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Introduction
This Health Care Reform (HCR) Implementation Guide is offered to assist County Human Services Directors to plan for changes in programs and service delivery as a result of the federal Affordable Care Act (ACA), signed into law on March 10, 2010. Early enrollment for Advance Premium Tax Credits (and possibly MAGI Medi-Cal) will begin October 1, 2013. Insurance coverage under ACA will begin January 1, 2014.

The ACA brings a new era of health care to our nation, providing quality and affordable health care for all citizens, allowing individuals, families and small business owners control over their health care choices, and reducing premium costs through tax relief. It also promises to reduce what families will have to pay for health care by capping out-of-pocket expenses and requiring preventive care to be fully covered. This new mandate also brings changes to the business of County Human Services Agencies.

CWDA’s four goals for Health Care Reform are: Enrollment in All Available Coverage, No Wrong Door, High Quality Customer Service, and Coordinated Service. With these goals, it is important to understand that implementing the ACA, or Health Care Reform (HCR), changes both the culture and delivery of services for County Human Service Agencies. Until now, our staff were responsible for determining whether clients were eligible for Medi-Cal, and for many, the answer was “no.” With HCR, this question changes to: “for what is a client eligible,” because nearly everyone will be entitled to health care coverage. In addition, client service shifts from a passive role to one where staff engage the family in getting health coverage and offering them other services if they are apparently eligible. Higher Medi-Cal caseloads will result, and staff will have daily interaction with Covered California, a newly formed entity that is still developing its own role and is primarily focused on people who are eligible for tax-credit-subsidized and unsubsidized insurance coverage. 

Counties can expect calls for general information to increase. Along with an increase in applicants, HCR will create greater movement between public assistance programs and low-income private insurance programs as families’ circumstances change. New knowledge and skills for line staff are required, especially eligibility workers and front desk staff. If counties are adding staff, sites may need to be renovated or new sites acquired. In addition, current technologies for meeting client needs may change to accommodate the increased business demands. These are major factors to address in a short timeframe. For additional tools and information, please visit the CWDA website at http://cwda.org/tools/healthcare.php.

How to Use this Guide
These guidelines were developed using the following assumptions:

· Sufficient funding will be available to support planning, implementation and ongoing staffing; 

· Boards of Supervisors will approve additional staffing, facilities and procurements needed;

· Policy guidance needed will be provided to counties in enough detail at the right points in time to allow for successful county implementation; and

· All of the needed technology will be implemented in a timely manner, including SAWS system changes, CalHEERS deployment, Covered California Customer Service Center implementation and SAWS Consortia Based Customer Service Center Networks.

The Guide is structured as a series of questions to be considered when approaching implementation of HCR. It is not necessary to read the Guide from front to back, but to focus on areas of interest or particular concern. The Guide is intended as an aid in thinking through the planning and changes that will take place up to and throughout HCR implementation. At the end of the Guide is a Planning Template to assist in laying the ground work for a successful transition in your county.
Health Care Reform Goals
California county human services agencies will provide first class customer service to individuals seeking help under the ACA, and will enhance local agency culture to effectively promote health care coverage and access to vital human services for all who are eligible. 

To accomplish this vision, four goals have been developed for county human services agencies:
Enrollment in All Available Coverage

· It is no longer a question of who is eligible for health care coverage, it is a question of which option they are eligible to receive

· MAGI Medi-Cal

· Non-MAGI Medi-Cal

· Employer coverage

· Individual coverage with a subsidy (Advanced Premium Tax Credit)

· Individual coverage without a subsidy (Private pay)

· Indigent health services 
No Wrong Door

· Applicants and on-going clients will get service regardless of where they seek assistance

· In person at county human services offices

· Through the mail to Covered California or to any county human services office

· Over the phone by calling the Covered California Customer Service Center or any county human services office

· Online through the Covered California portal or a SAWS online portal

· Through a community based Navigator, Assister or Broker
First Class Customer Service

· No matter how a family seeks services, they shall receive consistent, high-quality, customer-friendly, responsive service.

· High-quality service occurs when well-trained staff provide families with quick, correct information in their preferred language using the channel of their choice (in person, on-line, through the mail or over the phone) 

Coordinated Service

· Services are effectively coordinated for families so that they do not need to repeat their information or provide the same information to multiple entities.  

· Families seeking services from county human services agencies are offered the opportunity to apply for other services they appear potentially eligible to receive (such as CalFresh and CalWORKs) in a manner that is comprehensive to the applicant (e.g., one smooth integrated process). This is known as “Horizontal Integration.”
Glossary of Terms and Acronyms

1/7/13 Draft

	Term
	Definition

	ACA
	Affordable Care Act, passed by Congress and signed into law by the President on March 10, 2010, provides quality and affordable health care for all Americans. 

	ACD
	Automatic Call Distribution system; telephone technology that routes an incoming call to the appropriate line or “queue” for prompt answering.

	APTC
	Advanced Premium Tax Credit - premium tax credits that help defray insurance costs for individuals and families when purchasing insurance through Covered California. Depending on eligibility, the credit may come in the form of an advance, making it easier for families to purchase affordable health insurance. Eligibility for the credit is determined based on the information provided by the consumer. The tax credit advance premium is available for people whose income is between 138% and 400% of the FPL, and who purchase private insurance through Covered California. 

	Assisters
	Community organizations that have been trained by Covered California to help families and individuals obtain health care coverage but are not paid for this service as they have been identified by Covered California as having an interest in obtaining coverage. Typically will include community health clinics and other health care providers. Differ from Navigators only in that Nagivators will be paid by Covered California for successful APTC applications and redeterminations.

	BCW
	Benefits CalWIN - a component of the CalWIN system that allows customers to apply for Medi-Cal, CalFresh, and CalWORKs online. CalWIN is one of California’s three SAWS applications, which will be modified to capture date needed to determine MAGI-based eligibility for both APTC and MAGI Medi-Cal.

	Basic Health Plan
	Medicaid-based coverage for individuals with income between 138% and 200% of the FPL. As of this writing, it is unclear whether California will implement a Basic Health Plan.

	C4Yourself
	A component of the C-IV System that allows customers to apply for CalFresh, Medi-Cal, CalWORKs and CMSP online, which will be modified to capture date needed to determine MAGI for both APTC and MAGI Medi-Cal. C-IV is one of California’s three SAWS applications, which will be modified to capture date needed to determine MAGI-based eligibility for both APTC and MAGI Medi-Cal.

	C-IV (SAWS Consortium IV)
	C-IV is one of the three Statewide Automated Welfare Systems (SAWS) in California. C-IV provides service to 39 counties statewide, and includes functionality that will be adopted for certain elements in CalHEERS.

	CalFresh
	California’s Supplemental Nutrition Assistance Program, formerly known as Food Stamps. CalFresh provides food assistance to needy Californians.

	CalHEERS
	California Healthcare Eligibility, Enrollment, and Retention System – The automated system that will support Covered California’s programs and include the MAGI rules engine, which will be called by the SAWS systems for determining MAGI Medi-Cal and APTC eligibility. It will also include an online portal that will allow individuals and small businesses to easily get affordable health coverage. 

	California Health Exchange
	Created by the State Legislature to implement key elements of the Affordable Care Act (ACA). Also known as Covered California.

	CalWIN
	One of the three Statewide Automated Welfare Systems (SAWS) in California and includes functionality that will be adopted for certain elements in CalHEERS. CalWIN provides service to 18 counties statewide.

	CalWORKs
	California Work Opportunity and Responsibility for Kids - California’s Temporary Assistance to Needy Families (TANF) program which provides cash aid and services to eligible needy families with children.

	CMSP
	County Medical Services Programs are low income health programs operated for medically needy low income individuals, and provide health coverage for low-income, indigent adults in 35 rural California counties.

	Channel
	Means for accessing services, which includes in person, online, through the mail, over the phone and with a community Assister or Navigator.

	CHIP
	Children’s Health Insurance Program. In California, the program was implemented through the Healthy Families Program (HFP). Beginning in January 2013, the Healthy Families program is transitioning into Medi-Cal.

	Cost Sharing
	Any expenditure required by or on behalf of an enrollee with respect to essential health benefits. The term includes deductibles, co-insurance, co-payments or similar charges, but excludes premiums, balance billing amounts for non-network providers and spending for non-covered services.

	Covered California
	Another name for California’s Health Benefit Exchange developed to assist citizens and legal immigrants in obtaining health insurance coverage.  California’s state-based competitive marketplace where individuals and small businesses will be able to purchase affordable private health insurance. Serves as a one-stop shop where individuals will get information about their options, purchase private insurance, be assessed for eligibility for the Advanced Premium Tax Credits or MAGI Medi-Cal, and enrolled in the plan of their choice. Small businesses will also have the option to purchase insurance through a program offered by each Exchange.

	Covered California Customer Service Center
	A pathway to coverage, where the public may apply for health benefits via phone. 

	CSR
	Cost Sharing Reduction - A decrease in cost sharing for an eligible individual enrolled in the Exchange.

	DHCS
	California’s Department of Health Care Services, the single state agency for Medicaid administration and oversight.

	Erlang Calculation
	A tool used to determine how many agents you need in a call center given the number of calls expected, the average length of those calls and the average wait time you will tolerate in answering your calls.

	FPL
	Federal Poverty Level - The poverty guidelines used for determining financial eligibility for certain federal programs. The following is a link to updated FPL guidelines:  http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Eligibility/Eligibility.html

	GA/GR
	General Assistance/General Relief - County cash assistance programs for low income individuals with no children.

	HCR
	Health Care Reform - enacted in the United States by two federal statues; the Patient Protection and Affordable Care Act (PPACA) and the Health Care and Education Reconciliation Act of 2010 which amended the PPACA.

	Horizontal Integration
	Offering both initial and ongoing assistance across programs to address family needs in a comprehensive manner; i.e. when a client applies for health coverage, we also offer CalFresh or CalWORKs benefits, etc.

	IAP
	Insurance Affordability Programs are programs included in the streamlined eligibility and enrollment system through the Exchange, Medi-Cal, CHIP and Basic Health Program (BHP). The MAGI income calculation methodology will be used to determine eligibility for these programs.

	Indigent Health Programs
	County programs (CMSP or MISP) that provide health services for low income, medically needy adults who don’t qualify for Medi-Cal. The county requirement to provide these indigent services is based on W&I Code 17000. Most counties have implemented a Low-Income Health Program (LIHP) under a federal 1115 waiver for a portion of this population, allowing them to receive federal funds for the coverage provided.

	IVR
	Interactive Voice Response - An automated telephone system that interacts with callers, gathers information and routes calls to the appropriate recipient. 

· Inbound IVR allows customers to retrieve information from the SAWS system about their benefits without having to contact a worker. Using a toll-free number and touch-tone telephone, customers are able to access personal case data, local office hours and phone numbers, and case worker contact information.

· Outbound IVR generates automated voice messages to customers using a customer provided telephone number and with customer permission. The outbound IVR system notifies customers of a variety of items from interview appointments to missing documents.

	LEADER
	The Los Angeles Eligibility, Automated Determination, Evaluation and Reporting System. LEADER is one of the three Statewide Automated Welfare Systems (SAWS) in California and includes functionality that will be adopted for certain elements in CalHEERS. It provides service to Los Angeles County.

	LIHP
	Low Income Health Program - Section 1115 of the Social Security Act authorized the federal government to negotiate with states to make changes to their Medicaid programs to provide expanded coverage to low income persons. California received federal approval for a 5-year section 1115 Waiver titled the California Bridge to Reform, which among other things allowed counties to provide federally funded coverage to childless, non-elderly, non-disabled adults through participation in the Low Income Health Program. In CMSP counties this program is called Path2Health.

	MAGI
	Modified Adjusted Gross Income - MAGI is a new methodology that standardizes how income and household composition is calculated to determine Medicaid eligibility starting in 2014. It is based on tax definitions of income developed by the Internal Revenue Service.

	Medi-Cal
	California’s Medicaid program for eligible low income families and individuals - a state administered public health insurance program for low-income individuals including families with children, seniors, persons with disabilities, pregnant women and low income individuals with specific diseases such as tuberculosis, breast cancer or HIV/AIDS. By law, county human services departments conduct initial and ongoing eligibility for the program on the state’s behalf. The Federal government provides a portion of the funding for Medi-Cal and sets guidelines for the program.

	Mixed Cases
	Households whose members include individuals that are covered under APTC and Medi-Cal (including MAGI and/or non-MAGI Medi-Cal).

	MFBU
	MediCal Family Budget Unit - Family unit that includes the persons eligible and ineligible, who will be included in the Medi-Cal Eligibility and Share of Cost determination.

	Navigators
	Organizations that have been trained by Covered California to assist families and individuals obtain health care coverage and paid for this service. Typically will include insurance brokers and community organizations. Differ from Assisters only in that Assisters will not be paid by Covered California for successful APTC applications and redeterminations, and Navigators will be paid.

	Non-MAGI
	Refers to current Medicaid populations for whom MAGI methods for determining eligibility will NOT apply. These include the elderly, disabled, and medically needy, among others.

	Office of Systems Integration (OSI)
	State Department responsible for managing health and human services information technology projects in California by providing project management, oversight, procurement and support services, including the CalHEERS project.

	Ongoing Case Maintenance
	To process eligibility based on household changes, income changes, change of address, renewals, etc.

	Path2Health
	The Low Income Health Program (LIHP) used by 35 California counties, sponsored by the County Medical Services Program (CMSP) Governing Board and authorized under California’s 1115 Medicaid Waiver.

	Regional Call Center
	A call center that encompasses two or more counties from a geographic region.

	Renewals
	Processing annual or regular eligibility redeterminations.

	SAWS
	Statewide Automated Welfare System - The automation of county business processes for CalWORKs, CalFresh, Medi-Cal, Foster Care, Refugee and County Medical Services  by three automated systems; LEADER, CalWIN and C-IV.

	Single Streamlined Application
	The ACA requires the use of a single, streamlined application for eligibility determinations for health insurance affordability programs. In California, Assembly Bill 1296 enacted the Health Care Reform Eligibility, Enrollment, and Retention Planning Act, which requires state agencies, health care service plans, consumer advocates, and other stakeholders, to plan and develop the standardized single, accessible application form and related renewal procedures for state health subsidy programs. A draft of the streamlined application is included as Attachment B.

	Stand Alone Call Center
	A call center operated by an individual county.

	Task Management Tools (TMT)
	A Task Management Tool is an automated application that allows the county to identify, assign, and track completion of various eligibility related tasks including but not limited to: change of address; annual renewal, add person, periodic report. The tool allows the assigned worker to manage their work and the supervisors and manager to monitor completion of tasks and ensure that work is assigned as evenly as possible.

	Tax household members
	The unit of people whose income and information must be considered in determining eligibility for MAGI Medicaid. This is different from the Medi-Cal Family Budget Unit (MFBU) used by California’s Medi-Cal programs. It is based on household members in the tax filing unit rather than who lives together in a household like today’s MBFU is.

	Warm Hand-off
	Contact made between two persons (rather than voice mail or IVR) to coordinate the transfer of the applicant from the service center of first contact to a person who will process the request. The first agent speaking with the customer stays on the line with the customer until the second agent picks up the line. The first agent then introduces the customer to the second agent before hanging up.

	Work Force Management (WFM)
	A group of staff who works in a call center and assist in technical aspects of call center management. They work with software programs to forecast calls, schedule employees, create reports, monitor the overall call center, the incoming calls, the hold times, the skill groups that are available and the service levels.

	YourBenefitsNow
	A component of the Los Angeles LEADER System that allows customers to apply for CalFresh, Medi-Cal and CalWORKs online, which will be modified to capture data needed to determine MAGI for both APTC and MAGI Medi-Cal.


Roles of Counties and Covered California in Health Coverage Programs Beginning in 2014

Under the Affordable Care Act, there are significant changes and expansions of health coverage programs and there is a new entity involved in delivering health coverage programs, the California Health Benefit Exchange, also known as Covered California. The table below shows responsibility for eligibility determinations, ongoing case maintenance, and health plan enrollment, based on the avenue through which the customer requests services. The following narrative more fully describes the division of workload between the counties and the Covered California Service Center.

	Method of contact
	MAGI Medi-Cal
	Non-MAGI Medi-Cal
	Advanced Premium Tax Credits
	Non-subsidized health insurance through

 Covered California

	
	Initial eligibility determination*
	Ongoing case maintenance

(renewals,

 changes of circumstances,

 etc.)
	Initial eligibility determination
	Ongoing case maintenance 

(renewals,

 changes of 

circumstances, etc.)
	Initial eligibility determination
	Health plan enrollment (assisting customer with  plan selection and 

enrolling customer in

 his/her chosen plan)
	Ongoing case maintenance (renewals, changes

 of circumstances, 

etc.)
	Health plan enrollment

(assisting customer with  

plan selection and 

enrolling customer in

 his/her chosen plan)

	Customer contacts the county
	In person visit to county office
	County
	County
	County
	County
	County
	County
	Covered

 California
	County

	
	Calls the county
	County
	County
	County
	County
	County
	County
	Covered 

California
	County

	
	Applies online to the county

through a SAWS online option 

(BCW, C4Yourself,

or  

YourBenefitsNow)
	County
	County
	County
	County
	County
	County
	Covered 

California    (not available through SAWS portals)
	County

	
	Mails application

to the county
	County
	County
	County
	County
	County
	County
	Covered 

California
	County 

	
	
	
	
	
	
	
	
	
	

	Customer contacts Covered California
	Calls Covered California
	 County* 
	County
	County
	County
	Covered California
	Covered 

California
	Covered

 California
	Covered 

California

	
	Applies online via CalHEERS
	 County
	County
	County
	County
	Covered California
	Covered 

California
	Covered 

California
	Covered 

California

	
	Mails application to Covered California
	
	County
	County
	County
	Covered California
	Covered 

California
	Covered 

California
	Covered 

California


 * 
During the initial open enrollment period (October 1, 2013-March 31, 2014) only, The Covered California Service Center will perform some MAGI Medi-Cal eligibility processing for mixed cases.

**Referred to county for any needed follow-up.
 Division of Application Workload
The following division of work between has been developed by Covered California and the Brown Administration, but is subject to Federal review.

Applications Directly to the County

Applications that come directly to counties in person, through SAWS online portals, in the mail or over the phone will be handled by the county for all coverage options (i.e., MAGI Medi-Cal, non-MAGI Medi-Cal, APTC and private pay coverage.
Phone Calls to the Covered California Service Center

Subject to the following special provision, a quick sort will be done by Covered California Service Center Agents when someone calls the service center seeking an eligibility determination: A short set of simple general questions will be asked, such as:
· Number of people in your family

· Anyone seeking coverage under age 19 or pregnant?

· Anyone seeking coverage elderly or disabled?

· Annual income?
Based on the answers to these questions, applicants will be transferred to the SAWS Consortia Based Service Center Network to a county service center agent as follows:
· Single, childless adult up to 138% Federal Poverty Level (FPL) (final level to be set based on Medi-Cal eligibility with potential for small “margin” to best reflect MAGI) 

· Pregnant women up to 200% FPL

· Child of an adult not applying for coverage up to 250% FPL

· Persons who are elderly or have a disability 

For applications that include members likely to be eligible for multiple programs (e.g., children are likely to be eligible for MAGI Medi-Cal but parents probably fall into APTC eligibility), the cases will be transferred to a county first, except during the initial open enrollment period.

Special Provision for Mixed Cases During Initial Open Enrollment – October 1, 2013 through March 31, 2014

The Exchange Service Center will conduct a “quick sort” based on the parent’s eligibility.  If the parent appears to be Exchange eligible (even if the children might be Medi-Cal eligible), the Service Center will retain and process the application.
For these applicants, the Service Center staff will collect single application data, determine eligibility and assist with plan enrollment in CalHEERS for the entire family. This will trigger a Notice of Action for Exchange customers.
For family members who are MAGI Medi-Cal eligible, the Exchange can determine initial eligibility and turn on coverage. The case data are then transferred to the county of residence for final review. The county then issues a Notice of Action and is responsible for ongoing case management.
Mixed Case Process for April 1, 2014 and Forward

The Covered California Service Center will conduct the “quick sort” based on the children’s eligibility. If the parent appears to be Exchange eligible and some family members might be MAGI-Medi-Cal eligible, the family is handled by the county via a warm handoff. The county collects single application data, and determines eligibility and completes plan enrollment for parents (Exchange) and children (Medi-Cal).

Paper Applications Sent to the Covered California Service Center

The service center will utilize optical scanning, which converts paper applications to electronic data. Applications will be run through the CalHEERS rules engine (essentially treated as on-line applications). 

Online or Paper Applications Needing Follow-Up
While details are still being worked out, a general framework has been agreed to. When paper applications need more information after the optical scan OR when on-line applications need more information/verification, a Covered California Customer Service Representative will follow up with the consumer to collect the data by any channel (paper, phone, email, fax) to make the application complete. A sorting mechanism will be applied, to identify potential Exchange vs potential Medi-Cal eligibility. If the consumer appears to be Exchange eligible, the Covered California Customer Service Representative will complete the processing.If the consumer appears to be Medi-Cal eligible, the Covered California Customer Service Center Representative will refer the customer to the County (based on County of residence) using the information contained on the application.
If the family could be eligible for multiple programs, the same protocols adopted for phone calls received during the initial open enrollment period and after the open enrollment period will be followed. This procedure is currently under discussion with DHCS and Covered California.
Ongoing Case Management

Covered California will be responsible for ongoing case management for APTC cases. Whether counties will play any role in assisting existing APTC customers who come to the county office or call the county is not clear. It is expected that this role will be clarified within the next few months.  

Counties will have full responsibility for Medi-Cal case management activites – both MAGI Medi-Cal and non-MAGI Medi-Cal.  

Counties and the Covered California Customer Service Center will share information on cases that have household members receiving coverage under more than one program (mixed cases) so that the customer does not need to inform or interact with more than one entity when reporting a change. An interface between CalHEERS and SAWS will support this function and allow the coordination to occur behind the scenes in a manner transparent to the customer.
Questions Every Director Should Ask

(and how to get the answers)

1. How many new Medi-Cal eligibles is my county going to serve?

Purpose:

Counties will need to know how many more individuals will be served in the Medi-Cal program as a result of HCR in order to plan for any needed staffing, facility and/or technology changes. Individuals who are eligible under today’s rules but unenrolled may be more likely to apply once HCR is implemented. Researchers at UC Berkeley and UCLA, with help from DHCS and CWDA, have developed a model that allows counties to estimate the number of new Medi-Cal enrollees to be served.

Guidance:  

In some counties, the population served by the Low Income Health Program will be very representative of the group of new Medi-Cal eligibles. Does your LIHP serve single adults with incomes up to 138% FPL? If so, assume that all enrollees will become Medi-Cal eligibles on January 1, 2014. Did the county do an aggressive or passive outreach campaign to enroll people into the LIHP? Depending on your answer to this question, the new Medi-Cal population may be somewhat or significantly larger than the group enrolled in LIHP.

Counties should refer to the Enrollment Volumes Estimates model (available on CWDA’s Web site: http://www.cwda.org/tools/healthcare.php) and follow the directions included in the accompanying PDF document. The model requires inputting some information for your county, such as the number of LIHP enrollees. It includes regional estimates of the number of uninsured, and a 2009 percent of those uninsured residing in your county. If you think that percent is too low or too high, the model offers an adjustment option. By entering different estimates of these variables, you can get a sense of an upper and lower limit of the size of the new Medi-Cal population. The total number of new persons to be served in your county’s Medi-Cal program is the sum of those who will be newly eligible for Medi-Cal those who were previously eligible but not enrolled.

Conclusion:  

Counties should use the tools available to estimate the size of the new eligible group, as well as those who are currently eligible but who will be more likely to enroll given the increased emphasize on coverage. These figures will help determine staffing needs, lobby and phone traffic.

2. How many new and existing clients will seek service through each of the different pathways (phone, mail, online, in-person)?

Purpose:  

Counties will need to know how many applications will come in through the various pathways to be able to staff appropriately and modify lobbies, if necessary.

Background:  

The ACA requires that applicants be given the option of applying in five specified ways:  online, over the phone, through the mail, in person, and with a navigator.  

Guidance:  

Refer to the Enrollment Volumes Estimates model (available on CWDA’s Web site: http://www.cwda.org/tools/healthcare.php) and follow the directions included in the accompanying PDF document to estimate the number of new applications by channel.  Section III of the spreadsheet provides estimates of the number of new applications, redeterminations, and automatic redeterminations for 2014, by channel. These estimates were based in part on current county experience as well as experience from other states who have implemented new enrollment channels. “Other” in the spreadsheet refers to any entity that submits an application on behalf of an applicant, including hospitals and other community application Assisters and Navigators.  

To determine workload, counties will want to consider the roles outlined in Section XX to estimate the applications likely to come to the county. CWDA is working with Covered California and the Department of Health Care Services to develop estimates to inform county planning.

Conclusion:

The number of applications, distinct from the number of new eligibles that your county will receive is critical to determine workload. The type of channel applicants will choose will further help you to refine your work plan and allocate staff accordingly.

3. How many exchange-eligible clients will seek assistance directly from counties?

Purpose:  

Counties will need to know how many non-Medi-Cal clients will seek assistance from their staff for the purpose of enrolling in Covered California coverage. The size of this group will affect the traffic in county lobbies and workload of staff.

Background:  

The ACA requires that all applicants to low-income health coverage be offered the option of applying in five specified ways:  online, over the phone, through the mail, in person, and with a navigator. Question 2 provided guidance on how to estimate the number of Medi-Cal applications by channel, but Covered California-eligible applicants will also require in-person assistance. Some portion of this group will seek assistance from community-based organizations or clinics, and some will come to county human service offices.

Guidance:  

Getting per county, per channel numbers on the Exchange population is tricky.  Currently, there are a few resources to help counties estimate the total size of the exchange population in their area. Researchers at UC Berkeley and UCLA have estimated the size of this population by region.
  We have estimated the size of this group per county, using Census numbers to back out the county-level Covered California population as follows. Counties should note that the estimates created by UCB were for the period 2014 to 2019, so the estimates below should not be expected in the first year of implementation.
Table XX:  County by County Exchange Eligible and Enrollee Populations

	
	Eligible for subsidies
	2011 Population Estimate
	Predicted Enrollees (Base)
	Predicted Enrollees (Enhanced)

	Northern California and Sierra Counties
	      120,000 
	        1,407,586 
	80,000
	90,000

	Alpine
	               94 
	               1,102 
	               63 
	               63 

	Amador
	          3,236 
	             37,953 
	          2,157 
	          2,157 

	Butte
	        18,778 
	           220,266 
	        12,519 
	        12,519 

	Calaveras
	          3,841 
	             45,052 
	          2,561 
	          2,561 

	Colusa
	          1,837 
	             21,549 
	          1,225 
	          1,225 

	Del Norte
	          2,443 
	             28,659 
	          1,629 
	          1,629 

	Glenn
	          2,398 
	             28,128 
	          1,599 
	          1,599 

	Humboldt
	        11,489 
	           134,761 
	          7,659 
	          7,659 

	Inyo
	          1,575 
	             18,478 
	          1,050 
	          1,050 

	Lake
	          5,484 
	             64,323 
	          3,656 
	          3,656 

	Lassen
	          2,916 
	             34,200 
	          1,944 
	          1,944 

	Mariposa
	          1,551 
	             18,191 
	          1,034 
	          1,034 

	Mendocino
	          7,464 
	             87,553 
	          4,976 
	          4,976 

	Modoc
	             811 
	               9,517 
	             541 
	             541 

	Mono
	          1,220 
	             14,309 
	             813 
	             813 

	Nevada
	          8,407 
	             98,612 
	          5,605 
	          5,605 

	Plumas
	          1,685 
	             19,765 
	          1,123 
	          1,123 

	Shasta
	        15,156 
	           177,774 
	        10,104 
	        10,104 

	Sierra
	             265 
	               3,113 
	             177 
	             177 

	Siskiyou
	          3,794 
	             44,507 
	          2,530 
	          2,530 

	Sutter
	          8,092 
	             94,919 
	          5,395 
	          5,395 

	Tehama
	          5,422 
	             63,601 
	          3,615 
	          3,615 

	Trinity
	          1,170 
	             13,723 
	             780 
	             780 

	Tuolumne
	          4,685 
	             54,953 
	          3,123 
	          3,123 

	Yuba
	          6,187 
	             72,578 
	          4,125 
	          4,125 

	
	
	
	
	

	Greater Bay Area
	      480,000 
	        7,243,090 
	      290,000 
	      340,000 

	Alameda
	      100,000 
	        1,529,875 
	        50,000 
	        60,000 

	Santa Clara
	      100,000 
	        1,809,378 
	        60,000 
	        70,000 

	Contra Costa
	        70,650 
	        1,066,096 
	        42,685 
	        50,044 

	Marin
	        16,901 
	           255,031 
	        10,211 
	        11,971 

	Napa
	          9,151 
	           138,088 
	          5,529 
	          6,482 

	San Francisco
	        53,866 
	           812,826 
	        32,544 
	        38,155 

	San Mateo
	        48,192 
	           727,209 
	        29,116 
	        34,136 

	Solano
	        27,600 
	           416,471 
	        16,675 
	        19,550 

	Sonoma
	        32,347 
	           488,116 
	        19,543 
	        22,913 

	
	
	
	
	

	Sacramento Area
	      150,000 
	        2,176,235 
	        90,000 
	      100,000 

	Sacramento
	        98,986 
	        1,436,105 
	        59,391 
	        65,990 

	Yolo
	        13,927 
	           202,054 
	          8,356 
	          9,285 

	Placer
	        24,616 
	           357,138 
	        14,770 
	        16,411 

	El Dorado
	        12,471 
	           180,938 
	          7,483 
	          8,314 

	
	
	
	
	

	San Joaquin Valley
	      300,000 
	        4,025,191 
	      170,000 
	      210,000 

	Fresno
	        70,000 
	           942,904 
	        40,000 
	        50,000 

	Kern
	        63,478 
	           851,710 
	        35,971 
	        44,435 

	Kings
	        11,460 
	           153,765 
	          6,494 
	          8,022 

	Madera
	        11,398 
	           152,925 
	          6,459 
	          7,978 

	Merced
	        19,370 
	           259,898 
	        10,977 
	        13,559 

	San Joaquin
	        51,889 
	           696,214 
	        29,404 
	        36,322 

	Stanislaus
	        38,646 
	           518,522 
	        21,899 
	        27,052 

	Tulare
	        33,483 
	           449,253 
	        18,974 
	        23,438 

	
	
	
	
	

	Central Coast
	      170,000 
	        2,272,886 
	      100,000 
	      120,000 

	Ventura
	        70,000 
	           831,771 
	        40,000 
	        50,000 

	Monterey
	        31,556 
	           421,898 
	        18,562 
	        22,275 

	San Benito
	          4,194 
	             56,072 
	          2,467 
	          2,960 

	San Luis Obispo
	        20,342 
	           271,969 
	        11,966 
	        14,359 

	Santa Barbara
	        31,928 
	           426,878 
	        18,781 
	        22,538 

	Santa Cruz
	        19,768 
	           264,298 
	        11,628 
	        13,954 

	
	
	
	
	

	Los Angeles
	      930,000 
	        9,889,056 
	      550,000 
	      670,000 

	
	
	
	
	

	Other Southern California
	      860,000 
	      10,677,868 
	      500,000 
	      610,000 

	Orange
	      230,000 
	        3,055,745 
	      130,000 
	      160,000 

	San Diego
	      220,000 
	        3,140,069 
	      140,000 
	      160,000 

	San Bernardino
	      190,000 
	        2,065,377 
	      100,000 
	      130,000 

	Riverside
	      200,000 
	        2,239,620 
	      120,000 
	      150,000 

	Imperial
	        20,000 
	           177,057 
	        10,000 
	        10,000 


The numbers in shaded boxes were derived by first calculating the percent of new eligibles and enrollees for the region’s population, and then applying that to the population of each county. These are rough estimates, but should give counties a sense of the size of the Covered California population residing locally.
Covered California estimates that the distribution of applications for its population will come in according to the table below:
	Channel
	Percent of Applications

	Call Center
	20%

	Assister and Agent Enrolled via Paper
	10%

	Assister and Agent Enrolled via Web
	40%

	Self-Enrolled Paper Application
	10%

	Self-Enrolled Online
	20%


Source:  Presentation to the Covered California Board, August 23, 2012. Available at: http://www.healthexchange.ca.gov/BoardMeetings/Documents/August_23_2012/X_CHBE-Presentation_ServiceCenterOptions_8-23-12.pdf
Because Covered California does not distinguish between Assisters and county human services staff in its estimates of the in-person option, the county must do a little guesswork. Of the 50% of applications that require in-person assistance (those enrolled via paper and via Web), what percent are likely to approach the county office versus a navigator? The answer may depend on the network of community-based organizations in your community, but several counties estimate that as many as half or three-quarters of all those applicants will come to the county. For example, of the 50,000 expected enrollees in Ventura County (assuming the Enhanced scenario of marketing and outreach), 25,000 will likely apply in person. Ventura County executives may assume that 12,500 to 18,750 of these will come to the county office. These numbers may be under-estimates, as the number of applicants will exceed the number of enrollees.

We also expect that a small portion of APTC eligible persons will apply directly to their county. This may be through the SAWS online portals, by calling a county directly, or sending a paper application to a county office. This may include individuals that are seeking private pay coverage through Covered California. CWDA is working with Covered California to estimate a baseline portion for counties for planning purposes.

Conclusion:  

A new population will be served by county human services agencies, as part of the ACA’s “no wrong door” policy. Getting a sense of how large this group will be requires some rough estimates and county-level thinking about how the population is likely to behave in your region. In addition to the group of Covered California-eligibles who walk in the door of county offices, some of these applicants may call county-specific phone lines for assistance, send their applications to county addresses, or attempt to apply via consortia Web portal. Counties should consider how best to assist these applicants, prepare the necessary staff training, and allocate resources accordingly. Guidance for various business models is available under question #5 of this Guide. Guidance for HCR Training is available under question #12.

4. What staffing will be required to serve the increased population?

Purpose:  

We recommend that counties examine their staffing levels in light of the estimated increased workload associated with questions #1 through #3 of this Guide, and determine if additional staff will be necessary.  

Background:  

Counties will face an increased population and will likely require additional staff to meet the service needs. The goals described at the beginning of this document, as well as Covered California’s expectations of service delivery by its county partners, should be considered when determining the staffing levels required.

Guidance:  

There are a number of factors to consider when assessing how many new positions will be necessary. It is important to consider the variance in volume of customer contact throughout the year, as some periods will be busier than others. This should be factored into staffing needs as appropriate.  In addition to a greater volume from the newly eligible population, counties will likely see a greater volume from the ongoing cases, because call centers will provide an additional avenue for existing clients to access assistance. One basic way to estimate the number of new staff needed is to look at the current caseloads per eligibility worker, and use that ratio to determine the new staff needed based on the size of the new Medi-Cal eligible population (see question 1).  

For many counties, the number that calculation yields may be too high to be realistic. It is hoped that new MAGI cases will require less work than traditional Medi-Cal cases, so a straight application of current caseloads per worker may overstate the need for new hires. Unfortunately, because we don’t yet know how much less work these cases will require, we have to make some broad estimates of what the new staff requirements will be, based on the best information available. CWDA is working on estimates that could be useful to counties in this regard.

When estimating the need for new staff, consider business changes that may reduce the workload in the current environment, such as self service options or improved data matching systems (see question 5 for more information on these business models).  Can these innovations reasonably increase the caseload per worker? Can part-time or other staffing variations alleviate some of the workload associated with the first months of implementation? Can staff from other programs learn MAGI Medi-Cal rules to help reduce the backlog during implementation? Cross-training staff on multiple programs, such as Medi-Cal and CalFresh, as well as assisting families with eligibility across programs has the potential to help address short-term surges in activity. For example, San Francisco is moving towards combining Medi-Cal and CalFresh functions so that staff in either program can establish eligibility, thereby increasing the number of staff who can assist with the front door significantly over the number of staff it would be able to hire.  

Boards of Supervisors or County Administrative Officers may raise questions about how to pay for new staff. The Brown Administration has stated its intent to assess county administrative staffing needs to determine what funding is needed to accommodate the increased caseloads. CWDA is developing estimates of needed funding for technology, start-up, training and staffing.
Other considerations that will be relevant as you develop your staffing plan may include:
· What language skills will be necessary for the new hires to have?  What language needs does the LIHP population have?

· What proportion of staff will be assigned to the call center, if you have one?

· What hours will be necessary for staff to be available?  See questions #7 and #8 for more on these considerations.

· What types of new staff will be necessary?  See question #6 for more on this.

Conclusion:  

Determining the staffing needed for HCR implementation requires a careful consideration of several variables, many of which are specific to each county, such as local politics, recent hiring efforts, and other factors. We recommend that county executive management balance these factors with the vision of seamless, customer-focused service when estimating the need for new staff. Counties should look for ways to identify and reach out to current clients that are likely to be eligible. We anticipate a statewide effort along these lines, which might include scouring SAWS data for targeted statewide outreach.
5. What types of business model options are available for serving the increased number of customers and incorporate the goal of universal health care coverage?

Purpose:

In order to meet the overall service goals outlined earlier in this document, we recommend that counties consider various business models for serving the additional clientele. 

CWDA is currently developing a report based on findings from the Culture Change and Best Practices Project, which examines efforts in California and other states to enhance culture and adopt customer service models that result in excellent service. This document, due by April 1, 2013 will assist directors in assessing their current service delivery and identifying potential enhancements.

Background:

Counties will see increased traffic on line, by telephone and in their offices as a result of HCR. In addition, the many members of the public seeking services may be new to our offices. There are numerous options to consider, some of which have already been implemented in some counties. As indicated in question number six of this guide, some of these options include telecommuting or home based work schedules, part time staff to accommodate the need for staff during peak workload, on weekends or evenings, and part-time telecommuting. While it is likely that there will be increased office visits during the initial stages of program implementation because of customer uncertainty, etc., there will also be opportunities to do business electronically in and outside county offices, and to reconfigure current office space to meet the needs of the new business at hand. Counties will also want to examine their business practices given the joint goals of enrollment in all available coverage and integration of services for families within a framework of exceptional customer service. Please keep in mind that CWDA’s project related to cultural and customer service changes is intended to help counties develop plans for serving the increased flow of traffic, and is due out in April 1, 2013. The guidance offered below is intended to help counties begin thinking through the changes that will occur, and how to address them, but does not contain all the guidance that will be offered on this issue.
Guidance:
Examining Interviewing Procedures

Counties may want to consider changing the way customers/clients are interviewed. In San Bernardino, for example, customers are interviewed at staff’s regular work desks, rather than in lobby interview booths, reducing the number of people and the noise level in the lobby. In addition, it is a more comfortable setting than being at a booth in a lobby full of people.
Self Service Options and Automation for Lobbies

· Various kiosks and technologies can be utilized to quickly move people out of lobbies, allowing them to self-serve when turning in forms and allowing the county staff to “work the line” with handheld scanners to accept forms either in the parking lot, (drive through drop off line) or outside before the building opens. (San Bernardino, Merced and other counties have had success with document upload and self service kiosks)

· Handheld scanners use Wi-Fi to read barcodes on documents, mark the documents as received in the SAWS system, and produce a customer receipt.
Other Business Options

· IVR systems can be used to request forms that would otherwise require a visit to an office or a call to make a request.

· Customer may be directed to online application portals, (C4Yourself and BenefitsCalWIN, for example) to save time in the call center. (In San Bernardino e-applications represent between 17% and 30% of total intake applications, reducing significantly the number of people coming into the office to apply).

· Social media and the internet can be used to provide questions and answers, links to online resources and basic information can reduce the number of calls to a call center or visits to an office. (San Bernardino staff currently market internet and Facebook pages during the wrap up of calls. Customers visit the page for information that may prevent an office visit or a phone call). The internet and Facebook are methods that many use to communicate and obtain information. An added plus - it doesn’t really cost anything other than time to create and manage it.

Conclusion:

Counties often can use and market the tools they already have to serve customer in ways that are most convenient for them while also reducing lobby traffic and  telephone contacts, such as IVR, Internet, and Online portals. This may free up staff time to assist with the new workload and enhance customer service. Counties can also pursue other options that could make a difference such as part time help, desk sharing with part timers, telecommuting, self service options, changing views on where interviews are conducted, and using social media as a tool. It is important to consider the variance in volume of customer contact throughout the year, as some periods will be busier than others. This should be factored into staffing needs as appropriate.
6. What additional technology infrastructure will be required?

Purpose:

Counties will need to determine if additional technology infrastructure is required. This includes upgrading of call centers, data collection and network capacity. SAWS system changes will occur. Counties will need to understand what those changes are, how they impact business practices, and what training will be needed.

Background:

HCR may require some counties to make changes in current technology infrastructure to accommodate the expanded customer base, support the philosophy of enrollment in all available coverage and promote horizontal integration. There are many opportunities to improve customer service delivery and communication. See guidance for questions #5, #12 and #16 in this guide for further information regarding business models, customer service, training and communication. 

Guidance:

Call Center and Worker hardware and software:
· Additional trunk lines - This increases the number of lines available at the call center. Even if a county is not able to increase call center staff at the same rate of increased need, additional lines will allow for more customers to get through and reduce dropped calls. Although this may increase the hold time, it will be less frustrating to customers to hold, then to not be able to get through at all. 

· Automated Call Distribution (ACD), Task Management Tools (TMT) and Work Force Management (WFM) systems.

· Workstations and headphones - If a county will be increasing the staff at the call center, equipment must be factored in and ordered timely. 

· Copiers and/or document scanners - Time may be lost if staff must "wait in line" to use a copier to scan or image something in order to complete a case. Making this hardware more readily available can save valuable time. Copiers can be leased which allows for quick turnaround and return if determined not necessary. 

· Alternate business models - Counties may consider other options for staffing and office space such as:

· Telecommuting or home based work schedules. Allowing staff to work at home minimizes the need for additional office space, while increasing staff.

· Part-time staff - To accommodate the need for staff during peak workload, part time staff could be utilized to work Saturdays, or evening hours. 

· Part-time/Telecommuters - There may be interest in part-time work if the option of working from home is part of the work schedule. Staff could be scheduled to work from 4pm to 8pm nightly from home. This schedule option might be attractive to college students, retirees, or people who do not live near a metropolitan area.  

· Infrastructure:

· Network capacity - County network speed is critical in order to complete work quickly. Investing in increased capacity reduces time wasted while waiting for transactions to process. 

· Building capacity - Review current building layout and staff workstation footprint. 

· If new buildings cannot be obtained within the available time, determine where space savings can be gained by reconfiguring staff. 

· As work becomes more electronic, the need for file cabinets and individual worker storage decreases and may allow for adding workstations. 

· Ensure Communications Rooms (Com Room) have sufficient space for the anticipated increased number of users. The Com Room is the area of the building that holds the technical equipment, network wiring, routers, servers, etc.

· SAWS Modifications:

· Understand SAWS Changes – The SAWS Consortia are working with the CalHEERS project and with the State Department of Health Care Services. Counties will need to understand these changes, how they impact business process and the training required for implementation.   

· Timeliness – Programming takes time and is generally completed after final issuance of official state letters. Discussions are underway to minimize the time constraints and to get programming of SAWS systems completed as timely as possible. However, manual processes may be required for timely implementation. It will be crucial for SAWS systems to communicate their plans and for the counties to continually track updates from the SAWS systems on the status of those plans and timelines.

· Data reporting – Plan for ad hoc reporting of critical data elements in the event SAWS reports are not immediately available with implementation.

· Support Staff:

· Eligibility Workers and office support staff – These staff will be responsible for taking warm hand-offs from Covered California, and for serving the customers who walk
into existing county offices.

· Technical support staff – Additional staff to assist in ramp up of call center technology, phones, workstations, imaging systems etc. 

· Help Desk staff – Staff in counties and Consortia to assist with policy questions, SAWS system changes, and basic eligibility changes. 

· Consider the hours when service is needed – the Covered California call center will require the Consortia based call center network to take warm hand-offs during their available hours. During open enrollment these hours will be Monday-Saturday 8am-8pm, and non-open enrollment will be Monday-Friday 8am-6pm and Saturday 8am-5pm. Call center staff will need to be available during peak open enrollment periods. These staff will include Eligibility Workers and possibly Office Assistant staff.

· Considerations: The following is a list of agencies or county departments to consider when making the changes suggested above. 

· SAWS Consortium 

· CalHEERS interface requirements

· County IT

· County purchasing

· County real estate services

· County human resources 

· Labor Union agreements
Conclusion:

Counties will want to consider both the goals of our effort under the ACA, efficiencies, and the ability to respond to customer demand given the uncertainty of both the degree and timing of increased applicants and enrollees in addition to the amount of time required to complete eligibility and serve ongoing customers. Processing efficiencies may be gained through technology upgrades and infrastructure expansion. A different level of support may be required. Counties need to work closely with SAWS consortia to determine what automation will be available at the time of implementation, and what will need to be managed through a manual process, including data gathering and reporting.
7. If I already have a call center, will its capacity be sufficient to handle the new workload? What programs should be serviced in my call center? Does my call center have enough capacity for the additional staffing required?

Purpose:

For counties that have an existing call center, we recommend that the county assess the capability, functionality, and capacity related to expected increases in telephone traffic related to Health Care Reform (HCR). The SAWS Consortia will each enter into an agreement with DHCS and Covered California to accept warm transfers from Covered California Service Center. County call centers will need to accommodate the increased call volume brought on by HCR, both through the warm hand off and from calls made directly to the county.

Background:

The planning for HCR includes hand-offs to county call centers from the Covered California Service centers. It is expected that 80% of the warm hand-off calls will be answered within 30 seconds. This means that the Covered California agent will stay on the phone with the caller until the county agent answers the phone and introduce the caller to the county agent before hanging up. Depending on the marketing strategies, counties may also experience increased call volume as customers may make first contact with the county call center. 

Don’t forget horizontal integration! Counties with the ability to do so are encouraged to integrate CalFresh, CalWORKs and/or General Assistance as programs served by the call center. Note that first priority should be given to integrating CalFresh eligibility determination with health care coverage, as most individuals eligible for CalFresh will also be eligible for MAGI Medi-Cal and vice versa. Integrating eligibility for multiple programs eliminates the need for duplicate work on the part of county staff an customers alike, contributing not only to a more positive customer experience, but also to greater efficiency of county operations. If not all programs will be served through this call center, there should be policies and procedures in place to ensure individuals are connected to any service for which they may be eligible. Remember that the linkage between CalWORKs and Medi-Cal remains in place. In addition, discussions are underway on how to identify and reach out to current CalFresh clients who are likely to be eligible for health coverage.

Guidance:

For counties with existing call centers the following may need to be assessed: 

· Capabilities:  

Each call center must, via their SAWS Consortium, have the ability to accept calls from the Covered California call centers. These calls will need to bypass the initial county IVR.
· Option 1 - The IVR may be modified to determine if the call is coming from Covered California. If so, then the call is directly routed to a live county agent who can help them.

· Option 2 - Obtain another 800 number for Covered California to call which will go directly to a live county agent who can help them. 

 Additional call flow or specialized skill groups may be needed to appropriately route calls from Covered California.

·  If a county decides to create a new 800 number, for example, they will need another Automatic Call Distribution (ACD) in place to route the calls. For this new number, a limited call flow may be necessary, for example, to identify the primary language of the customer and if it is a new or existing case situation. 

· Specific staff skill groups could be created to route the calls more efficiently. Examples of skill groups: New applicant - English, New applicant - Spanish.

· Additional hold messages may be needed to inform customers of special handling and guidelines for calls that are not a warm hand off. For example:

· Existing IVR may have the ability to add specific messages regarding online self service options, reminders about specific county initiatives, etc. 

· Hold messages could be added to notify callers of the Covered California phone number if they are calling about an existing Covered California case.  

· Review best practices in other counties and call centers for additional means for improving customer service, such as:

· Advising the caller of the approximate wait time
· Providing information on the best times to call for more expeditious service
· Functionality: 
· Determine the aid programs served by the call center, for example, Medi-Cal, CalWORKs, CalFresh, etc. There may be a need to convert to Medi-Cal specifically and possibly CalFresh for horizontal integration of applications. Consider cross-training all call center staff to health coverage programs. See training section under Question 15 of this Guide.

· Review the function of call center - Is it Intake vs. Continuing? HCR calls and warm handoffs will be intake functions. For intake the initial call must be answered by an agent who can help the person. Keep in mind that while there might be some exceptions, counties are expected to process applications from Covered California without further transfers.  

· Capacity:  

· Counties should assess current Medi-Cal Service Levels and number of staff with certain skill groups. Also assess number of staff to be trained on non Medi-Cal options for those customers who are APTC eligible or who only qualify for private pay insurance.    

· Consider the demographics of the HCR population and plan for language capacity for the increased calls.

· Consider the number of applicants that are likely to also be eligible for CalFresh benefits.

· May need to add staff and phone lines to accommodate the increased volume. See question #5.

· Review current call center location to determine if space is available for additional staff if needed.
· Review current days and hours of the call center:

· Offering expanded hours may distribute the volume over longer period, which may improve service level. 

· Each SAWS Consortium network will need to cover Covered California’s extended hours. These are: Monday-Saturday 8am-8pm during open enrollment and Monday-Friday 8am-6pm and Saturday 8am-5pm during non-open enrollment.
· Considerations:

If current call center does not handle intake calls now, how will handoffs from Covered California Service Center or a new intake customer call be handled? Can the call center employee handoff to specific specialized intake workers?
How do counties who use their call centers for intake complete the "pending" or MEDS Research portion of the case prior to beginning the interview process?
Conclusion:

There will be a significant impact on county call centers with the implementation of “warm” handoffs that must be answered within a specified timeframe, and increased call volume directly related to HCR. Hours of service and internal call center processes must be evaluated. Advance planning and staff preparation are required.

8. If my county does not currently operate a call center, how will we handle the increased phone traffic? 

Background:

After learning about your SAWS Consortium approach for establishing a customer call center network to accept the warm hand-offs from the Covered California Customer Service Center, each county will want to determine first if establishing a call center is the right approach. The remaining planning questions are then driven by that decision.

Guidance:

There will be two types of calls for which each county will need to plan:
· Calls coming from the Covered California Customer Service Center:  

These calls will be transferred to the Customer Service Center Network that each SAWS Consortium will establish. The SAWS Customer Service Center Network will receive the calls as “warm hand-offs” from the statewide call center and is expected to answer the call within 30 seconds 80 percent of the time. Counties may either set up a call center and participate in their SAWS Consortium network or work within their Consortium to arrange for other counties in their Consortium to take warm hand-offs for applicants who are residents of their county. These networks will be in place no later than January 1, 2014 (more likely by October 1, 2013, depending on pending decisions regarding the open enrollment period and when funds can be made available for implementation).

· Additional call volumes that all counties can expect to receive as a result of increased interest in health care coverage and increased caseloads.
· Initial Consideration – Whether or Not to Set up a Call Center
Counties without call centers will first need to decide if they will set up a center at this point.  Considerations will include:

· Is the county’s expected call volume sufficient to make a call center viable?

· Can all of the necessary tasks occur in time?

· Does the county have or can you get approval for the needed staff and financial resources to devote to this effort?

· Counties Electing Not to Establish a Call Center

1. Determine how warm hand-offs will be handled for Medi-Cal applicants in your county that call the Covered California Customer Service Center seeking coverage.

a) Understand your SAWS Consortium’s Customer Service Center Network approach for handling the warm hand-offs from the Covered California Customer Service Center.

Each SAWS Consortia is developing  the technology to transfer warm hand-offs from the Covered California Customer Service Center to other counties within that SAWS Consortium who have call centers and are participating in the Consortium’s network. (Note: Once eligibility is determined, the recipient’s case will be transferred to the county of residence for on-going case management.)

b) Decide with your SAWS Consortium how your county will participate in this effort.

2. Estimate the increased volume of calls that your county will receive resulting from: (See Questions #1 through #3 of this Guide)

a) Increased interest in health care including general interest and applications coverage
b) Increased Medi-Cal caseload

3. Review your County IT and phone system infrastructure.
a) Additional infrastructure may be needed to handle expected calls
b) Additional support staff

4. Review your Interactive Voice Response (IVR) system for needed changes

5. Determine County human resources needed (See Question #4 in this Guide)

a) IT Support
b) Eligibility
c) Clerical

d) Analysts
e) Managers

(Note: There are formulas such as the Erlang Calculation that can assist in determining the number of staff needed to answer the expected volume of calls within the expected time frames to answer calls)

6. Determine funding needed
a) Understand the approach that will be taken to fund counties taking warm hand-offs from the Covered California Customer Service Center.  

Those counties allocations may be supplemented to cover the expected workload or counties may develop funding agreements to handle each other’s calls. The specific approach will be worked out between the counties (with CWDA assistance) and the state administration.
b) Funding to support additional calls coming into the county

Maintenance and Operations

Infrastructure

Space

Equipment

Computers

Includes wiring for equipment and servers

Phones

Includes headsets (Wireless headsets recommended)
· Counties Electing to Establish a Call Center

1. Determine the services to be provided. Options include:
a) Referrals from the Covered California Customer Service Center only received through the SAWS Consortia Based Customer Service Center

b) All Medi-Cal inquires (referrals, applications processing, etc.)

c) On-going Medi-Cal case management

d) Other programs such as CalFresh and/or CalWORKs

Note:  “Horizontal Integration” of Medi-Cal and CalFresh has been one of CWDA’s key tenants for Health Care Reform. (See Goal 4, Coordinated Service)
2. Determine call center location. Will additional space be needed or is space available to use or re-purpose?
3. Determine what call center technology will be needed, which is compatible with your phone system, can handle the expected call volumes and provides needed performance tracking. This may include requirements for telephonic signature from CMS, etc. Those details are under discussion.
4. What additional staff will be needed?
a) IT

b) Clerical

c) Eligibility

d) Analysts
e) Managers

(Note: There are formulas such as the Erlang Calcuation that can assist in determining the number of staff needed to answer the expected volume of calls within the expected time frames to answer calls)Update IVR to coordinate with call center implementation.)
5. Labor Relations

Work with your labor union representatives on the implications of establishing a call center. (See Question #15 for further guidance.)

6. Funding

a) Determine the cost of establishing and maintaining a call center 

Additional equipment (including furniture, site preparation, etc.)

Space and other building preparation 

Needed electronic infrastructure

Moving staff and equipment

Hiring additional staff
b) Determine possible funding sources

What funds can currently be leveraged within the county to create a call center

What funds will be available from the State 

Note:  It is likely that that 90% Federal funds may be available to cover the cost of most call center initial technology costs, with 75% federal funds then available for associated ongoing maintenance and operations costs. Interested counties should submit an Advance Planning Document (APD) to the Office of Systems Integration (OSI) for consideration.

c) Prepare an Advanced Planning Document (APD)
Contact the Office of System Integration (OSI) for instructions on preparing an APD.
Seek assistance from other counties that have recently submitted APDs.  Your SAWS Consortium or Meg Sheldon at CWDA can guide you to a county that is similar to yours.
Conclusion:

Whether you make a decision to operate a call center or not, you can expect to see an increase in the number of calls you receive.  Note that if you do not establish a call center you will not be expected to take calls during the statewide service center's extended hours.  Only your consortium as a whole is required to be available to take calls during the extended hours. This may be accomplished by a subset of counties within your consortium. Please refer to Guidance question 15 for addressing discussions with Labor.

9. How will my lobby configuration and lobby management need to change to accommodate the additional office traffic and the goals of ACA?

Purpose: 

It is recommended that counties assess their current lobby management processes and configurations to determine if they are ready to address the needs of a new population focusing on the goals for HCR implementation with attention to customer services, cultural awareness, and increased office traffic. 

Background:  

Changing business needs, HCR goals, customer demographics and technology advancements require counties to assess their facilities and operations to ensure maximum quality customer service, utilization and efficiency. Counties should consider the methods used in the past to assess the impacts of other major changes, such as the transition from AFDC to CalWORKs that shifted performance measures to Work Participation Rates and customer engagement, or the implementation of SAWS systems which had a significant impact on interactive interviewing and customer service options. Please note that one of CWDA’s major projects involves producing guidance for counties on the culture and customer service changes necessary for HCR implementation. Delivery of this project is expected in April 1, 2013. The information offered in the guidance below is intended to help counties start thinking through the changes necessary.

Guidance:

Assess new HCR population - demographics and needs:
· Are there any differences in language, culture, education, employment status, technology use, affluence or other factors that will influence service delivery?

· Will customers be offered expedited service for health care coverage?  If yes, initially or on-going?

· At what point/what protocols are needed around asking:

· HCR customers about interest in other programs?

· Other customers about interest in health coverage?  

· In addition to program training, will any type of cultural awareness training be needed for staff working directly with the new population?
Assess Lobby Configuration and Customer Flow:
· Estimate number of customers likely to apply in-person on a daily basis. 

· Evaluate your internal processes to eliminate hand-offs and redundancies. 

· HCR requires expanding the hours the agency is open to the public; mornings, evenings, weekends. (See Question #9 of this Guide for expanded hours.) This means you must also consider SAWS availability, other support services, HR policies and Union agreements. 

· Consider increasing the number of interview staff available and business models for interviewing clients. (See Question #5 of this Guide for more information.)

· Evaluate the cost/benefit of office remodels or the lease/purchase of additional office space with alternatives, such as:   

· Consider interviewing at worker desks (current practice in some counties); 

· Implement at-home workers who can process, with the appropriate technology support and monitoring:

·   Phone applications,

·   Online applications, and/or 

·   “Ready to work” applications in the SAWS system. 

· Explore the possibility of non-government organizations/community based programs assisting with the enrollment process (e.g., clinics).

· Monitor the increase of traffic for district offices and customer wait time, once the changes have been implemented.
Technology Tools
· Explore with your IT department or SAWS Consortia a Kiosk System to enable customer self-service:

· Apply online

· Check-in for appointments 

· Provide forms

· Image documents

· Leave a message for a worker
· Technology tools can be in a room adjacent to the lobby, to free up space. 

· Consider signage needs, and 

· Customer access to assistance for technology issues.
Conclusion:

HCR is anticipated to significantly increase the number of customers seeking services at county welfare departments, starting as early as October 2013. Directors must evaluate district office capacity, lobby management processes, alternative service delivery methods/tools, and pro-active marketing to mitigate issues and enhance service delivery issues.

10. How will my staff integrate health care eligibility with other programs, like CalWORKs, CalFresh, etc.?
Purpose:

As highlighted by Goal 4, Coordinated Service, it is recommended that each county ensure that its business processes support horizontal integration of health coverage programs and other public assistance programs, such as CalFresh and General Assistance.

Background:

Counties provide a vast array of services to assist individuals and families in the community. County human services agencies process applications and renewals for Medi-Cal, CalFresh, CalWORKs, and General Assistance/General Relief. While some individuals in the community may apply for one specific program, many individuals may need support in multiple areas, such as nutrition and health insurance. In order to provide effective access to services to meet the needs of the community, it is important that individuals are able to easily apply for multiple programs.

Guidance:

County agencies will need to have business processes and sufficient staff training in place to integrate the various public assistance programs as closely as possible to assist individuals and families.

A key component of high quality customer service is ease of access to the services and information needed, so horizontal integration will help ensure that clients can access essential services as seamlessly as possible. 

· Track state policy development
Some aspects of how horizontal integration will function depend on state regulations. Counties should track developments in state policies that will impact how horizontal integration of health programs and other assistance programs will function. If the state develops a single application, counties will need to adapt their existing practices for processing these new applications. In addition, counties should be aware that discussions will be held on how to identify and reach out to current CalFresh clients who are likely to be eligible for health coverage.
The CalHEERS online application portal will contain a question asking if the applicant would like to be referred to any other assistance programs. If the customer marks “Yes” to another program administered by the county, then the customer’s information will be sent from CalHEERS to the SAWS system via electronic transactions. When the SAWS system receives the referral and other information, the county will be required to follow up with the customer on the programs he or she requested.

· Local actions
In addition to changes in state policies, counties can choose to implement some local initiatives to assist with integrating the various programs available to assist the community. Linking eligibility and cross training staff for multiple programs contributes to efficiency by reducing redundant actions, and eases the burden for clients to provide the same information multiple times.
· Business processes and training
It will be crucial that each county has developed business processes to support horizontal integration. Each county should ensure that its processes include steps to connect individuals to health coverage programs if the individual is interested in learning more about health coverage programs and/or applying. These processes should include steps for connecting individuals to information and applications for health coverage, through all channels by which individuals contact the county, including walk in clients, callers, and individuals who submit applications online. As much as possible, these processes should support information being shared between county staff to ensure that the individual does not have to repeat information more than once during the application process.

There should be broad training on the new health coverage programs for all staff, so that any staff who interacts with customers has the knowledge necessary to connect the customer to health coverage programs. See Guidance for Question #15, Training.

· Outreach
Counties also play a critical role in outreach. Counties can ensure that their outreach materials and outreach efforts include information on accessing health coverage programs. For example, a county may want to examine current CalFresh outreach programs and determine if there are ways to integrate health coverage outreach into these already existing outreach efforts. See Guidance for Question #16 regarding Communication.

Counties can also explore options for more direct outreach to populations that may be eligible for health coverage under the Affordable Care Act, such as CalFresh and General Assistance customers. This outreach could include the following.

· Direct mailings to current CalFresh and GA customers, providing information on accessing health coverage programs.
· A form by which the customer can request an eligibility evaluation for a health coverage program using the customer’s information that is already known to the county because of participation in another program (i.e. income information that the customer submitted with his or her CalFresh application) [Counties should ensure that there is language to inform the individual about what information may be used to determine eligibility for health coverage programs.]
· CalFresh and General Assistance application packets could include an application for Medi-Cal/health coverage. In addition, each county should examine if there are any additional program areas that might include customers eligible for health coverage under the Affordable Care Act. For example, counties can do outreach to staff and/or customers of Children and Family Services and employment programs. This outreach can include informing staff about how to refer individuals to apply for health coverage and the effort could also include more direct outreach to customers of those programs. This might include health coverage information in materials provided to emancipating Foster Youth and in follow-ups with former youth. 
· Connecting all to health coverage opportunities
Counties can consider implementing procedures for proactively asking each individual who contacts the agency if he or she would like to be screened for a health coverage program. This could be accomplished by offering this service to each individual who contacts the county by phone, e-mail, mail or walk-in for any reason. For example, if a CalFresh customer calls to ask a question about his or her CalFresh case, the county staff could ask the customer if he or she would like to apply for health coverage. It would be communicated to customers that applying for Medi-Cal is optional, but these efforts would provide individuals with additional opportunities to access health coverage and to ask any questions they may have about health coverage. 
Currently, in the case of Child Protective Services involvement when a child is removed from the home, the parents become ineligible for Medi-Cal after 30 days if there are no other children. If the parents’ case plan calls for mental health or drug treatment services, the counties may use their child welfare allocation to fund these services. Under HCR, however, many of these parents will remain eligible for health care coverage and their services could be funded by Medi-Cal. This also means that the community based service providers need to become certified to bill for Medi-Cal. It will be important to monitor these cases for eligibility changes if the child moves back into the home.
If the individual is not eligible for Medi-Cal, county eligibility staff will process the applicant’s eligibility for Advance Premium Tax Credit (APTC) and assist eligible individuals to select and enroll in a health plan. Applicants that are not eligible for either Medi-Cal or APTC will be offered assistance to sign up for private pay coverage through the Exchange. 
Conclusion

Counties play a key role in ensuring that individuals have access to services and it will be critical for each county to have staff training and business process development in place to support integration of health coverage programs with other programs administered by counties.
11. How will MAGI Medi-Cal, Non-MAGI Medi-Cal and Indigent Health programs be integrated into the current eligibility systems (SAWS)?

Purpose:
It is recommended that each county consider all health coverage programs, including County Indigent health services, when planning business process changes needed to implement Health Care Reform. 

Background:

Currently, counties administer Medi-Cal programs based on linkage and deprivation within a hierarchy.  Counties also provide Indigent Health services for individuals who are not eligible for Medi-Cal through CMSP/Path2Health, LIHP or other county-run programs for adults between the ages of 21-64 years, following the W&I Code 17000.

Beginning in January 2014, there will be a new hierarchy in health coverage programs, including a new budgeting method using the federal Modified Adjusted Gross Income (MAGI). The MAGI Medi-Cal income limit will be 138% FPL (133% + 5% disregard), with higher income limits for children. Below is a table of the MAGI Medi-Cal groups, introducing the new Adult category.

	MAGI
	Description

	Adults
	Individuals between 19 and 64 years of age 

	Parents
	Parents and other caretaker relatives with a dependent child (under 18 yrs and deprived of parental support due to absence, death, incapacity or unemployment) 

	Children
	Infants and children under age 19, includes Children’s Health Insurance Program (CHIP) also known as the Healthy Families Program

	Pregnant Women
	Pregnant and post-partum women 


“Non-MAGI” groups within the current Medi-Cal program hierarchy.
	Non-MAGI

	Anyone for whom the agency not required to make an income determination (e.g. SSI, federal Foster Care or Adoption Assistance recipients)

	CalWORKs recipients

	Individuals eligible on the basis of being Aged, Blind or Disabled (ABD)

	Individuals eligible as Medically Needy (AFDC-MN) with a dependent child and deprived of parental support due to absence, death, incapacity or unemployment 

	Individuals with Long-Term Care (LTC) needs

	Eligibility for Medicare Savings Programs (MSPs – e.g. QMB/SLMB/QI-1) 


Additionally, under the Insurance Affordability Programs (IAP), individuals will have the ability to qualify for Advanced Premium Tax Credit/Cost Sharing Reduction (APTC/CSR) to subsidize the purchasing of health coverage for those who are ineligible for Medi-Cal benefits. This program will be available for individuals with incomes between 138-400% of the Federal Poverty Level (FPL).  

County eligibility staff will use SAWS for both MAGI and APTC/CSR eligibility determinations functions. Behind the scene (invisible to county staff) SAWS will call on rules in the CalHEERS system to determine eligibility for both these programs. Case management for MAGI and Non-MAGI Medi-Cal programs will be administered by the counties using SAWS. APTC/CSR and private pay cases will be retained in CalHEERS and managed by Covered California.   

Guidance:
It’s important to think about these changes through two lenses: eligibility systems and business processes.

Many individuals receiving county indigent services will become eligible to the new MAGI Adult group. If these individuals are known to SAWS via CMSP/Path2Health or LIHP, they are anticipated to transition into MAGI Medi-Cal coverage effective January 1, 2014.  Much of this can be automated for those known to SAWS. There is an open issue regarding the timing of the transition for these individuals, and whether this will take place sometime between October 2013 and December 2013. There may be, however, some adults who are enrolled in the county indigent program and are not known to SAWS; therefore these records may not be included in the automated transition effort. Outreach may be needed to notify clients of the new program, which may be accomplished by your county health department. Also, some adults may not qualify for MAGI and would either transition to APTC/CSR or remain in the county-run Indigent Health program.   

· Eligibility Systems (SAWS)

A transition process will be developed for current Medi-Cal beneficiaries in SAWS to transition automatically to new aid codes for MAGI Medi-Cal. At redetermination, the family’s eligibility will be examined against the new rules. SAWS will interface with CalHEERS to run eligibility against the MAGI rules using case data entered into SAWS is development this functionality now. Under the new rules, the administrative renewal process will be initiated using an electronic verification process with federal and state databases in order to complete a redetermination without requiring information from the individual. MAGI is based on the federal tax code for income and the tax filing unit, rather than the family household. This differs from the current eligibility process for defining the number of people in a household since it will include the taxpayer, spouse, and any child/ person claimed as a tax dependent. In order to correctly evaluate MAGI household income, it will be necessary to gather information regarding the taxpayer and his/her tax dependents on existing cases.     

Factors to consider for training staff and data required to facilitate the transition from SAWS to CalHEERS for MAGI determinations:

· file clearance and case number assignments

· tax household members (MAGI) vs. Medi-Cal Family Budget Unit (MFBU)

· income and budgeting methods

· property determinations for most non-MAGI programs 

· program hierarchy and health coverage options   

Eligibility System Functions for MAGI and Non-MAGI

	Function
	MAGI Medi-Cal
	Non-MAGI Medi-Cal

	Application
	Entered into SAWS
	SAWS

	Verification
	Occurs in CalHEERS with results presented in SAWS
	SAWS

	Eligibility Determination (Rules)
	Occurs in CalHEERS with results presented in SAWS
	SAWS

	Case Management
	SAWS
	SAWS

	Renewal/Annual Redetermination
	SAWS
	SAWS


· Business Processes

Individuals who are APTC/CSR or MAGI Medi-Cal eligible may also meet a Non-MAGI Medi-Cal eligibility factor (e.g. disability, deprivation, linkage), and would be referred to the county for a full eligibility determination.  If eligible, the individual would be re-evaluated and transitioned into the appropriate Non-MAGI Medi-Cal program. These referrals will require additional follow up by county staff for gathering supplemental forms/verification for items, such as property. 

Households may be mixed with individuals determined eligible for different programs, such as families with parents on APTC/CSR and the children eligible for the Non MAGI Children’s group. Additionally, families or individuals may also be eligible to CalFresh or GA/GR benefits and there might be differences between MAGI tax-filing household members and CalFresh or GA/GR household members.  These differences may result in separate case serial numbers or companion cases and, depending upon county staffing arrangements, may be managed separately by program(s). 

Some individuals receive benefits through County Indigent programs (perhaps with a Share-of-Cost) however they may be enrolled in a system external to SAWS. These individuals may  not be included in an automated transition effort.  Outreach may be needed to notify these clients of the new programs.

· Public Outreach
· Transition notice requirements to LIHP clients or Path2Health clients - the state is still determining specifics and timing of these notices.

· Notification to remaining individuals in county indigent health programs not known to SAWS.

· Pre-Enrollment

The ACA requires that states allow families to pre-enroll for health care coverage for three months prior to when coverage expansions become effective on January 1, 2014 and  Advanced Premium Tax Credits (APTC) from October 1, 2013 through December 31, 2013, with their coverage beginning January 1, 2014.
Conclusion:

With the implementation of Health Care Reform, counties will need to consider impacts to business processes and system changes when preparing for the transition of Medi-Cal beneficiaries and recipients of Indigent Health programs, such as LIHP, Path2Health, and CMSP. New CalHEERS cases will be created for MAGI and APTC/CSR eligibles and data will be exchanged between SAWS and CalHEERS.  Additional information will need to be gathered in order to correctly determine MAGI eligibility using the tax code and will change our approach to ‘household composition’ for cases; this may impact a county’s approach to caseload management for cases that also have eligibility to other programs, such as CalFresh. Counties will be responsible for the case management and annual renewals for MAGI Medi-Cal and non-MAGI Medi-Cal beneficiaries. It is an open issue whether counties/SAWS will be involved in open enrollment beginning October 2013.
12. Is my county’s training capacity sufficient to address new and existing staff training needs?

Purpose:

California county human services agencies will provide first class customer service to individuals seeking help under the Affordable Care Act and will enhance local agency culture to effectively promote health care coverage and access to vital human services for all eligible persons.
It will be vitally important for all county staff to embrace the changes in county culture to make HCR successful. The current practice of providing medical assistance to families that have children who are deprived due to absent parent, unemployment or parental illness will be enhanced to include persons without children and working parents by providing health care options to all persons within the income limits (without consideration of assets) and the addition of referral for Health Insurance through Covered California.
Background:

CWDA is developing two major projects to address staff training, customer service and culture change. One involves guidance for counties to advance a culture of service, and provides alternatives for counties with regard to the cultural changes that will be needed for counties to be successful. Delivery of this information is expected in April, 2013. The information contained in the guidance below is intended as a starting place as counties approach these changes. The second major project that CWDA is working on involves developing core training curricula for county staff. The idea is to develop three curricula, T including: “Health Care 101” training which will provide general information about health care reform intended for all staff; in-depth training on MAGI Medi-Cal requirements and changes; and Call Center training about setting up or modifying call centers to meet the needs of HCR. Counties can use this curriculum to conduct training, as a base to build county specific training, combine efforts with other counties, and/or contract with training providers for this service.
Depending on the needs in your county, there may be a need for additional staff training on various aspects of HCR.
Guidance:
Training will be required in the following general areas, many of which could lend themselves to ‘train the trainer opportunities’. All staff who process Medi-Cal applications (Eligibility, Office support, Appeals staff, Supervisors and Managers) will require training to ensure that any staff who interacts with customers has the knowledge necessary to connect the customer to health coverage programs. Training will be required in the following general areas:

· Culture change - CWDA is currently developing materials to assist counties think through and implement the changes in business practices and culture required for implementation of HCR. The following represents an introduction to these elements. Delivery of CWDA’s product in this area is expected in April, 2013.

· Change in process from our current public assistance Medi-Cal process to enrollment in all available coverage, similar to Social Security for which anyone can apply and be eligible.

· Understanding of the definition of good service for each interaction with customers and clients.

· How to set expectations for all channels of communication (face to face, phone, email, online, etc.).

· Customer outreach

· Universal content, including but not limited to:

· New Terms and Definitions for all health coverage programs 

· Training in budgeting methods  based on Modified Adjusted Gross Income (MAGI) and current Medi-Cal income determination (Non-MAGI)

· MAGI eligibility methodology and requirements

· New Medi-Cal renewal process

· Advanced Premium Tax Credits

· Updated technology including new MEDS screens and what they mean, including interfaces for CalHEERS

· An overview of the approach to health coverage under the Affordable Care Act

· Measurement systems - how do we know we are serving our staff and clients well?

· Inter personnel/county exchanges, including but not limited to:

· How the county will interact with Covered California

· How the internet applications will be delivered to counties  (CalHEERS)

· Training and process for counties that interact with other counties’ call centers

· Establish organizational structures to support initial change & ongoing enhancements.

· County Specific training, including, but not limited to:

· New automation systems (CalHEERS and its interactions with CalWIN, CIV, LEADER and any other new automation systems, such as a data hub for verifications) to also include if the county has a call center for intake or other organizational process

· Possible coordination between smaller counties.

· The county’s new business processes and any applicable procedural changes.

· Training for trainers

· Utilizing tracking reports for Supervisors and Managers

· MAGI and Non-MAGI budgeting methodology for processing applications and renewals 

· Training for Help Desk personnel 

· IEVS and SAVE Matches

· Training for management and supervisor staff to include both on the new MAGI methodology and advanced premium tax credit

· Factors to consider for training staff and data required to facilitate the transition to CalHEERS for MAGI determinations

There are multiple options for training staff, including those mentioned above with regard to CWDA developed training. In addition, we anticipate that counties will train staff in-house, or coordinate with neighboring counties.  Counties in the UC Davis   Center for Human Services  may want to use their training days (contact Julie Gondry (jmgondry@ucdavis.edu) or Jann Donnenwirth (jdonnenwirth@ucdavis.edu) for additional information). Counties should also give consideration to determining hours needed to complete staff training, sufficient training space and equipment, etc.
Conclusion:
As with all things new, thorough and complete training is the key to the success of Health Care Reform and the change from the Medi-Cal we know today, to a coordinated service with high quality customer assistance and enrollment in all available coverage for all eligible California residents. Covered California applications will come in from numerous channels and trained staff will review income limits so that the applicant will be placed in the correct type of medical coverage. All county staff from clerical support to eligibility determination to management will need to be trained in the new programs so that the transfer from one service to another will remain seamless to the applicant/recipient.
13. Who will lead the change? i.e., is there a project manager, a business process re-engineering team, communications team, data readiness team, site preparation team, training team, etc.?

Purpose:

We recommend that each county develop an organizational capacity to organize and plan for the implementation of HCR to ensure a successful transition.


 Background:

An implementation plan specific to your county will help address the varied needs of your community. An Implementation Planning Template is included at the end of this document to help counties develop a plan.
In developing an implementation plan, there are a number of factors each county should examine. These factors are listed below and addressed in the remainder of the guidance for this question.
· Factors:

· Project Management
· Business Process Re-Engineering
· Communication/Outreach Plan
· Data Readiness
· Site Preparation
· Training
Counties may also discover specific issues that are unique to their individual jurisdictions that will need to be addressed. An implementation plan specific to your county will help address the varied needs of your community. An Implementation Planning Template is included at the end of this document to help counties develop a plan.
Guidance: 

The CalHEERS project has provided funding for each county to support three staff leads (called Single Point of Contact or SPOC). One of these is a Change Leader.  Counties may want to use the CalHEERS guidance as a starting point for thinking about this role for the overall HCR implementation effort.  (See Guidance regarding Roles of Counties and Covered California earlier in this document for additional information)

In the CalHEERS model a Project Manager acts as the liaison between the County, the state agencies, automated systems, and vendors. This task and role is critical throughout all of the implementation stages. Following are suggested tasks for the Project Manager/Change Leader:

· Identify key county managers and staff that will play a role in implementation activities, such as: Public/private health clinics; Local managed care plans; County hospitals; County behavioral health plans/clinics.
· Schedule regular briefings for key executive staff throughout implementation
· Identify key county stakeholders and contacts in other county programs and departments affected by the implementation of HCR eligibility activities
· Provide expertise on current activities related to HCR implementation
· Ensure that all task areas are staffed appropriately at all times
· Address policy and procedural questions, oversee the workflow and escalate issues to the appropriate entity
· Work with support staff from vendors, other agencies and key partners to assist with and address gap analyses
· Act as the single point of contact for receiving and disseminating communications regarding HCR implementation
· Qualities of a Project Manager:

· Enthusiastic supporter of enrollment in all available coverage
· Knows the work
· Can use data and extrapolate
· Can gather data
· Is a good communicator
· Is a good listener
· Knows department and county systems
· Knows the community
· Can get things done
· Can set priorities and change priorities when needed
· Is decisive
· Questions to consider for the Project Manager:  

· Should the tasks be spread among a managing team? Pros and cons. 

· Is this an extra help assignment?

· If you are contracting with another county for call-center services, are your contract staff aware and included?

· A Business Process Re-engineering Team reviews existing business processes, organization, and workflow, and works with appropriate staff to assess and implement any changes to these areas as needed.

· Develop a model for as-is, to-be and gap analysis.
· Ensure that the right people are represented (do you need to include IT? Fiscal? Office support? Policy staff) in your Re-engineering Team? We recommend that any Unit affected by the changes be represented.
· Ensure that the people on the committee know the current processes
· Determine whether there are processes that go beyond the department that must be included? How will those be addressed?
· Identify your stakeholders and ensure they are included or informed
· Establish timeframes (Track and identify milestones.)
· Identify the review and sign off process
· Ensure enough time is allowed for review and sign off processes
· Identify and document contingency planning
· A local Communications and Public Outreach Workgroup develops communication tools for:

·  Internal communication ( staff and department stakeholders, labor organizations): 
· External communication (clients, Health Departments, Hospitals, clinics and advocacy programs, general public)
· Board of Supervisors, CAO, etc.
· Rumor Control
See Guidance question #16 for more information on a communication plan.

· Data Readiness:

Typically, a Data Readiness Workgroup coordinates with the state and local partners to assure that the county infrastructure is ready for implementation, that any data conversion requirements have been met, that new processes are established to integrate eligibility determinations for HCR with other county operated assistance programs, and that necessary staff training is scheduled and completed.  In this case, needed case data will be transferred between CalHEERS and SAWS via the electronic Health Information Transfer (eHIT) interface, which was leveraged from the eICT (Inter County Transfer) interface. In addition, User Acceptance Testing (UAT) will be handled by each SAWS system with a dedicated team which includes county representation.

While there are still a number of outstanding details being discussed, and business, policy and technical risks are being assessed, the following processes have been determined:

· The SAWS systems will request the determination for MAGI Medi-Cal from CalHEERS.

· Once a call is transferred to the counties, the county staff will help that client with all their questions, including assisting them with selecting their APTC plan selection and enrollment (details concerning this system interaction are still in development)

· The details of the interaction between CalHEERS and SAWS (eHIT) are described in the CalHEERS Business Service Document.

The Project Manager (or Change Leader) is responsible for oversight and coordination of any data readiness activities determined necessary for HCR Implementation.
· Site Preparation:

A Site Preparation Team coordinates site preparation with stakeholders, monitors the organizations participating in the site preparation activities and helps verify that the sites are prepared on schedule according to identified needs associated with changed business processes. (See Guidance for Questions 5, 6, 7 and 9 for additional information)

While there are still a number of outstanding details being discussed, and business, policy and technical risks are being assessed, the following processes have been determined:

· The SAWS systems will request the determination for MAGI Medi-Cal from CalHEERS.

· Once a call is transferred to the counties, the county staff will help that client with all their questions, including assisting them with selecting their APTC plan. (Details concerning this system interaction are still in development.)

· The details of the interaction between CalHEERS and SAWS (eHIT) are described in the CalHEERS Business Service Document, which is still being finalized.

Site preparation activities will be dependent upon the final details of the SAWS and CalHEERS interactions.

· Training:

A Training Team assesses the need for and coordinates all staff training associated with the implementation of HCR. This includes any new system requirements, business processes, operational procedures and workflow changes. The Training Team may also develop local training guides and workbooks, and conduct necessary trainings. Please see Guidance question 12 in this guide pertaining to Training.
14. What should I do to establish coordination and collaboration with my local Health Department, other community partners and navigators/assisters that Covered California will use to help applicants?

Purpose:

It is recommended that each county coordinate its Health Care Reform efforts with its local Health Department and other stakeholders to ensure that individuals have better access to health care.  

Background:

Collaboration with local stakeholders is important to ensure that individuals in your county have better access to health care, including improved preventative care.  Collaboration will help to ensure that all local partners are aligned in terms of outreach, messaging, enrollment, and services to members of your community.  

Guidance:

Unless your agency includes both health and human services, it is recommended that counties coordinate the implementation of health care reform (HCR) with their local health department. This is important to ensure that there is no duplication of efforts, confusion of roles, or miscommunication with clients and/or other HCR stakeholders.  

Set up regular meetings with your local health department official(s). The following are suggested topics to discuss, come to agreement on, and develop a charter or plan around:
· Role Definition
What is the role of HCR for the social services agency and the health department?

· Social Service agency roles:  

· Eligibility

· Coordination with CalHEERS

· Possible Health Department roles: 

· Manage common stakeholders

· Support application assistance and Medi-Cal transition for medically needy uninsured adults

· Mutual roles:  

· Outreach with a common message and marketing materials 

· Stakeholder engagement

· Participate in each other’s advisory/steering committees for HCR planning  

· Exchange email distribution information.

· Coordinate the transition of the LILHP population to Medi-Cal
· Collaboration

Collaboration between social service agencies and health departments should be coordinated and intentional in order to best share information and assist applicants and consumers.  

A model to do this might include an HCR advisory or steering committee in each agency with representation from the other agency. Regular face-to-face meetings are the most effective way to collaborate. 

Internal stakeholders to include in a social service agency advisory/steering committee might include representatives from:

· Director or designee

· HCR Project Manager

· SAWS/CalHEERS 

· Medi-Cal 

· Other impacted programs, including but limited to:

· CalFresh

· CalWORKs

· Child Welfare Services, foster care

· Fiscal 

· Staff development

· Public information/media/outreach

· Fraud

· Health department 

Some activities to consider demonstrating collaboration between the social service agency and the health department might include:

· Assist in the hiring of staff for HCR in either agency by participating on hiring/interview panels.  

· Develop mutual outreach material with common messaging/marketing materials (no wrong door).  

· Develop a common glossary of terms.  

· Develop a common timeline.  

· Conduct joint presentations to the Board of Supervisors on the status of HCR implementation.  

· Conduct shared stakeholder meetings, including staff from both the social service agency and the health department.

· Stakeholders

Counties should ensure that they effectively engage a broad range of stakeholders to inform policy development, be transparent, shape HCR implementation in their county, and build and sustain partnerships.  

There are internal stakeholders (both in the social service agency and the health department) and external stakeholders.  

Stakeholders might include the following:

· Social service agency staff

· Health department staff

· Behavioral Health department staff

· Elected officials

· Labor

· Employers

· Consumers

· Application Assisters and Navigators (see more information below)

· Health insurance providers

· Medi-Cal Managed Care plans

· Hospitals

· Clinics

· Health care providers

· Advocacy organizations

· Education representatives

· Non-profits

· Faith-based organizations

· Tribes

Stakeholder Engagement Process – some activities that might be helpful to share information and glean input from stakeholders regarding the implementation of HCR include, but are not limited to, the following:

· Advisory groups

· Public meetings

· Panel presentations

· Website of local planning activities

· Sharing reports or plans

· Email distribution list to share information

· One-on-one meetings and presentations

· Workgroups to gather information on specific topics

· Webinars

· Navigators and Assisters

Assistance delivered through trusted and known channels will be critical to ensure that as many individuals as possible are enrolled in and retain affordable health insurance.  Assisters and Navigators are trained, certified and registered with the Exchange in order to enroll individuals in Exchange programs. Covered California will be recruiting and training navigators and assisters. Only those assisters that are designated as Navigators will be compensated by Covered California.  

The Assister/Navigator program was designed to reach underserved populations - low income, non-English speakers, etc. Their role is outreach, education, as well as enrollment.
Counties may also wish to coordinate information with Cal-Fresh outreach groups and tax preparation staff (VITA and for profit) organizations, as they will be a major source of information for individuals eligible for subsidies and Medi-Cal.

Counties may want to consider:

· Encouraging community organizations to sign up

· Connecting with community organizations who do sign up

· Meeting and communicating with the navigators and assisters in their county

· Including navigators and assisters in stakeholder groups

For more information, please go to the Covered California website at http://www.healthexchange.ca.gov. 

Conclusion:

Collaboration with local stakeholders, especially the local health department, is important to ensure that individuals in your county have better access to health care, including improved preventative care. Collaboration will help to ensure that all local partners are aligned in terms of outreach, messaging, enrollment, and services to members of your community.  

Some counties may experience challenges when reaching out to other organizations.  If this is your situation, be the one to reach out and be persistent. If you share common partners, utilize their assistance to bridge the gap. Have a common goal and relay the message that coordinated services will result in better access to health care, better preventative care, and reduced trips to ERs, thereby reducing health care costs and improving services. 

County goals for health care reform are mutually shared between the social service agencies, the health departments, and other organizations
· Enrollment in all Available Coverage
· No wrong door
· High quality customer service
· Coordinated service
15. What strategies should I use in addressing Labor involvement?

Introduction:

Health Care Reform will require human service agencies and their employee unions to have a shared vision of the operational and culture changes needed for successful implementation. Therefore, it is recommended that each county engage their local unions to ensure they are aware of the impact health care reform will have on the workforce and to seek their perspective in how to best present the coming changes. 

While state and federal law ultimately govern negotiations counties will have with labor unions regarding certain changes in work structures, involving labor representatives and eligibility staff in the discussions of how to adopt best practices and achieve the necessary culture change is an important component of ensuring a successful implementation of HCR.

Purpose:
It is important to involve your unions for the following reasons:

· Labor is your partner and their early involvement ensures buy-in to process and procedural changes that might derive from implementation efforts.

· The Union can help with the culture changes that will be necessary in implementation of healthcare reform as “insurance” rather than as a public assistance program.

· If involved in the development process, your Union will more likely be vested in key components such as: 

·  the performance measurement criteria, and

·  training required of staff in the transition 

· The union might also be able to assist in development of training processes and might have funding to contribute to help offset training costs.

· The Union can be an ally when addressing issues with the advocate community, special interest groups and others.

· Should it be determined that new tasks are required; the Union can join forces with counties in seeking additional funds.

Guidance:

Union involvement can be formalized under an existing labor-management committee, or a specialized labor-management group can be formed to deal solely with Health Care Reform (HCR).  

· When should you notify unions of changes?

You should work with your Human Resources director to notify unions immediately of the fact that your department will have to make changes to comply with the requirements of HCR. Even if you have not determined what changes you will make, it is important to reassure the unions that they will be kept informed and consulted before you implement.
·  When should you begin meeting with the unions?

Whether to begin meeting before you have a clear understanding of the potential workforce impact is a local decision and might depend on your existing relationship with your union. However, it is important to make connections early about the process to be used, and to maintain open lines of communication to avoid creating confusion over pending changes. Counties with existing monthly Labor Management meetings can use these meetings as a vehicle to ensure the union is aware of the scope of the legislation and generally what changes are coming. Those without such meetings may want to establish informal meetings to share the information. As things progress, more detailed meetings can be scheduled together. 

You should allow sufficient time to meet before the date you intend to implement.  Remember that this is not a small set of changes, so more time will be necessary than for changes involving small numbers of cases or isolated (rather than system-wide) operations. Substantial changes to tasks and workload will likewise require additional time to work through.
· What information should be provided to the unions?

In addition to providing information via meetings described above to partner with unions and eligibility staff in making decisions about needed changes, unions have a right to the information necessary to allow them to negotiate or meet and consult meaningfully with management. They are likely to ask questions such as:   

· What classifications are involved 

· How many employees in each classification will be impacted

· Whether there will be changes to work schedules and/or locations

· What changes in duties are planned

· What kind of training will be provided to help employees adapt

· How much in financial resources you have allocated to this endeavor

At the point where negotiations are initiated, the following information may be helpful:

· What issues must be negotiated?

Management has the right to decide what level of service is to be provided to the public. This means that you can decide what programs you will offer, where the employees will be located, and what hours you will be open. What you have to negotiate is the impact on employees: how it is determined who goes to what location, and who will work which days and shifts. This can vary based on what is already in your county’s bargained agreement. Some counties will have to negotiate more issues because of what is already in their contracts.
· What is required for negotiations?

Notify your Human Resources department as soon as possible of what you plan to do. They will know what is required under your local employee relations ordinance or resolution, which is authorized to negotiate for your jurisdiction, and what your role will be in the negotiations process.

In general, negotiating in good faith requires that you:

· Meet promptly upon request and continue for a reasonable period of time to exchange information, opinions, and proposals 

· Endeavor to reach agreement on negotiable subjects

· Put the agreement in writing

However, even on issues that do not require negotiation, such as reassignment of large numbers of employees from one program to another, it is advisable to notify the union and offer to consult with them.

· Will following these procedures preclude the union from later filing grievances or unfair charges?

No. Unions can file charges any time they believe there has been a violation of the collective bargaining agreement, or if they believe you are committing an unfair labor practice as defined under the law. However, providing a steady flow of information and meeting, as needed, will reduce the likelihood of grievances. 

Conclusion:

Union support is essential to successful implementation of Health Care Reform. By providing unions sufficient information to make an informed contribution, regularly discussing their ideas and addressing their concerns, and making changes to your plan when they have raised valid objections you will reap the benefits resulting from the positive labor relations established. 

16. How and to whom should I communicate about my Department’s involvement in HCR?

Introduction:
Communication is key in implementing program and process changes. Your staff, the advocate community and the general public are very interested in the full implementation of the Affordable Care Act.  
Purpose:
Ensuring a comprehensive communication plan is in place will reduce confusion, enable staff to process more information in the same amount of time, reduce costly intervention, control the Department’s reputation and reduce stress.
Background:

The introduction of any new major service requires communication among staff, Boards of Supervisors, current clients and the general public in order to ensure common knowledge of the changes and manage expectations. Contacts with local advocate groups should be leveraged to take advantage of their outreach capacity. In addition, the utilization of social media offers new opportunities for outreach and communication. Every contact with the public is an opportunity to form an impression. Development of a communication plan is essential to controlling the message for successful implementation of HCR. 

Guidance:

Develop a Communications Task Force to ensure all Departmental communications have a central source for information. This group should develop and execute a communication plan to:

· Articulate manage expectations
· Identify key messages ;
· Work with the press to advertise the availability of assistance from and the role of Human Services in HCR;
· Identify active communication methods – press releases, e-mail blasts, events, etc.;
· Identify passive communication methods and tools, such as educating the front desk, phone staff and others to answer questions, developing cheat sheets, talking points and Qs and As for staff; 
· Communicate leadership’s expectations for customer service to staff; 
· Determine the frequency of communication, along with the county roles and responsibilities. 
· Develop contacts with your local advocate groups to help coordinate outreach. (For example, your local advocate groups may assist you with the scheduling and presentation of town hall meetings or informational forums for the community.) 
· Incorporate Covered California communication strategy into the local plan. 
· Market alternative application methods to customers, such as online, phone and mail-in to increase choice, advance access to coverage, and reduce the need for office visits.
· Encourage customers to use the department’s technology including the IVR systems to inquire about the status and receive updates about their process electronically.  
· Engage contractors, CBOs/FBOs and other agencies in referring potential applicants to the online tools. 
· Make available on the county website, Facebook and/or Twitter, information on enrolling via non-county Navigators and Assisters and using online tools.
· Engage staff in explaining health coverage advantages to uninsured customers.
A copy of the recent Sonoma County Human Services Department’s Mandatory Time Off Communication Plan is included as Attachment C as an example of a successful communication strategy.
Conclusion:
Efficient and effective communication strategies are essential in managing expectations and reducing confusion during the implementation of HCR. By developing a communication strategy, Directors can reduce inquiries from the public that will take workers away from the task of enrolling clients in health care coverage, and contribute to a lower level of job stress for all staff.

� Jacobs, K, et al. June 2012.  Fact Sheet: Predicted Exchange Enrollment with Subsidies under the Affordable Care Act: Regional and County Estimates. Available at: http://laborcenter.berkeley.edu/healthcare/aca_fs_exchange.pdf


� Figures in shaded boxes are estimates calculated by the author. Figures in bold are from Jacobs, K, et al. June 2012. Figures in blue are from the US Census, available at: http://quickfacts.census.gov/qfd/states/06/06037.html
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