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May 4, 2010
The Honorable Mark Leno

Chair, Senate Budget Subcommittee No. 3 

State Capitol

Sacramento, California 95814

 Re: California Children’s Services (CCS) Program

Dear Senator Leno,

We are writing on behalf of the Children’s Regional Integrated Service System (CRISS), a collaboration of family support organizations, pediatric hospitals and physician organizations, and county CCS programs in a 25-county Northern California region, regarding your May 13 hearing on the CCS program.  As you know, the CCS program ensures that low-income children who have serious and/or chronic medical conditions such as prematurity, cancer, sickle cell disease, cystic fibrosis, and congenital heart disease obtain access to timely and appropriate pediatric specialty care.  The CCS program is a partnership of the state and counties; the state establishes standards for pediatric facilities and providers, creating and overseeing the regionalized system that ensures that children are directed to physicians and hospitals with the pediatric expertise to treat children with rare and complex conditions.  All program operations, such as eligibility determination, authorizations for services and care coordination activities, are handled at the county level, except for low-population counties, for which state regional offices determine medical eligibility and approve or deny service authorizations.  

For more than a decade CRISS has worked to identify the ways in which the CCS program works effectively and to strengthen those characteristics; we also identify the ways in which the program does not function effectively and work to develop solutions.  We have a successful track record in both regards and have been cited as an effective organization in a number of reports looking at the organization of services for children in the CCS program.  For example, recent reports on the CCS program have noted that the CRISS region is more effective at reducing problems with CCS such as inter-county variation in eligibility and authorizations.  CRISS has formulated a number of recommendations we believe would make the CCS program more efficient and already has communicated many of these recommendations to the state.  Some of our suggestions have been implemented (e.g. granting broader authorizations authority to children's hospitals under a current pilot project in the CRISS region); other ideas were initiated but shelved because of the state budget situation and its resulting state CMS staffing shortages; and other recommendations are awaiting response from the state.  
CRISS is represented on the state’s 1115 Waiver CCS Technical Workgroup and we appreciate the state being open to new and creative ways to organize health care delivery to CCS-enrolled children through specific pilot projects.  However, regardless of what happens with potential CCS pilots, it is absolutely vital that the state maintain a well-functioning CCS program that can continue to maintain and update state standards of care and identify and enroll CCS-eligible children, develop their treatment plans, and authorize and manage the pediatric care they require.  The state’s budget crisis has resulted in significant underfunding of state and local CCS program administration, which already was extremely lean.  Reductions in state staffing have led to delays in eligibility determinations and service authorizations, particularly in the Sacramento Regional Office that serves many of the dependent counties in the CRISS region.  Delays in the issuing of service authorizations by the office have reached the four to six month range, resulting in unacceptable delays in access to care for children and delays in payments to often cash-strapped providers.  In addition, the CMS Branch Chief position has been vacant for over a year, which has hampered the program’s ability to respond to these and other challenges.
CRISS believes that there are short-term, low-cost changes that the program could implement fairly quickly that would strengthen and streamline the program and reduce administrative delays and inefficiency.  Our recommendations are summarized below, beginning with two strategies to reorganize CCS administration that could yield real efficiencies:

 

· The state should pursue implementing Hospital Liaison Teams. These Teams would be a regionalized approach to eligibility and authorizations, with a team of county CCS staff based at high-volume CCS providers such as children's hospitals.  CCS Liaison Teams would have the authority to make medical eligibility determinations and issue service authorizations for children treated at these hospitals, regardless of the child’s county of residence.  We recommend that the state pilot the on-site Teams at one or more children’s hospitals and analyze the degree to which the Team reduces administrative time, including relieving administrative pressure on the state’s regional and county offices, and reduces variations in eligibility determination and authorizations.  Children’s hospitals in the CRISS region have expressed interest in participating in this strategy.

· The state should consider permitting interested independent counties (i.e. larger, more populous counties that handle all local CCS administration) to volunteer to assume authorizations and case management for one or more neighboring dependent counties (i.e. smaller counties that typically don't handle their own care authorizations).  This step would reduce the burden on the regional offices that currently handle case management for dependent counties and could capitalize on economies of scale by utilizing medical case management staff in the larger counties.  As noted above, the Sacramento Regional Office is now responsible for case management for dependent counties in the CRISS region (Northern and Central California), but it is significantly understaffed and is four to six months behind on service authorizations.  Implementing this approach would require shifting some funding from the Regional Office to the larger, better staffed counties that could absorb case management responsibility for their smaller neighbors.  Cost neutrality would be a fundamental premise.  Several independent counties within CRISS have expressed interest in participating in this kind of approach.  

 

CRISS also recommends that the state consider a number of program changes that we believe would make CCS administration more efficient and effective.  The following is a brief sampling of suggested changes; we have a more extensive list of recommendations concerning the reorganization of CCS processes that we would be happy to share with you.

· The state should conduct a root cause analysis of work flow and administrative processes in its regional offices.  CRISS has identified a series of administrative problems at the Sacramento regional office that we think could be addressed by this kind of analysis and by consultation with those independent counties that appear to be handling large volumes of eligibility and authorizations efficiently.  CRISS would be pleased to contribute its expertise and recommendations for changes to the state as it undertakes the analysis. 
· The state should expand authority for some service authorizations to high-volume CCS providers.  For example, an easily implemented step would be an expanded time horizon for hospital/physician service authorization requests (SARs) for “frequent fliers” (i.e. children with serious chronic conditions who are very frequent users) so that the SAR doesn’t have to be modified for each new hospitalization.  Many independent counties in the CRISS region already open cases of “frequent fliers” to allow the SARs for these patients to apply for longer periods of time and report this approach works well.  This strategy would reduce unnecessary paperwork for both CCS and providers, and should be implemented statewide, including in dependent counties whose authorizations are handled by regional offices.
· The state should reduce bureaucratic obstacles to claims and payment.  Two potential strategies include allowing electronic claims for medical supplies that now require paper claims with paper attachments and permitting counties to stamp approvals on claims older than one year rather than sending them to the regional offices.  The first suggestion would make the claims process easier and more efficient for the shrinking group of vendors of medical supplies participating in CCS and reduce administrative time at the state as well.  The second efficiency would reduce the administrative burden on the regional offices; any state concerns about counties inappropriately approving these claims could be addressed by targeted post-audits.
· Finally, CRISS continues to recommend strongly that the EDS/Medi-Cal protocol for detecting errors in claims be changed to require review of the entire claim for errors before the claims are rejected.  EDS (Electronic Data Systems, the outgoing Fiscal Intermediary) is the claims processor for all Medi-Cal claims, including CCS, which is a small sector of total claims but a highly specialized population with benefits that exceed typical Medi-Cal coverage.  Current EDS  procedure has been to reject the claim after an initial review identifies the first major error, resulting in claims being reviewed, rejected and re-submitted, sometimes numerous times, before providers are paid; sometimes the process of review, rejection and re-submission results in delays that ultimately render the claim out-of-date and unable to be paid.  This claims barrier exists for all claims processed by EDS, but the impact is magnified for CCS claims because of their specialized nature and often high dollar amounts.  We note that a contract with a new Medi-Cal Fiscal Intermediary could require that the new FI correct this problem.  In addition, the state could require the new FI to develop a unit dedicated to processing CCS claims, staffed with individuals who have the expertise to troubleshoot problems with local CCS programs and providers.  We believe that this change could make a real difference in provider satisfaction and retention.
We would be very pleased to discuss with the Subcommittee additional approaches to make the CCS program more efficient and effective.  Please contact the CRISS project director, Laurie A. Soman, at Lsoman6708@aol.com or 510-540-8293, if you would like more information on our recommendations.

Thank you for your consideration.  We look forward to working with the Subcommittee towards a more efficient and effective CCS program.
Sincerely,
CRISS Steering Committee

Erin Aaberg Givans, Children’s Specialty Care Coalition

Joan Crook, CARE Parent Network

Chris Dybdahl, Santa Cruz County CCS

Louis Girling, MD, Santa Clara County CCS

Al Goldberg, MD, Marin County CCS

Ana Reyes, USCF Children’s Hospital

Tara Robinson, Family Voices of California

Ellen Strunin, Alameda County CCS
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