and utilization
were computed as the per member per month
change (difference) from the pre period to the
post period. The pre period refers to the twelve
months before the index month; the post period
refers to the twelve months beginning with the
index month.

The main cost outcomes of interest were dif-
ferencesin total medical costs, inpatient hospital
admission costs, nursing home costs, and total
long-term care costs. Total medical costs were
Medicaid expenditures in areas such as inpatient
and outpatient hospital services, physician ser-
vices, diagnostic tests, durable medical equip-
ment, and prescription drugs. Total long-term
care costs were calculated based on five major
service categories: those provided by in-home
personal care, assisted living facilities, adult
family homes, adult residential care facilities,
and nursing homes.

Costs were measured as the per member per
month amount paid by Medicaid. Costs not cov-
ered by Medicaid were excluded. The two mea-
sures of health care utilization were inpatient
admission and outpatient ED visits. Patients
were followed for twelve months after the index
month to measure mortality.

ANALYSIs After we used matching to create
intervention and comparison groups with ade-
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High-cost Medicaid
beneficiaries are
generally those most
in need of care
coordination.

quate balance, we used multivariate regression
models to identify whether people enrolled in
the Chronic Care Management program experi-
enced different changes in costs or use of health
care relative to people in the comparison group.
The key explanatory variable was whether or not
a beneficiary was in the intervention group. A
negative coefficient indicated a reduction in per
member per month health care costs or use that
was associated with the intervention.

We also used variables included in the match-
ing algorithm to control for any residual covari-
ate imbalance between groups. Logistic regres-
sion was used to compare the odds of death of
those beneficiaries who did receive services from
the Chronic Care Management program and the
odds of death of beneficiaries who did not.

The net financial benefit was estimated to as-
sess the financial impact of the program from
the perspective of Medicaid. The program was
funded at a ratio of one nurse care manager for
every forty-five beneficiaries. Medicaid paid a
fixed care management fee ($180 per member
per month) in addition to paying for services the
intervention group members received from their
usual health care providers.

The estimated direct cost of providing the
Chronic Care Management program was deter-
mined for each person in the intervention group
based on the number of months he or she was
enrolled during the twelve-month study period.
Total medical cost savings were calculated based
on the regression-adjusted difference in changes
in per member per month total medical costs and
according to an intention-to-treat approach that
included all intervention group members for all
eligible months, regardless of whether or not
they received services from the Chronic Care
Management program in the specific month un-
der consideration.

LiMITATIONS The primary threat to the validity
of the findings presented here is selection bias.
Propensity score methods were used to match
treatment and comparison group members with
respect to a large set of patient characteristics,

including pretreatment measures of health ser-
vice utilization and chronic illness risk factors.
Matching achieved good balance on observed
baseline patient characteristics, with all absolute
standardized differences less than or equal to
0.10 after matching. Matching methods con-
trolled for observed differences between treat-
ment and comparison group members. Howev-
er, residual unobserved differences could remain
and may account for the positive findings re-
ported here.

A second limitation is that outcomes were mea-
sured only during the first twelve months after a
person’s enrollment in the intervention. Enroll-
ment was concentrated in the later period of the
program enrollment window. Thus, extending
the postenrollment outcome measurement peri-
od significantly beyond twelve months would
have substantially reduced the number of obser-
vations available for analysis. For example, ex-
tending the postenrollment outcome measure-
ment period to eighteen months would have
required excluding beneficiaries who enrolled
in the program in the January-June 2012
window.

Given the fundamental challenge of highly var-
iable medical service use in this high-risk popu-
lation, we chose to focus on the twelve-month
follow-up period. Future work may examine lon-
ger-term outcome measures.

Study Results

We identified 910 beneficiaries in the study pop-
ulation who received services from the Chronic
Care Management program and met study inclu-
sion criteria, and 13,847 people in the candidate
comparison group who did not receive the inter-
vention but met study inclusion criteria in at
least one month of the study period. Matching
was performed against all 321,555 months in
which candidate comparison-group members
met study inclusion criteria. Before matching,
on average, patients who participated in the pro-
gram were older; were more likely to be women;
and had higher medical risk scores, substance
abuse treatment need, and total medical costs
(Exhibit 1). There was a high degree of similarity
in the patient characteristics after matching,
with absolute standardized differences generally
less than or equal to 0.10. The propensity score
matching resulted in 907 intervention-group
members and 907 control-group members.

The regression analysis showed a significant
difference of $318 in per member per month
inpatient hospital admission costs associated
with enrollment in the Chronic Care Manage-
ment program (Exhibit 2). The point estimate
of the effect on total medical costs was a reduc-
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EXHIBIT 1

Selected Patient Characteristics In The Twelve-Month Baseline Period According To Participation In The Washington State Chronic Care Management (CCM)

Program

Before propensity score matching

After propensity score matching

Characteristic

Age (years)

Female

Hispanic

Race®
African American
American Indian
Asian/Pacific Islander
Other racial/ethnic minority
White

Needed substance abuse treatment

Medical risk score

PMPM total medical cost
PMPM long-term care cost

No. of Medicaid-eligible months

PMPM in-home service cost

PMPM community residential services cost
PMPM nursing home services cost

PMPM ED cost

No. of PMPM ED visits

PMPM inpatient hospital admission cost
No. of PMPM inpatient hospital admissions

State fiscal year
2007
2008
2009
2010
2011
2012

Received CCM

Yes (n = 910)

52.41

77.03%
835%

5.49%
1253

319
1253
91.76
2451%
332
$2,778.75
$1,202.34
11.65

$1,092.95
$7.70
$101.70
$100.63
0.23
$1,135.64
0.09

4.95%
538
418
8.35
11.98
65.16

No (n = 13,847)°
50.03
67.62%

6.31%

13.94%
9.56
1083
16.48
79.12

16.14%
2.00
$1,942.97
$1,288.94
11.44

$1,222.92
$16.73
$49.29
$58.62
0.14

$746.22
0.05

7.75%
16.44
17.83
19.10
19.17
19.69

Received CCM

Difference  Yes (n = 907) No (n = 907) Difference
0.27 52.40 5261 0.02
0.22 76.96% 76.41% 0.01
0.07 838% 6.95% 0.05
037 551% 6.06% 0.02
0.09 1257 1136 0.04
044 3.20 4.08 0.05
012 1257 11.91 0.02
0.46 91.73 88.87 0.10
0.19 2437% 2437% 0.00
0.55 330 322 0.03
0.25 $2771.70 $2,632.83 0.04
0.10 $1,201.86 $1,194.99 0.01
0.14 11.65 11.62 0.02
0.16 $1,092.10 $1,091.61 0.00
0.10 772 3535 0.03
0.12 $102.04 $98.03 0.01
0.22 $100.37 $97.00 0.02
0.22 023 022 0.01
0.15 $1,13253 $1,039.09 0.04
0.21 0.09 0.08 003
013 4.96% 6.17% 0.06
0.49 5.40 485 0.02
0.68 419 452 0.02
0.39 838 7.06 0.05
022 1202 1312 0.03
0.95 65.05 64.28 0.02

souRcE Authors’ analysis of data from the integrated client database maintained by the Washington State Department of Social and Health Services. NoTEs “Difference”
is the absolute standardized difference, or the absolute value of difference in means divided by the standard deviation in the full treated group. CCM is chronic care
management. PMPM is per member per month. ED is emergency department. *Represents the average characteristics of 13,847 individuals over the 321,555 person-
months during which they met study inclusion criteria. "Percentages may not sum to 100 because people could identify themselves as belonging to more than one race.

EXHIBIT 2

Adjusted Difference-In-Differences Estimates Of The Effect Of The Washington State

Chronic Care Management Program On Health Care Costs And Mortality

Per member per month health care costs
All medical
Inpatient hospital admission
All long-term care
Nursing home

Health care use per 1,000 member months
Inpatient admissions
ED visits

12-month all-cause mortality

Coefficient

—$248
-318
23
-18

-964
10.81
0Odds ratio
082

p value

0.09
0.01
043
0.30

0.13
033
p value
0.39

souRrck Authors’ analysis of data from the integrated client database maintained by the Washington
State Department of Social and Health Services. NoTE ED is emergency department.
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tion of $248 per member per month, but this was
not significant. The changes in per member per
month total long-term care costs after the imple-
mentation of the Chronic Care Management pro-
gram also did not differ significantly between
intervention and comparison groups.

In addition, the program did not have a signif-
icant impact on per member per month nursing
home costs and was not independently associat-
ed with a reduction in twelve-month all-cause
mortality (Exhibit 2). The point estimate of
the effect of participation in the program on
inpatient admissions was a reduction of 9.64
admissions per 1,000 member-months, but this
effect was not significant. People enrolled in the
program did not experience a significant differ-
ence in outpatient ED use, relative to people in
the comparison group. Detailed regression re-
sults are presented in the Appendix.*
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In the current budget
climate, it can be
challenging to invest
additional state
dollars in optional
Medicaid health

services.

The cost of the intervention in the twelve-
month follow-up period was $1,680,480 for
the 910 patients who enrolled in the Chronic
Care Management program. The 95 percent con-
fidence interval for the estimated impact of the
program on total medical costs ranged from sav-
ings of $5,474,150 to an increase of $437,525
over the follow-up period. Including costs asso-
ciated with the state Medicaid agency’s adminis-
tration of the program would result in a some-
what lower range of the net savings from the
perspective of the agency.

Discussion

Medicaid beneficiaries with disabilities are a
heterogeneous population, with a wide range
of physical and behavioral health conditions.*
Beneficiaries rely on the Medicaid program for
a broad array of services, including primary and
acute medical, behavioral health, and long-term
care. Because of their complex and extensive care
needs, the 15 percent of Medicaid beneficiaries
with disabilities account for 42 percent of total
Medicaid expenditures.?

However, Medicaid beneficiaries with disabil-
ities are more likely than other Medicaid bene-
ficiaries to receive their care in a fee-for-service
environment? that incentivizes the provision of
high-cost services such as ED visits or hospital
admissions, but not care coordination between
providers or discharge planning that improves
the transition between hospital and home.”
Poorly coordinated care may lead to confusion
about who has primary responsibility for care of
the patient,”® poor communication among pro-
viders, preventable hospitalizations resulting
from poor adherence to recommended care,
and inappropriate care or gaps in care. High-cost
Medicaid beneficiaries are generally those most
in need of care coordination. Consequently,

Medicaid beneficiaries with disabilities are in-
creasingly an important focus of state efforts
to improve quality of care and address ongoing
budget pressures.

We investigated the effect of a care coordina-
tion program on health care costs and utilization
and mortality for high-risk fee-for-service Med-
icaid beneficiaries with disabilities. We found
significantinpatienthospital admission cost sav-
ings among patients who enrolled in the Chronic
Care Management program.

Our findings are consistent with those of sev-
eral previous studies of care coordination inter-
ventions that showed impacts concentrated
among high-risk patient subgroups.®' For exam-
ple, a geriatric care management program for
low-income seniors resulted in reduced hospital
admissions within a high-risk subgroup, but no
significant differences in hospital admission
rates between the overall intervention and con-
trol groups.® The Chronic Care Management
program may have been effective in reducing
hospital costs in part because it targeted high-
risk patients who may present more actionable
opportunities to reduce health service use
and costs.

The estimated reduction in overall medical
costs of $248 per member per month exceeded
the cost of the intervention but did not reach
statistical significance. Some of the features of
the program that might account for its success
include frequent face-to-face contact with pa-
tients, facilitating the exchange of patient-relat-
ed information among health care providers,
and use of patient education and behavior-
changing techniques such as motivational inter-
viewing.’

The program required at least monthly face-to-
face contact between patients and nurse care
managers, which would allow for closer moni-
toring of changes in health care needs and pro-
vide more opportunities to ensure that the pa-
tients received appropriate services. Care
managers also made frequent contacts with
health care providers to keep them informed
of changes in patients’ health conditions be-
tween office visits. Studies have found that time-
ly sharing of patient information can better
inform medical decision making, help avoid re-
admissions and medication errors, and improve
diagnoses of health conditions.”

Health education materials were provided on a
wide range of topics, including diet and exercise,
chronic disease self-management, medication
management, and smoking cessation. A Patient
Activation Measure assessment tool was used to
measure and monitor the patient’s engagement
in health management. Research has suggested
that higher levels of patient activation are asso-
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ciated with greater likelihood of engaging in
healthy behaviors that may lead to better health
outcomes.?®* In addition, motivational inter-
view training was provided for nurse care man-
agers as a tool to strengthen patient engagement
in health management.

All enrollees in the Chronic Care Management
program had significant functional limitations
for which they received in-home personal care to
assist them with activities of daily living. A wide
range of interventions were provided to promote
the patients’ ability to continue to reside safely in
their homes. For example, nurse care managers
helped assess fall risks and develop fall preven-
tion plans. The managers also facilitated re-
quests for ancillary services such as physical
therapy, occupational therapy assessments,
and chiropractic services. We note that our re-
sults did not show a significant impact of the
Chronic Care Management program on the use
of in-home personal care or institutional nursing
facility care.

Conclusion

In the current budget climate, it can be challeng-
ing to invest additional state dollars in optional
Medicaid health services. This study provides
information about the potential impact on med-
ical service use of a well-designed care manage-
ment program aimed at high-risk Medicaid ben-
eficiaries. We found evidence that providing care
coordination to high-risk Medicaid beneficiaries
with disabilities can reduce impatient hospital
costs. Some previous studies have suggested that
there are beneficial effects of care coordination
and integration.”® However, the findings from
these studies may not be generalizable to high-
risk Medicaid beneficiaries with disabilities,
whose health care costs are important drivers

of state and federal Medicaid spending.

The Affordable Care Act offers federal support
through the Health Homes option for improving
the integration and coordination of health care
services for Medicaid beneficiaries with complex
health care needs. Washington State’s Health
Home service model incorporates several main
components of the Chronic Care Management
program: use of predictive risk modeling to de-
fine program eligibility;* development of health
action plans informed by care manager access to
integrated claims, encounter, and assessment
data; use of the Patient Activation Measure to
promote self-management skills; frequent (at
least monthly) contacts between the care man-
ager and the patient;** and provision of health
education materials to help patients improve
self-management skills.

One of the major differences between the
state’s Health Home model and the Chronic Care
Management program is that the Health Home
model is available to a far broader population of
high-risk Medicaid enrollees, including people
dually eligible for Medicare and Medicaid and
those served outside of the Medicaid in-home
personal care delivery system. With this expand-
ed target population, the Health Home program
will serve many additional high-risk enrollees
with serious mental illness or substance use dis-
orders, as well as elderly people and those with
disabilities who are enrolled in Medicare.

It remains to be seen whether the results pre-
sented here can be achieved in the broader
Health Home target population. For example,
engaging people with serious mental illness or
substance use disorders may be more challeng-
ing than engaging people who are already receiv-
ing home-based personal care support, given the
higher rates of housing instability for those with
significant behavioral health risk factors. m
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