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BENEFITS OF CARE COORDINATION . . .
CONNECTS THE RIGHT PEOPLE TO THE RIGHT SERVICES
Health plans unite various community partners and Medicaid Members to address
community needs
•

Work with hospitals to identify individuals discharged from emergency room
settings, place them into pre-allocated temporary housing, and engage them
in ER diversion programs

•

Secure respite care for members who need additional support and housing
after a hospital discharge

•

Provide extermination services to individuals who have bed bug or some
other insect infestation in their homes

•

Embed care coordination staff in facilities who reach out to members with
substance use disorders and connect them to services like Medicaid Assisted
Treatment and peer coaching

IMPROVES WOMEN’S HEALTH
Health plans partner with community organizations and other providers to:
•

Initiate navigator programs for women experiencing abnormal mammograms
to ensure they receive the appropriate medical response and follow-up

•

Take pregnant women to their appointments, which saves time and helps
them adhere to care plans

•

Review women’s health issues in order to build bridges to substance use order
service providers, community resources and support groups, preventative care
services, and wellness programs

Women’s Health

SAVES LIVES
Health plans employ rigorous care coordination tools that monitor controlled substance utilization and combat
drug seeking behaviors that:
•

Monitor the number of controlled substances an individual is prescribed, the number of prescribers,
and how many pharmacies are filling their prescriptions

•

Assign individuals who display potential over-utilization to a single prescriber and pharmacy, to ensure
their controlled substance utilization is medically necessary

•

Help providers to more closely monitor a patient that has modified a prescription

•

Re-evaluates whether an individual should continue to be assigned to a single prescriber and pharmacy

•

Share information regarding over-utilizers with other health plans and the Department of Healthcare
and Family Services
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REAL EXAMPLES OF CARE COORDINATION
CONNECTING PEOPLE TO THE RIGHT SERVICES
Mentally ill homeless woman finds a job and apartment

Transportation services to get behavioral medications

A 58-year-old female with schizoaffective disorder, anxiety,
depression, high blood pressure, and a recent head trauma
was unemployed due to her illnesses.

A 57-year-old female member with significant behavioral
health history refused ongoing contact with her Care Manager.

When she began working with her Care Coordinator she was
staying in a homeless shelter. She historically struggled with
taking medications and following her care plan because she
believed the providers were trying to hurt her.
Since working with her Care Coordinator, she moved into her
own apartment and agreed to a treatment regimen including
monthly shots to deal with her psychotic symptoms. Her Care
Coordinator worked with her during care plan reviews to
discuss her improvement since medication became stable.
The member has been living on her own for over a year and is
participating in services with the Association of Individual
Development. She also attends weekly groups and meets with
her Care Coordinator regularly. The Member has not had any
hospitalizations for several months and is beginning to have
relationships with her family again.

Despite her refusal, the Care Manager continued to call and
check on her. When the member did answer she reported she
had run out of her behavioral health medications and was
starting to feel confused.
The Care Manager knew the woman needed her medications
quickly but the member did not have access to transportation
and she could not afford the delivery fee or have a credit card
required for payment.
The Care Manager explained the situation to the pharmacy
staff. They reviewed her medication profile, filled all her
medications and the manager delivered them to the member’s
home. The Care Manager also explained additional resources
for non-medical transportation to daytime support programs.
Instead of spending the weekend in the ER, this member was
able to remain at home with her family.

SAVING LIVES
Understanding cancer treatment
During a routine exam a male MMAI member learned
that a nodule on his lung had grown a full centimeter
since his previous test and the physician needed to do a
biopsy to find out what it was. The member decided to
refuse the biopsy. The Care Manager talked to him about
his fears and made sure he understood his options and
the potential outcomes if the nodule was cancerous and
went untreated.
Eventually he consented and unfortunately discovered
the nodule was cancerous. He immediately began
radiation therapy and the case manager contacted him
regularly to offer encouragement, education and
support.
The member finished his treatments and his last MRI
was clean, the nodule no longer present. The member
was naturally thrilled and very appreciative of his Care
Manager who acted as his sounding board and helped
him make his own health care decisions.
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Knowing medications
During a wellness call the Care Manager learned a 78year-old female member stopped taking her Furosemide
because she was confused about which medications to
take. The member was diagnosed with CHF and
prescribed several medications after her last visit with
her cardiologist.
Given the member’s condition, the Care Manager knew
not taking the medication could exacerbate the CHF so
she contacted the cardiology office to clarify and confirm
all medications where she learned the member had been
taking the wrong medications.
The Care Manager educated the member on signs and
symptoms of her condition and explained when to
contact the doctor if her condition worsened. This Care
Manager believes if she had not reached out and found
the discrepancy, the member would have been
hospitalized with an exacerbation of CHF.

INNOVATIVE PROGRAMS TO IMPROVE MEMBER OUTCOMES
Intensive Case Management (ICM)
Provides direct case management services to high complexity behavioral health members. Services include case
management, transportation, psychiatry, medication monitoring, benefit advocacy, residential treatment and crisis
stabilization as well as a housing component of transitional or recovery housing to support member stabilization.
After year one we’ve seen a reduction in behavioral health admissions, higher member engagement, consistent
medication compliance and members linked with CD RTC treatment including detox, RTC and recovery housing.
OUTCOMES:
35 year-old female with bipolar disorder and a history of
cocaine/opiate/cannabis use

A 51-year-old male struggles with major depression, alcohol
dependence and physical health issues related to alcoholism.

Medical concerns: back pain, history of foot surgery following
injury and peptic ulcers.

Psychosocial concerns: Several failed linkages to resources in
the past. Member is precariously housed, living with his sister
and her family, afraid to leave the house because he knows
he can relapse.

Psychosocial concerns: unstable housing, recent incarceration
and recently the victim of mugging. Member is an unreliable
reporter, guarded and can be difficult to engage.
In 2018, member had 18 BH IP LOC admissions

Member has 17 BH IP LOC and medical detox admits in 2017
alone.
Current State:
Completing a 28-day CD RTC program. Upon his discharge, he
plans to step down to recovery housing to work on
employment and permanent housing while maintaining his
sobriety.

Current State:
Last discharge 09/11/2018. Week of 10/08/2018, member
appeared less symptomatic, expressed gratitude to this CC
and intent to work on stabilization.

Embedded Transition of Care coaches
By working closely with hospital discharge planners and members, transition of care coaches
can help reduce the gaps in care that occur in the transition between healthcare settings,
improve member compliance with needed medical treatment after their hospitalization, and
alleviate delays in follow-up care.
Transitioning to a Long-term Care facility
A widowed, 78-year-old female member who is vent dependent with a tracheostomy, was transitioning to a new long-term care
facility but her family lacked knowledge of her benefits, community resources and her medical equipment needs. Before moving into
the new community, the Care Manager assisted the nursing home in ordering the necessary equipment and provided the home with
a list of in-network durable medical equipment vendors for oxygen, tracheostomy supplies/tubing, bed, and bedside commode.
In an effort to decrease the member’s hospitalizations, the Care Manager educated the nursing home social worker and the family
on how to use the medical equipment to help treat the member’s needs. She also gave the family and facility her contact
information and explained how/when to contact the home health nurse, primary care physician, and equipment help line.
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INNOVATIVE PROGRAMS TO IMPROVE MEMBER OUTCOMES
Care Coordination POD model
(Enhanced integration between BH and PH Care Coordination)
Allows for consistent networking with care coordination staff involved with mutual members for sharing of co-managing
resources and support. Speakers and presentations shared statewide resources to benefit all PH and BH CC teams.
Content presented to POD group during 2018 included:
o

Women’s Center for Violence and Abuse (Director of Agency)

o

Warm Line/Crisis Line (Manager of Agency)

o

Adult Protective Services (Lead APS staff)

o

Opioid Use/Impact (State Police Drug Force)

o

Pharmacy Updates (Pharmacy Manager)

o

Anti-Psychotic Med Rejects/process to assist member

o

Chronic Disease information

o

Resources and provider availability –region specific.

Adult Protective Services – Staying independent and healthy
A Vietnam Veteran with hypertension, glaucoma, sleep apnea, lower back muscle spasms, arthritis and a bi-lateral
shoulder fractures missed an appointment and never picked up his medications from the pharmacy. The member’s
sister was his primary care giver and called the Care Manager to ask for help caring for her fiercely independent
brother.
The Care Manager met with the member and his sister at his home. He lived in a dilapidated building without a working
heating or cooling system but he refused to move and insisted he could make the necessary repairs to the building. The
member and his sister did not understand the extent of the health and safety issues with the member’s living conditions
on his overall health.
The Care Manager informed them she was required by the state to report his living conditions to Adult Protective
Services. The member became very upset at the thought of losing his home so the Care Manager called her supervisor
for direction on next steps to help the member.
Two days after the visit, the Care Manager called his sister and learned the member met with his VA doctor and picked
up his prescriptions. She even escorted him to the VA, CEDA, and the Alderman’s office to obtain help with renovating
his home. She even convinced the member to stay in her spare bedroom, until his home is renovated. The Care
Manager continued to follow up with the sister to check on his progress. The member and his sister thanked the Care
Manager for her advice, resources, education, and gentle push to help the member.
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QUALITY COMPARISON

ILLINOIS 2012 FEE FOR SERVICE QUALITY COMPARISON TO 2017 MCO HEDIS MEASURES
IL FFS
CY2012
Percentile

Measure

MCO 1
CY2017
Percentile

th

95 (IMAHPV)

HPV - immunization

10

th

66.67

CIS - Combo 3 – childhood immunizations

10

th

50

th

<5

IMA - Combo 1 – Adolescent immunizations

<10

th

90

th

PPC-Prenatal

<10

th

75

W15 –Well Child Visit before 15mo

75

th

W34 – Well Child 4 , 5 , 6 years of life

25

AWC – Adolescent Well Care

MCO 3
CY2017
Percentile

MCO 4
CY2017
Percentile

50

th

>90

th

th

25

th

>25

th

75

th

50

th

>50

th

th

10

th

25

th

>50

th

90

th

66

th

75

th

>25

th

th

75

th

75

th

50

th

>50

th

25

th

75

th

50

th

50

th

NR

FUH – 30 day

10

th

50

th

5

25

th

<10

th

BCS – Breast Cancer Screening

10

th

50

th

66

th

10

th

>25

th

Chlamydia Screening

25

th

50

th

66

th

50

th

>50

th

th

th

th

Health Plan Score Color Code
Green - above the baseline
Black - same as the baseline
Red - below the baseline
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th

MCO 2
CY2017
Percentile

th

MEDICAID MANAGED CARE CONTACT INFORMATION

Aetna Better Health

Government
IAMHPIAProvider
Relations
Relations
Larry Lewis
609-278-4960
LewisIIL@aetna.com

Blue Cross Blue Shield

Patrick Besler
217-541-8059
Patrick_Besler@bcbsil.com

County Care

Kathy Chan
312-882-7046
kchan5@cookcountyhhs.org

Humana

Harmony Harrington
312-441-5338
hharrington2@humana.com
Graham Dimmick
312-260-5366
Graham.S.Dimmick@illinicare.com

IlliniCare

Meridian

Paul Frank
c. 312-520-3807
Paul.Frank@mhplan.com

Molina

David M. Vinkler
630-203-3903, ext: 163903
David.Vinkler@molinahealthcare.com

NextLevel Health

Jessica Pickens
312-300-5780, ext: 490
jessica.pickens@nlhpartners.com

IAMHP

Samantha Olds Frey
314-599-0698
Samantha@IAMHPTeam.org
OR
Alaina Kennedy
630-209-0022
Alaina@IAMHPTeam.org

For Provider concerns or questions regarding Medicaid Managed Care please know you can contact IAMHP
directly or the Health Plan Directly (02/2019)
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ABOUT IAMHP
As a member organization for the Medicaid managed care health plans, IAMHP works with the IL state government,
legislators, advocacy groups and Medicaid patients to invest in and provide high-quality health care focused on costeffective, individualized care that helps the residents of Illinois live longer and healthier lives.

Samantha Olds Frey is the Executive Director of Illinois Association of Medicaid Health Plans
(IAMHP). She has nearly a decade of experience in health care and appropriations policy and as
Executive Director at IAMHP she is responsible for coordinating legislative strategies, testifying
before legislative committees and working closely with state agency administrators to formulate
and implement policy that positively impact members.
Prior to joining the association, Samantha was Research and Appropriations Analyst for Illinois
House of Representatives where she helped negotiate and craft the Medicaid Reform Act of
2010, the $2.7 billion Medicaid reform package known as the SMART Act of 2012, and the
Medicaid Expansion package authorized by the Affordable Care Act in 2013.
Samantha was named to Forbes Magazine’s 30 under 30 for her work in public policy in 2015. Samantha earned her
Bachelor’s Degree in Economics from St. Louis University and her Master’s Degree in Public Policy and Administration
from Northwestern University.

Alaina Kennedy is the Associate Director of the Illinois Association of Medicaid Health Plans
where she leads IAMHP committees related to Health Plan operations, state compliance,
healthcare quality, and provider relations focusing on developing comprehensive best-practices
for improving and streamlining operations, contractual compliance, health care quality, and
provider engagement.
Prior to joining the association, Alaina was Government Relations manager at the AIDS
Foundation of Chicago. During her tenure at the AIDS Foundation of Chicago, she led the federal
policy, budget and advocacy agenda and diligently lead efforts to secure health care and housing
access and remove health care disparities. Alaina also was a legislative and budget analyst for the Illinois Speaker of the
House of Representatives and lead staffer on the Illinois Department of Public Health issues and policy.
Alaina was awarded the National Council on Behavioral Health's Addressing Health Disparities Leadership Fellowship
and earned her Bachelor of Science Degree in Interdisciplinary in Health Studies with a specialization on Bioethics,
Humanities and Society from Michigan State University.
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