
 
 

CMS Access to Coverage and Care in Medicaid & CHIP Request for Information – 
National MLTSS Health Plan Association Response 

April 18, 2022 
 
Objective 1: Medicaid and CHIP reaches people who are eligible and who can 
benefit from such coverage 
 
1.1 What are the specific ways that CMS can support states in achieving timely eligibility 
determination and enrollment for both MAGI and non-MAGI-based eligibility determinations?  
 
The National MLTSS Health Plan Association (the MLTSS Association) appreciates the opportunity to 
provide input on how to improve access within the Medicaid program. The MLTSS Association represents 
managed care organizations (MCOs) that have Medicaid managed care contracts with one or more states 
and take risk for long-term services and supports (LTSS) provided under Medicaid. Our members assist 
states in delivering high-quality LTSS at the same or lower cost as the fee-for-service system with a 
particular focus on ensuring beneficiaries’ quality of life and ability to live as independently as possible. 
Our members currently cover the large majority of all enrollees in MLTSS plans and integrated plans, 
including national plans and regional and community-based plans. Improving access in Medicaid and 
further access to LTSS and home and community based services (HCBS) is a top priority for the MLTSS 
Association – and we support CMS’ efforts to develop a comprehensive access strategy in its Medicaid 
and CHIP programs.  
 
Determining eligibility for LTSS can be a complex, involved process for state Medicaid agencies. States 
must first determine if individuals meet certain state-defined income eligibility criteria, and then 
determine whether the individual meets certain state-defined functional eligibility requirements, which 
are assessed using a variety of different functional assessment tools. The functional assessment is a labor-
intensive process, often consisting of a face-to-face interview in an individual’s home. If the individual is 
eligible for more than one LTSS program, multiple assessment tools may be needed. Further complicating 
eligibility determinations is the patchwork of HCBS waivers that exist in states – each waiver with its own 
eligibility criteria.  
 
The complexity of non-MAGI-based LTSS eligibility determinations, coupled with the vulnerability and 
medical acuity of those we serve, underscores the need for CMS to provide flexibility and assistance to 
states in conducting redeterminations for these populations once the COVID public health emergency 
(PHE) ends.  
 
Redetermination Guidance 
The MLTSS Association supports the additional 2 months provided to states to finish renewals, allowing 
states to have more time to spread out their renewal processes and minimize errors. We also support the 
enhanced flexibilities CMS highlights to streamline non-MAGI processes, including State Plan 
Amendments to reduce renewal frequency to annually, use of prepopulated renewal forms, and 
providing a reconsideration period for beneficiaries whose eligibility is terminated at renewal for failure 
to return their form or submit other required information.  
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We also support CMS’ recommendation to prioritize renewals for dually eligible beneficiaries and persons 
with disabilities last, given their vulnerability and low likelihood of losing Medicaid eligibility from the 
redetermination process. Further, the MLTSS Association recommends CMS reduce renewal frequency 
from twice annually to once annually.  
 
The MLTSS Association also recommends CMS encourage states to provide details regarding eligibility 
determinations and redeterminations processes in advance to stakeholders, including MCOs, and to work 
with MCOs to help prioritize populations for redeterminations. MCOs can outreach to and assist members 
during renewal and can help stratify individuals with physical and behavioral health conditions that are at 
high risk for adverse outcomes with disruptions of care, and states could choose to prioritize these 
individuals last.    
 
Extended Beneficiary Response Time and Sharing Data 
CMS should consider other flexibilities and strategies particular to the LTSS population in eligibility 
determinations. CMS offers states the opportunity to submit a SPA to provide members with 30 days to 
respond to requests for information. While the MLTSS Association supports this flexibility, we 
recommend CMS approve state requests to provide 45 days. More generally, the overall volume of 
redeterminations could create a bottleneck for conducting functional assessments, causing delays and 
increasing the propensity for errors and gaps in coverage for the LTSS population. We recommend that 
CMS encourage states to share with MCOs any information that may inform a functional assessment, as 
well as the reason for a redetermination.  
 
Income Disregard Threshold 
CMS should also encourage states to provide additional flexibility for an income disregard threshold in 
non-MAGI-based populations. Individuals with disabilities who participate in part-time work may 
encounter difficulty verifying whether their income meets Medicaid eligibility requirements. State 
Medicaid agencies can implement a 10% income disregard to account for reporting discrepancies in 
income. We recommend increasing the disregard threshold to account for volume of renewals and 
increased propensity for errors to occur during the 12-month redetermination process.  
 
1.2 What additional capabilities do states need to improve timeliness for determinations and 
enrollment or eligibility processes, such as data-sharing across systems, monitoring waiting lists, 
or other methods? Which are most important? 
 
There are several opportunities for CMS to provide states with additional support to improve timeliness 
of eligibility determinations amidst the pending redetermination process.  
 
Section 1902(e)(14)(A) Waiver Authority 
The MLTSS Association supports the temporary Section 1902(e)(14)(A) waiver authority CMS is granting 
during the unwinding period to provide states with administrative relief and limiting the need for 
additional information from beneficiaries. CMS should permanently authorize Section 1902(e)(14) 
waivers to better equip state Medicaid agencies and plans to conduct eligibility determinations with 
limited beneficiary information. 
 
Data From Other Sources  
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We also support the ability to leverage data from other public benefit programs (e.g., TANF, SNAP) to 
support Medicaid eligibility determinations. However, we recognize states significantly vary in their 
approaches to manage public benefit programs, including oversight under different agencies and the use 
of different eligibility systems that may not interact with Medicaid. We encourage CMS and other federal 
agencies to provide additional guidance and technical assistance to states in integrating their public 
benefit programs and sharing data across programs to facilitate eligibility determinations. To better 
facilitate development of integrated state eligibility systems across public benefit programs, we also 
recommend CMS to again provide an exception to the cost allocation requirements established under the 
Office of Management and Budget Circular A-37. The exception allows both health and human services 
programs to benefit from investments in the design and development of state eligibility-determination 
systems for state-operated Exchanges, Medicaid, and CHIP. 
 
834 Enrollment Files 
CMS should encourage standardization of 834 enrollment files, which are used to transfer enrollment 
information between the state Medicaid agency and MLTSS plans. Each state chooses its own 834 file 
vendor and file format, leading to significant differences state-by-state. Further, plans often do not 
receive information in 834 files on whether their dually eligible beneficiaries are in Original Fee-For-
Service Medicare or Medicare Advantage (MA), and their Medicare plan information if they are enrolled 
in MA. CMS should add a standard set of elements to 834 enrollment files across states to facilitate better 
care coordination for the member, including Medicare program enrollment and plan information for 
dually eligible beneficiaries. CMS should also consider requiring the inclusion of reason for disenrollment 
on the 834 files from states. Plans may receive termination transactions with blank reasons and have to 
perform their own research as a result. 
 
Medicaid Eligibility Systems 
CMS should also encourage states to modernize their Medicaid eligibility systems and provide technical 
assistance if necessary. Many states use antiquated Medicaid enterprise systems and rely on a small 
number of state Medicaid agency staff to navigate the platforms. Other states rely on inefficient paper-
only renewals. Given the volume of redeterminations, these antiquated systems can create bottlenecks, 
increase the propensity of errors, and increase the state’s susceptibilities to potential delays. We 
recognize this may be longer-term strategy, but such a strategy will allow state Medicaid agencies to be 
prepared for future public health emergencies and significant shocks to Medicaid enrollment.  
 
Aligned Communications 
Finally, CMS should promote aligned communications between states and MCOs. States should ensure 
they communicate with MCOs early and often on the redetermination process, such that plans are able to 
communicate to their members on potential changes and provide assistance. States and MCOs should 
also ensure there is consistent messaging across marketing materials on redeterminations to avoid 
member confusion.  
 
1.3 In what ways can CMS support states in addressing barriers to enrollment and retention of 
eligible individuals among different/diverse groups (e.g., people with disabilities, BH/SUD 
conditions)? What activities would you prioritize? 
 
Collaborate with Various Stakeholders 
LTSS beneficiaries may have certain disabilities or health literacy challenges that can prevent them from 
understanding and adequately responding to eligibility and enrollment actions taken by states, such as a 
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request for more information to confirm eligibility. There are a number of different stakeholders CMS and 
states can work with to address these barriers, as described below.  
 

• Managed Care Plans: Managed care plans are uniquely positioned to identify and address social 
determinants of health (SDOH) related challenges within their membership. Addressing SDOH 
needs may allow plans to better retain members otherwise susceptible to being disenrolled from 
Medicaid. For example, individuals experiencing homelessness or who are transient would not be 
able to receive notices that request additional information, resulting in termination due to 
procedural reasons. 

 
As is further explained in subsequent questions, CMS should implore states to work with MCOs in 
conducting enrollment and outreach efforts, leveraging the unique relationships and insights 
MCOs have with their membership. CMS should also clarify for states to allow MCOs to reach out 
to other family or household members for eligibility and enrollment information. More broadly, 
outreach to beneficiaries who are eligible for Medicaid but not yet enrolled should count towards 
the numerator of medical loss ratio (MLR) calculations to better support this type of outreach.  

 
• Community-Based Organizations (CBOs): CMS should encourage states to work with CBOs, which 

serve particularly hard-to-reach populations, as well as communities of color and those with 
English as a second language. States should use CBOs to conduct outreach and assist these 
individuals with enrollment with Medicaid. CMS and states should also recognize the limited 
resources CBOs have and consider additional financial support that may be needed to increase 
their ability to support enrollment and renewal efforts.  

 
• Non-Clinical Providers: Community Health Workers (CHWs), doulas, and peer support specialists 

can all help in reaching vulnerable populations. For example, one member plan leverages CHWs 
to partner with local providers and clinics and uses these CHWs to serve as a direct contact for 
Medicaid enrollees if they have additional questions about their care. CMS should offer an 
enhanced federal match or pool of funds to allow states and MCOs to financially support non-
clinical provider outreach efforts in education and enrollment assistance to Medicaid and CHIP.   

 
Accounting for SDOH-Related Activities 
MCOs offer a host of value-added services to address SDOH needs in their membership, such as nutrition 
classes, peer support services, employment assistance, and home delivered meals. However, how such 
services are accounted for in MLR calculations remains unclear, with plans often funding SDOH-related 
services out of their administrative expenses. The MLTSS Association recommends CMS release clear 
guidance describing how managed care plans can account for SDOH-related activities as quality 
improvement activities, such that these activities are appropriately categorized in MLR calculations. CMS 
could clarify which of these investments are allowed as covered benefits and/or are able to be captured 
in rate development. The guidance can also include detail on how states can better incorporate such 
SDOH-related activities in their MCO contracts. 
 
Objective 2: Medicaid and CHIP beneficiaries experience consistent coverage 
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2.1 How should states monitor eligibility redeterminations, and what is needed to improve the 
process? How can CMS: 1) Partner with states to identify possible improvements (e.g., leverage 
MCOs, SHIPs, and marketplace navigators), and 2) Encourage states to adopt existing policy (e.g., 
express lane eligibility and 12-month continuous eligibility for children)? 
 
The MLTSS Association supports CMS’ monitoring and transparency efforts to facilitate a smooth 
redetermination process. Specifically, we support the CMS requirement for states to report their 
unwinding operational plans, as well as the recommendation that states not initiate renewals for more 
than 1/9th of their total caseload each month. We also support aligning renewal actions with other 
eligibility actions to streamline the renewal process, including pairing renewals with SNAP recertifications 
and conducting renewals for all members of a household together.  
 
The MLTSS Association also believes pending determination process provides a unique opportunity to 
review and strengthen existing Medicaid enrollment procedures. We detail these recommendations 
below.  
 
Facilitated Enrollment 
The MLTSS Association recommends CMS provide grant and FMAP funding to support Navigator 
activities, to assist beneficiaries in submitting renewal forms and navigating the redetermination process. 
CMS should specifically encourage states to prioritize medically complex populations, including those in 
LTSS or who are dually eligible. Community-based organizations (CBOs) and MCOs can also be leveraged 
help guide beneficiaries through the process. CMS should develop an 1115 waiver template to encourage 
facilitated enrollment models. For example, New York’s 1115 waiver enables MCOs and CBOs to partner 
with states to offer targeted, personalized assistance to beneficiaries.  
 
Collaborate with MCOs 
The MLTSS Association strongly supports CMS’ recommendations for states to work with MCOs in 
developing their unwinding operation plans and in outreach and enrollment efforts. MCOs should serve 
as critical partners in the redetermination process. As has been previously noted, we recommend states 
share key data elements with plans to facilitate redeterminations and fill in information gaps, including 
functional assessments and other clinical information pertinent to determining eligibility. We recommend 
that CMS encourage States to provide the Renewal Status (RS) file more frequently to plans with 
members’ renewal information. We also recommend that CMS work with states to facilitate information 
sharing for beneficiaries enrolled in a coordination-only Dual-Eligible Special Needs Plan (D-SNP) and in an 
MLTSS plan. These individuals run the highest risk of losing coverage as their Medicare and Medicaid 
services are far more likely to be covered by unrelated managed care entities. 
 
Continuous Eligibility 
The MLTSS Association also supports continuous eligibility and implores Congress to provide a 12-month 
continuous eligibility state plan option for adults. Medicaid disruptions in coverage are common among 
low-income households, and can result from income fluctuations in self-employment, seasonal work, and 
temporary work. Disruptions in care can result in poorer health outcomes and higher administrative costs 
for states and providers. Continuous eligibility ensures stable access to health care and prevents 
disruptions in care coordination, case management, and SDOH activities, which are especially critical for 
individuals enrolled in MLTSS. CMS should also continue to encourage states to provide 12-month 
continuous eligibility for children and postpartum women, which can already be implemented through a 

https://www.health.ny.gov/health_care/managed_care/appextension/2017-01-19_renewal_stc.htm
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State Plan Amendment. The 12-month extension for postpartum women is in place as a state plan option 
for five years but should be permanently extended. 
 
Express Lane Eligibility 
CMS should also encourage states to adopt flexibilities currently in place to streamline enrollment for 
certain populations through Express Lane Eligibility (ELE). ELE allows states to leverage eligibility 
determinations from other public benefit programs, including SNAP, TANF, Head Start, and WIC. ELE 
flexibilities can be adopted for eligible children, as well as for certain non-elderly, non-disabled adult 
populations.  
 
Medicaid Buy-In Programs 
Finally, CMS should encourage and support state adoption of Medicaid Buy-In programs to provide 
workers with disabilities an opportunity to purchase Medicaid coverage if their income and asset limits 
put them above traditional Medicaid eligibility thresholds. Such programs allow beneficiaries to purchase 
critical benefits not available in Medicare or commercial insurance, including HCBS. The positive results of 
such programs include increased income and hours worked, enhanced independence, and opportunity to 
accrue savings for other needs, such as retirement and purchasing a home. 
 
2.2 How should CMS consider setting standards for how states communicate with beneficiaries 
at-risk of disenrollment and intervene prior to a gap in coverage? How should CMS consider 
setting standards frequency and modes of communication? Are there specific resources that 
CMS can provide states to identify beneficiaries at-risk of disenrollment? 
 
MCO Outreach 
The MLTSS Association strongly supports the strategies outlined by CMS for states to collaborate with 
MCOs in conducting outreach. MCOs play a critical role in delivery and coordination of Medicaid coverage 
and can leverage the unique relationships with their members to ensure members are notified and 
apprised of upcoming changes to their eligibility. Specifically, we support CMS’ strategies to: 
 

• Provide managed care entities with a monthly list of individuals who are due for renewal to allow 
health plans to provide secondary outreach, and specify the reason an individual is at risk for 
disenrollment. MCOs can target communications/outreach based on member circumstances and 
can support states in identifying individuals who most frequently require personalized, targeted 
renewal assistance. 

• Partner with plans to obtain and update beneficiary contact information. We support CMS-
approved waivers allowing states to collect contact information from MCOs without having to 
wait for beneficiaries to confirm the information.  

• Enable plans to conduct outreach to individuals who have recently lost coverage due to 
procedural reasons by sharing monthly termination files. We appreciate the additional flexibility 
afforded by CMS-approved waivers that extend the period in which MCOs can auto-enroll a 
beneficiary after a Medicaid coverage loss from 60 days to 120 days.   

• Permit plans to assist individuals to transition to and enroll in marketplace coverage if ineligible 
for Medicaid and CHIP.   

• Ensure marketplace/Exchange procedures are in place to seamlessly reroute individuals back to 
Medicaid coverage if they appear they may still be eligible.  

 

https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2021/01/BPC_Health_Medicaid-BuyIn_Report2021V4.pdf
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In addition to these strategies, CMS better enable plans to conduct outreach through a number of 
methods:  
 

• Encourage state provision of implied consent with opt-out ability. This would allow health plans 
to initiate communications on renewals more easily, and better coordinate reminders and 
requests for information.  

• Encourage states to allow plans to initiate communications at least 30 days pre and 60 post an 
individual’s renewal date.  

• Work with states to expedite approval of health plan marketing materials related to 
redetermination. CMS could also provide pre-approved template materials to states to facilitate 
expedited communication.  

• Require states to use multiple methods of communication, or at least two (e.g., text messaging 
and email), to reach out to beneficiaries undergoing redeterminations.  

• Remind states of federal requirements under 42 CFR §435.916 that mandates states prepopulate 
Medicaid renewal forms for MAGI beneficiaries whose eligibility cannot be renewed on an ex-
parte basis.   

• To the extent states have data systems that denote certain SDOH-related characteristics, such as 
homelessness, states should leverage this data and share it with MCOs, CBOs, and providers to 
inform best practices to conduct outreach.  
 

2.3 What actions could CMS take to promote continuity of coverage for beneficiaries 
transitioning between coverage options (e.g., Medicaid, Medicare, dual status, Marketplace, 
transitioning to HCBS) 
 
Transitions for Dually Eligible Beneficiaries 
Continuity of coverage is critical to minimize care gaps and adverse health outcomes, especially in the 
Medicaid populations the MLTSS Association’s member plans serve. We support policy recommendations 
that ensure beneficiaries are smoothly transitioned between different insurance programs, whether it be 
from Medicaid to Marketplace coverage, Marketplace to Medicaid coverage, or between different 
coverage options for dually eligible individuals. We recommend CMS consider our four proposals below 
to better help facilitate and streamline transitions for dually eligible beneficiaries. 
 

1) Currently, dually eligible beneficiaries generally only can enroll in an integrated product on a 
quarterly basis for the first 9 months of the year, and then once during open enrollment. CMS 
should create a new special enrollment period (SEP) for beneficiaries in Medicare FFS to enroll 
into an integrated care product on a monthly basis.  Once enrolled, beneficiaries would not be 
able to switch between integrated care products outside of existing enrollment periods. This 
change would increase beneficiary choice, increase integrated care enrollment, and facilitate 
better and more consistent care management.  

 
2) CMS should consider working with Congress to expand the current scope of default enrollment 

from newly eligible beneficiaries to all dually eligible beneficiaries in Medicare FFS enrolled in a 
parent company’s Medicaid MCO. Under this proposal, states would have the option to allow 
Highly Integrated Dual Eligible Special Needs Plans (HIDE-SNPs) and Fully Integrated Dual Eligible 
Special Needs Plans (FIDE-SNPs) that meet performance requirements (i.e., 3-star rating and 
above, or no star rating if new plan/low enrollment) to default enroll dually eligible beneficiaries 
if the beneficiary was enrolled in Medicare FFS and was in the HIDE/FIDE SNP parent company’s 
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MCO. The expanded authority would apply to any HIDE/FIDE entities that have a Medicaid 
contract that covers LTSS as well as HCBS with reasonable state-specified exclusions and carve-
outs. Under such a proposal, HIDE/FIDE-SNPs would need to notify beneficiaries 60 days prior to 
the effective enrollment date and follow continuity of care provisions for 6 months. Beneficiaries 
would have 60-90 days to opt out, and if the beneficiary has actively chosen another product, 
they should not be moved through the default enrollment process. 
 

3) CMS should consider working with Congress to expand the current scope of passive enrollment. 
Under this proposal, CMS would have the authority to passively enroll beneficiaries in Original 
Medicare into HIDE-SNPs and FIDE-SNPs whose parent companies have a history of meeting 
current requirements for performance indicators (i.e., 3 star rating and above, or no star rating if 
the plan is new/has low enrollment). This authority would be used to create aligned enrollment 
(i.e., beneficiary enrollment in the same MCO and MA plan offered by the parent company) in 
these new products. HIDE/FIDE SNPs would need to notify beneficiaries 60 days prior to the 
effective enrollment date and follow continuity of care provisions for 6 months. Beneficiaries 
would have 60-90 days to opt out, and if the beneficiary has actively chosen another product, 
they should not be moved through passive enrollment. Consumer protection floors should follow 
Medicare-Medicaid Plan (MMP) guidelines.  
 

4) CMS should, in collaboration with other stakeholders, develop education materials to be used on 
the national level on the benefits of integrated care and provide funding for the Administration 
for Community Living (ACL) to develop state-specific resources for counseling for dually eligible 
individuals on their options for integrated care products. The materials would increase 
beneficiary, provider, SHIP, and MA broker awareness and knowledge of integrated care 
products. The grant program could provide states, in partnership with State Health Insurance 
Program (SHIP) Technical Assistance Centers, with funding to develop state-specific training 
modules for SHIP Counselors and other state-specific educational materials for SHIP Counselors, 
Area Agencies on Aging (AAAs), beneficiaries, providers, MA brokers, and other entities providing 
beneficiary counseling on integrated products in their states. Funding would support staff time 
spent developing training modules/materials, training and educating relevant entities on 
integrated care products and managed care in general, facilitating greater coordination between 
SHIP programs and Medicaid agencies within states, customizing materials by region, and other 
related activities. 

 
D-SNP Deeming Periods 
The MLTSS Association also recommends CMS work with states and D-SNPs to implement eligibility 
“deeming periods,” which allow individuals who lose their Medicaid eligibility to remain enrolled in their 
D-SNP, if they are expected to again be eligible for Medicaid within 6 months. D-SNPs have the flexibility 
to offer this coverage for 30 days up to 6 months, and some states require D-SNPs to implement deeming 
periods of 90 days. These periods help reduce Medicaid churn by providing continued access to a 
beneficiary’s care coordinators and providers, ensuring that there are no gaps in care coordination and 
delivery, thereby reducing costs and improving outcomes.  
 
Centralized Patient Record 
More broadly, the MLTSS Association also recommends CMS to support development of a central patient 
record for Medicaid beneficiaries. The record would capture benefit programs and continuity of care 
provisions when a plan change is made, as well as basic demographic information and Health Risk 
Assessment (HRA) data. Ideally, the record could include vaccination data and capture at least the last 
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two years of utilization and provider information. This would allow the health plan to access a patient’s 
history when establishing a new care management plan for the beneficiary. The record could also help 
reduce gaps in coverage by alerting the MCO of a potential loss of coverage or when the beneficiary is up 
for renewal. We recognize that such a record would require significant IT infrastructure investment, and 
thus likely would be a longer-term effort. However, this effort would align with other interoperability 
efforts CMS is undertaking and significantly improve care coordination for those beneficiaries who 
experience gaps in coverage. The effort could also facilitate better access to Medicare data for MLTSS 
plans with dually eligible beneficiaries.  
 
2.4 How can CMS: Support states to enhance their eligibility and enrollment system capabilities? 
Help states address barriers to eligibility and enrollment system performance? Support states in 
tracking denial reasons or codes for different eligibility groups? 
 
Assistance with Data Sources to Conduct Ex Parte Renewals 
Access to relevant data sources outside of Medicaid eligibility information will facilitate a state’s ability to 
conduct ex parte renewals and minimize the need to request additional information from beneficiaries. 
Ex parte reviews will be critical to a state’s efficient implementation of redetermination procedures. 
While states recognize the importance in conducting ex parte renewals, states report wide variation in ex 
parte renewal success rates and note that rates have declined as the PHE has progressed.   
 
CMS should assist states by offering trainings and technical assistance opportunities to educate state 
Medicaid agency staff on the data sources that can be used under federal law to conduct 
redeterminations. CMS can publish a list of recommended sources that states should be expected to use 
during ex parte renewals. Relevant data sources include state immunization information systems, 
unemployment insurance databases, and TANF and SNAP data. Relevant federal data sources should also 
be made available for states to use, including data from the National Directory of New Hires and federal 
income tax data through IRS data retrieval tools. CMS can also provide technical assistance on other ways 
to improve ex parte renewal processes, such as establishing data source hierarchies and leveraging 
reasonable compatibility thresholds.  
 
For dually eligible beneficiaries, CMS should encourage states to leverage Supplemental Security Income 
eligibility for Medicaid eligibility redeterminations. Approximately 34% of dually eligible beneficiaries 
receive Medicaid benefits through the SSI eligibility pathway, and currently 34 states and the District of 
Columbia have agreements with the Social Security Administration to allow them to determine Medicaid 
eligibility leveraging SSI information. Leveraging SSI will streamline redeterminations for a segment of 
dually eligible beneficiaries, allowing states to have more time to dedicate to renewals of other dually 
eligible populations.  
 
 
Objective 3: Whether care is delivered through fee-for-service or managed care, 
Medicaid and CHIP beneficiaries have access to timely, high-quality, and 
appropriate care in all payment systems, and this care will be aligned with the 
beneficiary’s needs as a whole person. 
 

https://www.medicaid.gov/resources-for-states/downloads/state-unwinding-best-practices.pdf
https://studentaid.gov/help-center/answers/article/what-is-irs-drt
https://www.macpac.gov/wp-content/uploads/2022/02/Beneficiaries-Dually-Eligible-for-Medicare-and-Medicaid-February-2022.pdf
https://secure.ssa.gov/poms.nsf/lnx/0501715020
https://secure.ssa.gov/poms.nsf/lnx/0501715020
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3.1 What would be the most important areas to focus on if CMS develops minimum standards 
for Medicaid and CHIP programs related to access to services (e.g., state vs. national level, 
delivery system types, VBP arrangements, geography, program eligibility (e.g., duals), provider 
types)?  
 
In 2020, the MLTSS Association released a network adequacy framework establishing our vision for 
ensuring access and advancing quality in the HCBS delivery system. A central tenet of an accessible and 
high quality HCBS system is the provision of a person-centered planning process that respects an 
individual’s right and autonomy to develop a holistic, comprehensive plan reflecting their vision and 
desired goals. Such a process helps individuals achieve goals related to full community inclusion, optimal 
independent living, and programming that addresses SDOH needs. In developing minimum access 
standards, CMS should work with states and plans to support more innovative, individualized approaches 
to HCBS provision.  
 
Consequently, the MLTSS Association believes that network adequacy should place a combined focus on 
both quality metrics and access to supports, rather than solely just focusing on the number of providers in 
a particular area and relying on time and distance standards. Along these lines, we support the increased 
flexibility in network adequacy that the 2020 Medicaid Managed Care Final Rule provided, to allow for 
broader use of quantitative standards. However, because this rule was finalized in the midst of the 
COVID-19 pandemic, states may not have had the resources or capacity to fully implement new 
flexibilities. CMS should recognize these limitations and provide adequate time for states to implement 
their own network requirements.  
 
MCOs and Value-Based Purchasing Arrangements 
CMS should encourage states to recognize the unique role that MCOs can play in driving towards high 
quality and accessible networks of providers. MCOs can leverage value-based purchasing arrangements 
with certain groups of providers to incentivize high quality care and promote innovative models of care 
delivery. For example, one member plan works with a state entity that oversees residential quality on 
data collection and collaboration around an assisted living pay for performance program to recognize 
providers who are meeting and exceeding quality standards. These efforts leverage flexibilities in network 
adequacy to help guide beneficiaries to the highest quality living scenarios. Another member plan has 
developed an ED reduction incentive program to decrease the frequency of non-emergency or 
unnecessary ED visits incurred by Medicaid-only LTSS members in community settings. A third member 
plan is incorporating incentive payments for providers who use z-codes to increase reporting of SDOH 
data. Flexible network adequacy requirements can help facilitate proliferation of these types of 
arrangements, rather than relying on rigid time and distance standards.  
 
Plan Flexibilities 
Plans should also have the ability to require higher quality metrics among providers as a condition of 
remaining in network and be allowed to put low-performing providers of services onto performance 
improvement plans, place temporary restrictions on them until key metrics are achieved, or terminate 
their contracts without penalty, so long as the plan has established a solid transition plan for impacted 
participants. CMS should discourage “any willing provider” policies, which hinder a plan’s ability to 
maintain a high-quality network. Health plans should also be allowed to build or increase their networks 
over time in more methodical way that focuses on evolving and expanded development of a higher 
quality provider network and direct care workforce.  
 

https://www.mltss.org/post/network-adequacy-framework-realizing-the-vision-of-medicaid-funded-hcbs
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In developing minimum standards for HCBS, CMS should also take into account the unique considerations 
that vary by technology, geography, care delivery model, service category, and provider type, as 
described in greater detail below.   
 
Technology and Telehealth 
States and plans should be able to leverage technology and telehealth as part of network adequacy 
standards when part of the member’s preferences. When technology can be leveraged to support 
individuals with disabilities in place of staff, resources can be reallocated to support other individuals who 
require more intensive staff supports or who are currently waiting to receive services. While the desires 
and preferences of participants should always drive the decision of when and whether to use 
technological supports in lieu of or in addition to staff, there are participants in Medicaid HCBS programs 
who have expressed preferences to using technology to grow their own independence and reduce their 
reliance on paid staff. For example, the use of telehealth would allow case managers and certain HCBS 
activities to be performed remotely and without the need to travel between destinations, including 
incidental/episodic events that occur and require urgent guidance/support (e.g., employment, housing, 
welfare and safety, transportation). Other examples of technologies include sensory technology to 
monitor someone with cognitive limitations leaving their bed, and automatic reminders and outreach to 
family members and neighbors when a medication has not been taken as scheduled. 
 
Geography 
Geographic differences require a separate set of strategies and standards, including between urban and 
rural areas. For example, in rural, less densely populated regions of the country, rather than investing in 
large provider options, plans should look to more innovative, targeted models of service provision relying 
on self-direction or smaller, more nimble agency models. Rural HCBS provision should include compliance 
standards focused on access, stabilization of providers, and quality of the outcomes individuals are 
experiencing through the supports they receive. For example, New Mexico allows for different models of 
network adequacy for urban vs. rural areas.  
 
In addition, disparities in commutes to access care also exist within urban areas. Although it is important 
to consider driving times, significant portions of city populations do not have access to a car and depend 
on public transportation systems. CMS should consider building in commuting times on mass transit 
systems into travel time. 
 
Self-Directed Models 
In general, CMS should promote efforts to expand, enhance, and scale self-direction as an option for the 
provision of LTSS. Health plans often embrace self-direction as a tool for effectively addressing network 
adequacy issues in rural and frontier areas; in situations where provider organizations become insolvent 
and HCBS participants wish to hire existing staff within the organization directly; in instances where 
individuals prefer to identify, recruit, train and hire their own support staff rather than going through a 
provider agency. Regardless, CMS and State Medicaid Agencies should still promote similar access to and 
completion of training on effective practices for direct care workers. Additionally, health plans would 
benefit from greater flexibility and autonomy for monitoring and managing potential risks of waste/fraud 
within self-direction. 
 
There are successful models for offering and supporting self-directed services in HCBS. The creation of 
internal controls and intentional investments in up-front training options and resources for individuals 
self-directing their care and their employees helps to mitigate implementation challenges. Plans have 
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confirmed self-direction results in only a small percentage (if any) of waste or fraud and is a model that 
correlates with improved participant satisfaction and quality of life outcomes. 
 
Provider Type and Services 
Finally, network adequacy standards should also vary by provider type and services provided. CMS and 
states should acknowledge workforce shortages in certain provider types, such as certain behavioral 
health providers and direct care workers, when developing adequacy standards. These workforce 
shortages have only been exacerbated by COVID-19, with 1 in 5 healthcare workers quitting during the 
pandemic. CMS and states should also recognize that the definition of an adequate network will vary by 
service area; for example, supported employment might be assessed by outcome and member 
satisfaction, while transportation may factor in access and numbers served.  
 
3.3 How could CMS consider the concepts of whole person care or care coordination across 
physical and behavioral health, LTSS, and health-related social needs when establishing 
minimum standards for access to services?  
 
The MLTSS Association supports CMS’ commitment to health equity, and includes a number of 
recommendations below centered around LTSS, SDOH, and behavioral health that aim to advance equity 
and improve whole-person care.  
 
Long-Term Services and Supports 
 
Value of MLTSS 
States are increasingly recognizing the value of managed care in the delivery of LTSS – the number of 
states with MLTSS programs has increased from 8 states in 2004 to 24 states in 2021. MLTSS plans serve a 
diverse population of individuals with complex care needs – roughly half of their members are age 65 and 
older and half are individuals under age 65 with a wide range of disabilities including intellectual and 
developmental disabilities (I/DD), physical disabilities, cognitive impairment, severe mental illness, and 
behavioral health issues. Plans anticipate, identify, and meet the complex care needs of their members in 
a way that maintains or improves the individuals’ quality of life in accordance with their goals and 
preferences and manages overall, efficient delivery of care. Moreover, as managed care plans, MLTSS 
plans have the flexibility to invest in other health-related social initiatives, including nutrition, 
transportation, and certain housing supports. To improve outcomes, provide high-value care for 
members, and achieve states’ goals, MLTSS plans: 
 

• Improve coordination for dually eligible beneficiaries. About 75% of MLTSS plan members have 
their medical care covered by Medicare. MLTSS plans coordinate with Medicare benefits to 
ensure the complex care needs of these members are met. 

• Ensure members are served in the least restrictive and most community-integrated setting of 
their choice. MLTSS health plans work with states, members, and their families to provide 
services and supports to enable them to transition to and remain in these more integrated and 
less restrictive settings, employing a person-centered planning process that respects an 
individual’s right and autonomy to develop a holistic, comprehensive plan reflecting their vision 
and desired goals, as well as achieving savings for states in the process. 

• Invest in expanding and improving the LTSS workforce. Given the shortage of qualified direct care 
workers, health plans often partner with unions or other organizations in programs offering 
training, expanded responsibility, career ladders, and higher compensation. 

https://morningconsult.com/2021/10/04/health-care-workers-series-part-2-workforce/
https://morningconsult.com/2021/10/04/health-care-workers-series-part-2-workforce/
https://www.macpac.gov/wp-content/uploads/2018/06/Managed-Long-Term-Services-and-Supports-Status-of-State-Adoption-and-Areas-of-Program-Evolution.pdf
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• Measure quality and are accountable to states for performance and outcomes. The extensive 
information systems that health plans maintain provide information to states on measures of 
plan performance and quality of services. 

 
Among those states with MLTSS, Medicaid beneficiaries consistently report better experiences with care, 
higher quality of life, and better access to HCBS. Our member plans report positive results as well – one 
member offering integrated care plans with MLTSS for dually eligible beneficiaries reported reductions in 
hospital readmission rates, acute admission rates, and inpatient expenses. We strongly believe in the 
value of MLTSS and encourage more states to explore ways of implementing MLTSS within their state 
Medicaid programs.  
 
Care Coordination for HCBS  
In developing minimum access standards for MLTSS, the MLTSS Association recommends CMS and states 
consider the following components of effective care coordination: 
 

• Seamless transitions between settings: Facilitate states to adopt a framework that encourages 
smooth transitions between different healthcare settings. Activities to facilitate smooth 
transitions include advance care planning, early discharge planning, coordinated care transitions, 
preventing crises, and engaging beneficiaries, caregivers, and families. The approach could also 
use predictive analytics to identify individuals with the highest risk of poor transition outcomes. 
This would help divert hospitalized individuals from placement in nursing homes for post-acute 
care by educating and supporting hospital clinicians, discharge planners, and other members of 
care teams about transition options and flexibilities in home health. 

• Effective person-centered care planning:  Ensure states and plans provide extensive training for 
care managers in person-centeredness and person-centered planning to adequately develop a 
care plan that supports the independence of an individual and respects their preferences. A 
successful model of care should be one that minimizes complexity and burden for the beneficiary. 
For example, having a single point of contact to a care manager or other care coordinator can 
ensure beneficiaries remain engaged in their care as well as let managers identify if individuals 
are at risk for isolation, abuse, neglect, and exploitation.  

• Interdisciplinary care teams that engage the beneficiary and the primary caregiver: Care 
coordinators that address non-medical needs and collaborate with care managers and primary 
care providers may be needed for high-need individuals.  

• Real-time two-way connectivity for the care team and caregivers: Systems that allow primary care 
practices to have real-time connectivity with the rest of the care team can be effective in 
supporting the work of the team.  

 
 
Social Determinants of Health 
 
Housing 
Access to stable and affordable housing is a critical SDOH need that impacts health outcomes. Lack of 
housing can contribute to improper chronic disease management, hinder health care access, and 
exacerbate behavioral health conditions. For example, supportive housing has been shown to reduce 
emergency department use among individuals experiencing homelessness. Offering supportive housing 
to individuals who have expressed a preference to transition to HCBS can also reduce unnecessary 
institutionalization. CMS should encourage state Medicaid agencies to pursue interagency efforts to 
increase access to affordable housing. CMS can also assist states in pursuing innovative 1115 waivers that 

https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/mltss-summeval-rep.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5424614/pdf/nihms836696.pdf
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provide access to affordable housing for those experiencing homelessness or housing instability. For 
example, Massachusetts operates a Flexible Services Program through its 1115 waiver that supports 
certain health-related social expenses for certain Medicaid beneficiaries. The program allows for payment 
for first month’s rent and deposit.  
 
Transportation 
Beneficiary travel time in urban areas is highly contingent on the predictability, dependability, and 
efficiency of the transit system, which can vary across different cities. To help increase access and 
recognize this disparity, MCOs often offer non-emergent medical transportation (NEMT) benefits via 
metro/subway cards, bus tokens, etc. CMS and State Medicaid Agencies could support these efforts by 
increasing Medicaid transportation benefits for Medicaid beneficiaries. 
 
Access to SDOH and Demographic Data 
Access to accurate and complete SDOH and demographic data is also paramount to care coordination 
and whole-person care. CMS should work with state Medicaid agencies and MCOs to improve collection 
of such data. States and MCOs should work closely together to maximize the collection of accurate and 
comprehensive SDOH data. Certain SDOH and demographic data may be best captured by the state at the 
initial enrollment of the Medicaid beneficiary. Other data may be best captured by MCOs, leveraging the 
relationships they have with members or more recent data compared to what the state has on file (e.g., 
address information). While Z codes provide another opportunity to collect SDOH data, provider use of 
the codes is limited. CMS can explore ways to incentivize providers, including through innovative value-
based care arrangements, to increase uptake of these codes.  
 
Behavioral Health 
 
Carve-in of Behavioral Health Services 
The MLTSS Association also recognizes the critical role Medicaid plays in financing behavioral health care, 
with Medicaid being the single largest payer for mental health services. 21% of Medicaid beneficiaries 
have a behavioral health diagnosis, associated with a 4-fold increase in spending per beneficiary. These 
beneficiaries often have an array of physical health needs, as well as social needs such as homelessness 
and unemployment. Further, individuals with behavioral health often require assistance with activities of 
daily living or instrumental activities of daily living, overlapping with LTSS needs. Medicaid managed care 
lies at the nexus of these areas of overlap, and is uniquely positioned to provide coordinated, whole-
person care to improve outcomes, costs, and quality. As such, we support state efforts to carve-in 
behavioral health care services and LTSS into MCO contracts. Such integrated care products can offer 
opportunities for shared savings, improvements in clinical outcomes, and reduced health disparities. 
States are increasingly recognizing the important role managed care can play in delivery of behavioral 
health care services. As of 2021, 27 states carved in specialty outpatient mental health services and 31 
states carved inpatient mental health services, outpatient SUD services, and inpatient SUD services.  
 
Innovative Methods of Behavioral Health Integration 
The MLTSS Association recommends CMS look to MCOs in developing innovative models of behavioral 
health care delivery in Medicaid. Managed care is already deploying a variety of approaches to improve 
access to behavioral health and promote higher levels of behavioral health integration. MCOs themselves 
leverage innovative approaches to the delivery of coordinated, high quality behavioral health care by 
establishing interdisciplinary care teams of professionals that address whole-person needs of the 
beneficiary, including their behavioral health, primary care, LTSS, and health-related social needs. MCOs 
often employ their own behavioral health staff to support their members and bridge therapy and 

https://www.mass.gov/doc/flexible-services-program-summary/download
https://www.rchnfoundation.com/wp-content/uploads/2015/07/BH-Integration-Brief_041316.pdf
https://www.kff.org/medicaid/issue-brief/state-policies-expanding-access-to-behavioral-health-care-in-medicaid/
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prescribing gaps when a network provider may not be available. This level of integrated care is even more 
critical to dually eligible beneficiaries – who may have complex care needs that require a high degree of 
coordination between various members of an interdisciplinary care team.  
 
The Collaborative Care Model represents one example of a model CMS can support that integrates 
delivery of behavioral health care services. The model leverages a care team comprised of primary care 
and behavioral health providers that work together to implement a measurement-guided care plan based 
on evidence-based guidelines. To ensure financial sustainability of the model, CMS created a new set of 
billing codes in 2016. As of May 2021, only 19 state Medicaid agencies reimburse for the codes. Further, 
there exist several barriers to practice uptake of the codes, including burdensome time tracking 
requirements and the need for a registry to track patient progress, which is not a standard feature of 
most electronic health record systems. Billing for the codes becomes financially unsustainable for a 
practice if not all payers reimburse for the codes. CMS can encourage additional state Medicaid agencies 
to take up the codes and also work with states to provide technical assistance and grants to providers to 
incentivize uptake of the model within their practices.  
 
States are considering a diverse set of methods to improve delivery of behavioral health care. 
Massachusetts, for example, has developed a “Roadmap for Behavioral Health Reform,” consisting of 
several behavioral health strategies across markets. The state is considering 1) implementing a 
centralized service for individuals to get connected to mental health and addiction treatment, 2) 
increasing the availability of mental health and addiction services through primary care through new 
reimbursement incentives, 3) same-day evaluation and referral to treatment with evening/weekend 
hours through Community Behavioral Health Centers, 4) community-based alternatives to the ED 
including a 24/7 community and mobile crisis intervention services, and 5) expanded inpatient psychiatric 
bed capacity. Other states are pursuing unique value-based purchasing arrangements to incentivize 
integration of behavioral and primary care. Arizona has a Targeted Investments Program that allows 
health plans to make payments to providers building infrastructure for delivery of integrated physical and 
behavioral services. New York has implemented an integrated primary care bundle payment for 14 
common chronic physical and behavioral health conditions. CMS should encourage and support states to 
pursue similar innovative behavioral health approaches. CMS should provide technical assistance to 
promote technical soundness and should specifically promote approaches that better integrate 
behavioral health with physical health. 
 
Linkage to LTSS 
Given that the vast majority of LTSS users are also dually eligible beneficiaries with complex health care 
needs, Medicare-Medicaid integration proposals also have implications for improved BH care. FIDE-SNPs 
offer the highest level of integration for these high-risk, high-need beneficiaries, particularly with the 
higher degree of integration required for FIDE-SNPs under the CY2023 CMS Proposed Rule. As Congress 
continues to explore ideas in Medicaid on strengthening our behavioral health system, the MLTSS 
Association encourages CMS to acknowledge the inextricable linkage between behavioral health services, 
LTSS, and integrated care. 
 
Mental Health Parity 
The MLTSS Association strongly supports the concept of mental health parity and policy efforts to 
improve access to mental health and substance use disorder (SUD) services. The person-centered 
approach our member plans apply to provision of HCBS depend on parity between mental health and 
other medical health benefits. However, despite the significant strides the health care industry has made 
in increasing access to mental health and SUD treatments, issues remain. We appreciate the recently 

https://www.chcf.org/publication/cracking-codes-state-medicaid-approaches-reimbursing-psychiatric-collaborative-care/#related-links-and-downloads
https://www.mass.gov/doc/stakeholder-presentation-on-the-roadmap-for-behavioral-health-reform/download
https://www.azahcccs.gov/PlansProviders/TargetedInvestments/
https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/2016/docs/2016-jun_annual_update.pdf
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issued FAQs clarifying language included in the Consolidated Appropriations Act – but additional 
clarification is needed to ensure our member plans can appropriately implement the Mental Health Parity 
and Addiction Equity Act. We recommend CMS work with other regulators to develop clear and universal 
compliance standards related to mental health and addiction parity, including model or sample analyses 
that demonstrate compliance across the different types of Non-Quantifiable Treatment Limits (NQTLs).  
 
Stigma 
Stigma still surrounds behavioral health conditions, which can prevent individuals from seeking the 
treatment they need for mental illness or SUD. CMS should work with states to think through approaches 
to address stigma and increase awareness of behavioral health issues and available treatment.  
 
3.4 How should CMS address cultural competency and language preferences in establishing 
minimum access standards? How can stakeholders identify cultural and language gaps among 
providers?  
 
Cultural competency and language are important factors to consider when developing access standards 
and interventions that improve health equity. The MLTSS Association offers the recommendations below 
that will ensure cultural competence and language are prioritized.  
 
Direct Care Workforce  
The MLTSS Association recommends CMS consider approaches to increase cultural competency in and 
delivery of linguistically appropriate care among all providers, including the direct care workforce, which 
is critical to delivery of optimal HCBS-related care. CMS can encourage and fund state Medicaid programs 
to offer cultural competency/humility training for all providers, including direct care workers. States 
should also consider development of local pipeline programs that recruit individuals from the 
communities they would serve. The state can work with local organizations (e.g., adult vocational 
education, local workforce investment systems, community college systems, professional trade schools, 
worker unions, provider entities, and health care plans) to recruit direct care workers and create 
opportunities for early exposure in high school to direct care worker careers.  
 
Cultural Competency and Language Information  
The MLTSS Association also recommends make certain changes to better capture cultural competency 
and language preferences. MCOs can have difficulty collecting information on which providers have 
cultural competency training. Rather than having providers submit this information to plans, we 
recommend CMS encourage states to collect this information directly from providers. States can 
subsequently distribute this information to plans. This would reduce administrative burden on both the 
plan and provider and ensure more complete capture of cultural competency training. CMS should also 
encourage states to capture beneficiary language preferences when they first enroll in Medicaid and 
share this information with plans, who can then initially contact the beneficiary in their preferred 
language.  
 
Family Caregivers 
CMS should also encourage policies that support family caregivers, as further described in the subsequent 
question. Family caregivers help deliver care that respect the beneficiary’s cultural and language 
preferences, as they are likely part of the beneficiary’s own community and speak the beneficiary’s 
preferred language.  
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Medicaid Coverage of Community Health Workers  
Medicaid coverage of Community Health Workers (CHWs) is another way to address cultural and 
language gaps. The American Public Health Association (APHA) defines CHWs as frontline public health 
workers who are trusted members of their communities, allowing them to serve as a link between health 
and social services in the community and facilitate access to services and improve the quality and cultural 
competence of care delivery. CHWs thus are uniquely positioned to address SDOH needs, leverage 
cultural competence, and bridge language gaps. However, Medicaid coverage of CHWs is mixed; while 15 
state Medicaid programs reimburse for CHW services, 27 states do not. 10 states do not cover CHWs 
directly but have MCOs that leverage administrative dollars to fund CHWs. 
 
Opportunities for Medicaid reimbursement of CHWs are complex – and vary based on the type of service 
delivered by the CHW and the Medicaid authority used by the state. State Medicaid programs can fund 
CHWs through a myriad of ways, including State Plan Amendments (SPAs) for reimbursing preventive 
services, defined reimbursement through 1115 waivers, state legislation and SPAs for broader 
reimbursement, leveraging of MCO contracts, and funding through other health system transformation 
efforts. Further, the exact CHW services that are eligible for reimbursement significantly vary, and states 
may not necessarily pay for the full scope of services a CHW is trained to perform. Further, not all 
providers can bill for CHW services. Given this complexity, the MLTSS Association recommends CMS 
release guidance and provide technical assistance on how Medicaid can provide coverage for CHWs or 
further streamline the pathway for coverage of CHWs.   
 
3.5 How can CMS support states to increase and diversify the pool of available providers for 
Medicaid and CHIP (e.g., telehealth, cross-state licensure of providers, paying family caregivers, 
supporting EPSDT benefits, VBP, etc.)? What is most important? 
 
Direct Care Workforce 
Significant shortages persist in direct care workforce availability, that have only been exacerbated by the 
COVID-19 pandemic. To alleviate workforce shortages and increase access to HCBS, the MLTSS 
Association recommends CMS consider several strategies in conjunction with state Medicaid programs.  
 

1. Ensure direct care workers and front-line supervisors have opportunities for needed training, 
mentoring, and professional development. Specific strategies include: 
• Require States to pay for the competency-based training that leads to certification of direct 

care workers from an accredited educational program, and to be able to use increased FMAP 
dollars to fund this requirement. 

• Require States under self-direction options to pay for competency-based training available 
outside of individual’s self-direction budgets in parity with TA/training funded by the state for 
direct care workers within provider agencies. 

• Require States implement educational requisites to direct care front-line supervisors to 
demonstrate proficiency in core competencies developed for supervisors. Also allow States to 
use increased FMAP resources to fund the training and education involved in implementing 
this requirement. 

 
2. Provide credentialing opportunities, career pathways, and ongoing competency-based training 

and mentoring to create incentives for direct care worker participation. Specific strategies 
include: 

https://www.nashp.org/state-community-health-worker-models/#tab-id-1
https://www.nationalcomplex.care/wp-content/uploads/2017/11/Community-Health-Workers-Brief.pdf
https://www.kff.org/coronavirus-covid-19/press-release/direct-care-workforce-shortages-have-worsened-in-many-states-during-the-pandemic-hampering-providers-of-home-and-community-based-services/#:%7E:text=During%20the%20pandemic%20many%20states,and%20the%20District%20of%20Columbia.
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• Encourage the development of statewide career advancement pathways for direct care 
workers based on the completion and demonstration of CMS’ core competencies, with 
career lattices (with corresponding increased wages) for individuals who have been deemed 
by a neutral third-party as proficient in demonstrating competency areas. 

• Allow States to reimburse MLTSS health plans for front-line peer mentoring to allow 
seasoned direct care workers deemed proficient in demonstrating competency areas to work 
with less experienced direct care workers in learning how to effectively implement services 
using the best available evidence in direct support provision in real-time. 

 
3. Provide MLTSS health plans latitude in working with providers to improve the quality of direct 

care workers and require States to incorporate costs associated with ongoing training, 
certification, mentoring, and professional development of direct care workers in validated 
competency areas within capitated rates negotiated with health plans. 

 
4. Require states to revisit reimbursement rates (including managed care capitation rates) to assure 

direct care workforce labor rates consistent with the labor market, and are inclusive of benefits, 
intentional overtime, training, and ongoing professional development and mentoring supports. 

 
5. Recognize the importance of family caregivers in the provision of HCBS. While family caregivers 

are largely uncompensated for the care they provide, they are critical to the LTSS system and 
preventing the need for institutional care. One study found the economic value of family 
caregiving to be $470 billion in 2017, based on 41 million caregivers providing an average of 16 
hours of care per week. The Family Caregiving Advisory Council, established by the 2018 RAISE 
Family Caregivers Act, issued its initial report to Congress on September 22, 2021, outlining five 
key areas of recommendations to improve the family caregiving experience. The MLTSS 
Association recommends CMS consider the recommendations outlined in this report in 
developing its future policies to support HCBS and family caregivers. 
 
CMS should also review, catalogue, and support new and existing state efforts to support family 
caregivers. CMS can document the variety of family caregiver strategies currently being deployed 
by states, creating a “toolbox” of best practices other states can tap into. These efforts include 
incorporating additional incentives for family caregivers, providing caregivers with additional 
respite care, providing administrative support to navigate complex Medicaid requirements, and 
covering training costs for caregivers. To further enable managed care plans to provide these 
kinds of enhancements, CMS could provide additional guidance on how states can request these 
services to be funded as benefits and included in capitation rates, rather than just as value-added 
services. 
 
States have already implemented a diverse set of strategies to support caregivers. Utah, under its 
1915(c) waiver, covers training for unpaid family caregivers for adult enrollees desiring to 
transition to community settings. Georgia offers individualized assistance and a daily stipend to 
unpaid family caregivers who live with certain qualifying enrollees. Other states assist family 
caregivers in getting paid for the services they provide. For example, Colorado’s waiver of scope 
of practice laws allows certain family caregivers to be paid for providing certain health 
maintenance services, including skilled health-related activities. Indiana offers certain caregivers 
to receive financial compensation to elderly or disabled individuals. Idaho helps family caregivers 
navigate Medicaid billing rules to ensure they are paid for the care they provide.  
 

https://www.aarp.org/content/dam/aarp/ppi/2019/11/valuing-the-invaluable-2019-update-charting-a-path-forward.doi.10.26419-2Fppi.00082.001.pdf
https://acl.gov/sites/default/files/RAISE-InitialReportToCongress2021_Final.pdf
https://www.nashp.org/medicaid-supports-for-family-caregivers/#toggle-id-6
https://medicaid.utah.gov/ltc/nc/
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=2ahUKEwiR48qZsO7qAhWhc98KHR-YCR0QFjAKegQIBBAB&url=https%3A%2F%2Fdch.georgia.gov%2Fdocument%2Fdocument%2Fstructured-family-caregiving%2Fdownload&usg=AOvVaw3wnucpPjo62GUWa6imWDjv
https://www.colorado.gov/pacific/hcpf/in-home-support-services
https://www.payingforseniorcare.com/indiana/medicaid-waivers/structured-family-caregiving
https://healthandwelfare.idaho.gov/portals/_rainbow/TrngModules/bltc_documentation/index.html
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6. Investing in technology and alignment between HCBS and the broader healthcare system. Direct 
care workers can help monitor chronic conditions, overall health, and flag any interventions that 
are needed before a health condition exacerbates and requires a higher and more costly level of 
care. However, the lack of recognition or integration of direct care workers into the care team 
remain barriers. Digital health technologies and personal data devices (e.g., phone, tablet, laptop) 
can help integrate direct care workers into their patients’ care teams. Workers can be 
empowered to use technology to seamlessly plug into and communicate with the larger care 
team from the patient’s home.   
 

7. Work with states to recognize direct care workers to provide services in bordering states. CMS 
can facilitate allowing out-of-state workers to bill for Medicaid, with the recognition of potential 
impacts to capitation rates. While cross-state licensure will not increase the overall pool of direct 
care workers, it can increase access to these kinds of workers among beneficiaries living near 
state borders. This also may lead agencies to hire more direct care workers to accommodate 
increases in demand.  

 
Behavioral Health Provider Supply  
The MLTSS Association is also concerned about the significant shortage of behavioral health providers 
and recommends CMS to support and advocate for federal programs that increase the supply of 
behavioral health care workers. Relevant strategies include loan forgiveness programs, behavioral health 
residency funding support, and further incentives for providers to practice in shortage areas. CMS should 
encourage states and cities to develop local pipeline programs that train local individuals to pursue 
careers in behavioral health, to improve recruitment of behavioral workers that come from the same 
communities they would serve. CMS should also support states in recognizing the full spectrum of 
professionals that can deliver behavioral health care services – including but not limited to psychiatrists, 
psychiatric nurse practitioners, clinical social workers, peer support specialists, recovery coaches, 
community health workers, marriage and family therapists, licensed professional counselors, and licensed 
addiction counselors. 
 
Telehealth and Cross-State Licensure 
The COVID-19 pandemic triggered a rapid increase in telehealth utilization and has played a significant 
role in increasing access to behavioral health care services. Telehealth represented less than 1% of 
outpatient care for mental health and substance use before the pandemic. As of August 2021, telehealth 
represented 36% of these outpatient visits. State Medicaid programs have broad flexibility in determining 
Medicaid coverage of telehealth – and many introduced flexibilities during the pandemic to increase 
access to this modality. CMS should continue to highlight these flexibilities to increase access to 
behavioral health in certain populations, such as those that are in rural areas, lack access to 
transportation, have difficulty leaving their home due to disability or functional status, or those who 
prefer to do virtual visits from home. For example, we support efforts to remove originating site 
restrictions, to allow beneficiaries to receive care in their own homes. We also recognize that broadband 
and access to devices are necessary prerequisites to adequate telehealth access – and urge CMS and 
other aligned federal agencies to continue investments in this area to bridge digital divides and improve 
health equity.  
 
Recognition of cross-state licensure is a critical flexibility that allows for the provision of telehealth across 
state lines. However, many states moving to reinstate rules that limit a provider’s ability to practice across 
state lines, thereby increasing barriers to accessing telehealth and consequently behavioral health care 
services. We recommend CMS to work with states and encourage them to continue allowing out-of-state 

https://www.kff.org/coronavirus-covid-19/issue-brief/telehealth-has-played-an-outsized-role-meeting-mental-health-needs-during-the-covid-19-pandemic/
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providers to practice telehealth. Mutual recognition compacts that allow providers to practice across 
state lines would also provide an avenue to increase telehealth and behavioral health access. An 
alternative model is the Interstate Physician Licensure Compact, which streamlines the licensure process 
across states, but still does not eliminate the need to apply for licenses in each state.  CMS should 
convene a task force of federal and state leaders to examine this issue and outline recommendations on 
changes that would increase access to telehealth services beyond the pandemic. 
 
Doulas 
The MLTSS Association recommends CMS explore how to better cover doula services under the Medicaid 
program. Doulas are non-clinical health care workers that provide physical, emotional, and informational 
support to mothers before, during, and after delivery. There is a significant evidence base showcasing the 
benefits of doula care, including higher satisfaction, increased engagement, and less adverse birth 
outcomes. However, Medicaid coverage of doulas is limited, and doula care is not typically available to 
lower socioeconomic groups. Doulas can be critical to advance health equity in Medicaid, with their 
capacity to educate, support, and empower mothers who are may be otherwise marginalized in our 
healthcare system.  
 
Objective 4: CMS has data available to measure, monitor, and support 
improvement efforts related to access to services (i.e., potential access; realized 
access; and beneficiary experience with care across states, delivery systems, and 
populations) 
 
4.1 What should CMS consider when developing an access monitoring approach that is as similar 
as possible across Medicaid and CHIP delivery systems (e.g., fee-for-service and managed care 
programs) and programs (e.g., HCBS programs and dual eligibility in Medicaid and Medicare) and 
across services/benefits? Would including additional levels of data reporting and analyses (e.g., 
by delivery system or by managed care plan, etc.) make access monitoring more effective? What 
type of information from CMS would be useful in helping states identify and prioritize resources 
to address access issues for their beneficiaries? What are the most significant gaps where CMS 
can provide technical or other types of assistance to support states in standardized monitoring 
and reporting across delivery systems in areas related to access? 
 
Access to Medicare Claims Data 
MLTSS plans enrolling dually eligible beneficiaries may receive Medicare claims data from states through 
the Coordination of Benefits Agreement (COBA). COBAs permit other insurers and benefit programs to 
send eligibility information to CMS and receive Medicare claims data for processing supplemental 
insurance benefits. However, some states limit claims only to services where there is Medicaid cost-
sharing. Further, some providers may not choose to bill Medicaid when there is cost sharing as the 
relatively small reimbursement may not be worth the administrative burden. This is especially common 
among primary care providers. There are also data lags up of to six months in receiving the claims data, 
which makes it no longer actionable for MLTSS care managers. Other challenges include missing data 
elements, mismatched time frames, and time-consuming data cleanup and ingestion. The MLTSS 
Association recommends CMS facilitate sharing of this data with MLTSS plans. CMS could develop 
Medicare database for all dually eligible beneficiaries that MLTSS plans can access for their members. 
Additionally, CMS should review and improve Third Party Liability claims processes for MLTSS plans to 
ensure proper claiming and reimbursement timeliness across issuers and health care programs.   

https://www.imlcc.org/
https://www.healthaffairs.org/do/10.1377/forefront.20210525.295915/
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Access to HIEs 
Access to a state HIE remains difficult for MLTSS plans in some states. HIE portals provide access to real-
time provider and health information, which can be more actionable than lagging indicators for claims. 
However, access to the HIE is typically limited to only a few designated people at a plan, and some states 
contract with multiple HIEs – making access burdensome and costly. For example, California contracts 
with 10 regional HIEs, and plans must pay for and ingest the data from each HIE into the plan’s internal 
system separately. CMS, working collaboratively with states, should think through options to increase and 
streamline access to HIEs.   
 
4.2 What measures of potential access, also known as care availability, should CMS consider as 
most important to monitor and encourage states to monitor (e.g., provider networks, availability 
of service providers such as direct service workers, appointment wait times, grievances and 
appeals based on the inability to access services, etc.)? How could CMS use data to monitor the 
robustness of provider networks across delivery systems (e.g., counting a provider based on a 
threshold of unique beneficiaries served, counting providers enrolled in multiple networks, 
providers taking new patients, etc.)? 
 
Beneficiary Perspectives 
The MLTSS Association recommends CMS consider incorporating beneficiary perspectives in developing 
measures of care availability. Conducting qualitative case studies with Medicaid beneficiaries may reveal 
certain needs that are not necessarily reflected in access measures, such as transportation availability, 
childcare, support with scheduling appointments, and finding new providers.  
 
Direct Care Workforce Metrics 
To adequately track and measure progress in addressing gaps in in the direct care workforce, the MLTSS 
Association recommends metrics to support the ability of plans to evaluate trends in service delivery over 
time. Some metrics include tracking the proportion of services delivered as compared to the proportion 
of services authorized; tracking the effect, impact, and client satisfaction level of gap-fill mitigation 
strategies; staff turnover; and the timeframe around initiation of new services once they are requested 
(particularly if they are services related to transitions from institutional care to HCBS, or from congregate 
HCBS to more individualized, integrated service options). There also exists a shortage of HCBS waiver slots 
in many states. Monitoring HCBS waitlists and time between eligibility and enrollment in HCBS should also 
be tracked. The MLTSS Association also supports any efforts CMS can take to open additional waiver slots.  
 
EVV Systems 
In the short-term data captured through state Electronic Visit Verification (EVV) systems may also help 
identify trends in direct care workforce gaps. EVV systems capture the type of service being performed, 
the individual receiving the service, the date and location of service delivery, and other critical data 
points. CMS can leverage this data to monitor access to HCBS services. However, we recognize that EVV 
will not be able to capture outcomes-related quality data. In the longer-term, the MLTSS Association 
supports development of the HCBS measure set, as further detailed in the subsequent question.   
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4.3 How can CMS promote more standardization in monitoring access in LTSS and HCBS? 
Examples include the draft HCBS measure set, grievances and appeals, or states’ comparisons of 
approved Person-Centered Service Plans to encounter or billing data in managed care or FFS. 
Which activities would you prioritize first? 
 
HCBS Measure Set 
The MLTSS Association strongly supports CMS’ efforts to develop a standard set of recommended HCBS 
measures and provided our recommendations for the measure set in November 2020. We believe release 
of a recommended set of quality measures from which states can choose will increase consumer 
awareness and better inform consumers to make educated choices related to provision of HCBS if 
adopted by multiple states. It would also allow for research conducted across states that could inform key 
policy priorities (such as rebalancing) and provide a quality of care benchmark that all HCBS beneficiaries 
could expect to receive. In developing and releasing the draft measure set, we recommend CMS consider 
the recommendations below. 
 

• Measure Specification and Testing:  Stakeholders have expressed concern over the survey 
instruments that would be used to gather data for the measurement system. Stakeholders wish 
to collect robust, beneficiary-reported data, but this can be burdensome to respondents and 
plans alike if not carefully crafted and administered. CMS has previously noted its intention to 
rely on measures developed from existing proprietary surveys that can add expense to states and 
health plans. Further, these tools were designed, tested, and validated as full surveys. Thus, 
additional development work and testing are needed to ensure the extracted items can be 
utilized as valid and reliable stand-alone performance measures or as a unified set. CMS has 
noted that it hopes to use the HCBS quality data to inform other CMS measure initiatives, 
including the Adult and Child Core Sets. HCBS measures should undergo the same scientifically 
rigorous testing as these other initiatives.  

 
• Measure Selection: We agree with CMS that the measures selected for the HCBS recommended 

measure set should meet NQF endorsement criteria of importance to measure and report, 
scientific acceptability, feasibility, and usability and use. We also suggest CMS consider additional 
principles outlined in our November comments. We note that selection of measures may differ 
depending on intended use. Some measures may be appropriate for internal quality 
improvement efforts, but not suitable for rank order comparisons. Thus, it is important to assess 
that a measure is fit for the particular purpose for which it will be used.  

 
• Aggregation: Testing and selection of the individual measures is not sufficient to create a robust 

measurement system. Statistical testing is required for any composites, domains, weighting, or 
summary statistics calculation. Moreover, focus group testing of all layouts, display text, and 
graphics are also critical. This ensures that consumers understand the information and find it easy 
to use. 

 
• Operations: CMS and states should conduct dry run periods where reporting entities can seek 

corrections to account for technical issues, such as how data is collected, aggregated, and 
transmitted. There should be a reporting period of at least one year where measures are publicly 
displayed before being integrated into a value-based purchasing program. 

 

https://4f0f409e-ff1d-4495-9d3a-c77910ae8af4.usrfiles.com/ugd/4f0f40_c8aa19b13384437f8adcd30fbc20daf3.pdf


 

23 
 

• Stakeholder feedback: We support CMS’ continued efforts to engage stakeholders in 
development of the HCBS measure set. We encourage CMS to continue to solicit input and allow 
plans to review the draft measure set once it is released.  

 
Objective 5: Payment rates in Medicaid and CHIP are sufficient to enlist and retain 
enough providers so that services are accessible. 
 
5.1 What are the opportunities for CMS to align approaches and set minimum standards for 
payment regulation and compliance across Medicaid FFS and managed care and across 
services/benefits to ensure beneficiaries have access to services that is as similar as possible 
across beneficiary groups, delivery systems, and programs? Which activities would you prioritize 
first? 
 
Cautions against Minimum Standards 
In developing any kind of approach to minimum standards for payment regulation in Medicaid FFS and 
managed care, we implore CMS to preserve the tools managed care plans have that are critical to their 
success in Medicaid – including their ability to develop provider networks, pursue innovative value-based 
care arrangements, and implement care management solutions and SDOH-focused interventions.  
Along these lines, we include several cautions below as CMS considers efforts to set minimum standards: 
 

• Medicaid payment rates should not be set to a specific percentage of Medicare rates. Medicaid 
covers a broader range of services compared to Medicare, and the populations and services 
provided are significantly different.  

• Rates should not be compared to surrounding state Medicaid programs. Eligibility requirements, 
programs, waivers, and populations covered can vary significantly state-by-state. 

• As MCOs increasingly move to models that pay for value over volume, efforts to assess MCO 
payments to providers will become increasingly complex.  

 
5.2 How can CMS assess the effect of state Medicaid payment policies and contracting 
arrangements on access and encourage policies that improve access within or across 
geographies? 
 
Direct Care Workforce 
To address direct care workforce shortages, CMS should work with states and plans to reassess the 
adequacy of payments to direct care workers. CMS should collaborate with the Department of Labor to 
conduct a landscape scan of direct care worker parity as compared to other industries that compete for 
these workers. Certain manufacturing jobs and other unskilled labor opportunities competing for the 
same workers may pay more. In addition to higher wages, additional costs associated with training, 
supporting, and retaining workers over time should be considered. CMS and states should assure 
capitation rates reflect 1) reimbursement that supports living wages, 2) benefits for direct care workers at 
or above what the market is at for the labor pool, 3) elevated wages for services requiring advanced 
competencies and specialization, 4) peer-to-peer mentoring, and 5) intentional overtime. 
 
However, rate setting must not become so stringent as to dilute the creativity of the managed care 
model, particularly with respect to building in greater incentives for high performers, accelerating 
payments based on desired outcomes, and introducing new value-based payment methodologies. Ideally, 
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plans would benefit from a minimum fee-schedule that was coupled with flexibility to set value-based 
payments for select providers to pay higher rates based on performance. Value-based payment 
strategies, combined with robust state quality programs that evolve over time, are key to building the 
caliber of HCBS provider networks expected of not only States and plans, but individual beneficiaries and 
their families. 
 
Third-Party Benefits 
The MLTSS Association also supports CMS’ August 2021 proposed rule that allows states to set aside a 
portion of a home health worker’s payments to cover third-party benefits, such as health insurance. By 
allowing states to provide these benefits, CMS can attract additional workers to these positions. However, 
we note that under the current parameters of the rule, family caregivers would be excluded from 
receiving such benefits. Given the critical role family caregivers play in delivering HCBS, CMS should 
consider extending applicability of the rule to these types of caregivers as well.  
 
Enhanced FMAP 
The MLTSS Association supports an enhanced FMAP for states to implement innovative provider solutions 
that increase Medicaid access to providers, in a process similar to that as the enhanced HCBS dollars 
provided under the American Rescue Plan Act.  CMS should work with Congress to advocate and secure 
such funding. 
 
CMS Oversight in Rate Setting 
The MLTSS Association also encourages CMS to exercise a more active oversight role in the rate setting 
process between states and MCOs. The rate development process is generally managed by states, 
whereas federal review generally focuses on compliance with actuarial soundness requirements, as CMS 
details in its annual rate development guide. A recent study by MACPAC found that federal oversight of 
rate setting does not “explicitly examine whether rates represent the most efficient use of Medicaid 
funds, provide for adequate quality of care for enrollees, or assure that MCOs meet network adequacy 
and access to care standards.” MACPAC further noted that when CMS identifies concerns with actuarial 
soundness, it has limited ability to require states to make changes. We implore CMS to review its internal 
approval processes to better ensure rates ensure adequate access to care.  
 
Rate Setting Transparency 
The MLTSS Association also recommends CMS require more transparency between states and MCOs in 
the rate setting process. Plans often do not have insight into rate development and have limited 
opportunities to provide feedback and input. Recommendations for CMS include: 
 

• Require states to provide comprehensive data during the procurement process, including 3 years 
of historical cost and utilization data by rate cell, region, population group, and detailed 
categories of service. 

• Require states to provide rate ranges to bidders prior to when MCOs would need to submit a bid, 
particularly for any subpopulations the states may stratify their rates on for LTSS 

• Require states to have a reasonable amount of time to discuss draft methodology with their state 
actuaries before submitting a rate certification to CMS. 

• Require a comment period during which stakeholders could provide feedback to CMS and the 
Office of the Actuary to take into account during the approval process.  

 

https://www.federalregister.gov/documents/2021/08/03/2021-16430/medicaid-program-reassignment-of-medicaid-provider-claims
https://www.macpac.gov/wp-content/uploads/2022/03/Managed-care-rate-setting.pdf
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