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OBJECTIVES OF 
SERVICE COORDINATION IN CHC
The primary objective of service coordination is to oversee the person-centered service planning process 
and to provide support for CHC program participants, specifically those individuals in need of long-term 
supports and services (LTSS) and those with unmet needs, in the following ways:

1. The identification of needed services through the Comprehensive Needs Assessment process.

2. The assurance of appropriate service delivery that supports both a participant’s needs and their 
preferences through the management of the person-centered planning process and the development 
and implementation of the participant’s person-centered service plan.  

3. The coordination of the participant’s long-term care services with all of their other services including 
those provided by Medicare, behavioral health, and Medicaid physical health. 
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SERVICE COORDINATION:
FFS VS. MANAGED CARE

FEE-FOR-SERVICE

• Service coordination is a billable service under 
the HCBS waivers.

• Service coordination identifies, coordinates, 
and assists participants in gaining access to 
needed waiver services and State Plan services, 
as well as non-Medicaid funded medical, social, 
housing, educational and other services and 
supports. 

CHC

• The CHC managed care organization 
(CHC-MCO) will provide service coordination 
as an administrative function of the CHC-MCO.

• Service coordinators lead the person-centered 
service planning process and oversee the 
implementation of person-centered service 
plans (PCSPs).

• The service coordination function must be 
provided by an appropriately qualified service 
coordinator employed by, or under contract 
with, the CHC-MCO.
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HOW WILL SERVICE COORDINATION
BE DIFFERENT IN CHC?

FEE-FOR-SERVICE
• In the performance of providing information to 

participants, the service coordinator will:
• Inform participants about: the waiver, required 

needs assessments, the participant-centered 
planning process, service alternatives, service 
delivery options (opportunities for participant-
direction), roles, rights, risks and responsibilities.

• Inform participants on fair hearing rights and 
assist with fair hearing requests when needed 
and upon request.

CHC
• Service coordinators are responsible to inform 

participants about: available LTSS, required needs 
assessments, the participant-centered service 
planning process, service alternatives, service 
delivery options (opportunities for participant-
direction), roles, rights, risks and responsibilities, 
fair hearing rights and assist with fair hearing 
requests when needed and upon request.

• Service coordinators are also responsible for 
ensuring the health, welfare, and safety of the 
participant on on-going basis.  
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While the service coordination role is expanded in CHC, the fundamental requirements are the 
same as they were in the fee-for-service waivers.



HOW WILL SERVICE COORDINATION
BE DIFFERENT IN CHC?

FEE-FOR-SERVICE
• Collect additional necessary 

information, including -- at a minimum 
-- participant preferences, strengths 
and goals to inform the development 
of the PCSP

• Assist the participant and his/her 
service planning team in identifying 
and choosing willing and qualified 
providers

• Coordinate efforts and prompt the 
participant to ensure the completion 
of activities necessary to maintain 
waiver eligibility

CHC
• Collect information to inform the development of the PCSP, including -- at a minimum -- the participant’s 

preferences, strengths and goals 
• Collect required documentation for the re-evaluation of clinical eligibility, at least annually or more 

frequently as needed in accordance with department requirements 
• Assist the participant and his/her person-centered planning team to identify and choose willing and 

qualified providers
• Coordinate efforts and prompt the participant to complete activities necessary 

to maintain waiver eligibility
• Explore coverage of services to address participant-identified needs through other sources, including 

services provided under the State Plan, Medicare, and/or private insurance or other community 
resources

• Actively coordinate with other individuals and/or entities essential in the physical and/or behavioral 
care delivery for the participant, including other care coordinators, to ensure seamless coordination 
between physical, behavioral and support services.

FACILITATING ACCESS TO NEEDED SERVICES AND SUPPORTS
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HOW WILL SERVICE COORDINATION
BE DIFFERENT IN CHC?

CHC

• Service coordinators are also responsible for:
• Overseeing pre-tenancy and transition services for housing, which prepare and support the participant’s move to 

housing in an integrated setting. 
• These services include assistance to obtain and retain housing, activities to foster independence, and assistance 

in developing community resources to support successful tenancy and maintain residency in the community.
• Supporting individuals in nursing facilities, as well as individuals receiving LTSS in the community.  
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CONTINUITY OF CARE
• MCOs are required to contract with all willing and qualified existing Medicaid providers, including 

service coordination agencies, for 180 days after CHC implementation.

• Participants may keep their existing providers for the 180-day continuity of care period after 
CHC implementation.

• Providers participating during the continuity of care period will have to develop a contractual 
relationship with the CHC-MCOs and bill the MCOs for their services. 

• After the HCBS continuity of care period is over, service coordination will fully convert to an 
administrative function of the CHC-MCOs.
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SERVICE COORDINATION
AS AN ADMINISTRATIVE FUNCTION
• The CHC-MCO must provide service coordination as an administrative function through appropriately 

qualified staff or contracts with service coordination entities. 

• Service coordinators will either be directly employed by the CHC-MCOs or will support this service 
through a subcontractor relationship after the continuity-of-care period expires. 

• Currently, service coordinators serve as fee-for-service providers in the HCBS waivers.
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SERVICE COORDINATOR
STAFFING REQUIREMENTS
• Service coordinators must be a registered nurse or have a Bachelor’s degree in social work, psychology, 

or other related fields with at least three (3) years of experience in a social service or healthcare 
related setting. Service coordinators hired prior to the CHC zone implementation date must have the 
qualifications and standards proposed by the CHC-MCOs and approved by the Department.

• Service coordinator supervisors must be an registered nurse or a Pennsylvania-licensed social worker 
or Pennsylvania-licensed mental health professional with at least 3 years of relevant experience. 
Service coordinator supervisors hired prior to the CHC zone implementation date (who do not have a 
license) must either: 1) obtain a license within the first year of the start of CHC; or 2) have the 
qualifications and standards proposed by the CHC-MCOs and approved by the department. 
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SCREENINGS, COMPREHENSIVE NEEDS 
ASSESSMENT AND REASSESSMENT
• CHC-MCOs must screen each new participants who are not NCFE within 90 days of the start date of 

CHC in the zone.

• This requirement is separate from the assessment of those with LTSS or other special health needs.

• The CHC-MCO must conduct a comprehensive needs assessment of every participant who is 
determined NFCE. 

• If the participant has not been determined NFCE, the CHC-MCO must conduct a comprehensive 
assessment when the participant makes a request, self-identifies as needing LTSS, or if either the 
CHC-MCO or the independent enrollment broker (IEB) identifies that the participant has unmet needs, 
service gaps or a need for service coordination.
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COMPREHENSIVE NEEDS ASSESSMENT 
AND REASSESSMENT
• The CHC-MCO must complete an in-person comprehensive needs assessment in accordance with the 

following time frames:
 For NCFE participants who are not receiving LTSS on their enrollment date: no later than 5 business 

days from start date.  
 For dually eligible participants identified by the IEB as having a need for immediate services: no later 

than 5 business days from the start date.  
 For participants who are identified as having unmet needs, service gaps, or a need for service 

coordination: no later than 15 business days from the date the CHC-MCO is aware of the unmet 
needs, service gaps, or need for service coordination.
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COMPREHENSIVE NEEDS ASSESSMENT 
AND REASSESSMENT
AT LEAST EVERY 12 MONTHS
The CHC-MCO must conduct a comprehensive needs reassessment of NFCE participants no more than 
12 months following the most recent prior comprehensive needs assessment or comprehensive needs 
reassessment unless a trigger event occurs. Trigger events include, but are not limited to:
 A significant health care event to include, but not be limited to: a hospital admission, a transition 

between health care settings, or a hospital discharge.
 A change in functional status.
 A change in caregiver or informal support status, if the change impacts one or more areas of health or 

functional status.
 A change in the home setting or environment, if the change impacts one or more areas of health or 

functional status. 
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COMPREHENSIVE NEEDS ASSESSMENT 
AND REASSESSMENT
• Through the comprehensive needs assessment and reassessment, the CHC-MCO must assess a 

participant’s physical and behavioral health, as well as social, psychosocial, environmental, caregiver, 
LTSS and other needs. Preferences, goals, housing, and informal supports are also assessed. 

• If, after conducting the comprehensive needs assessment, the CHC-MCO determines that a participant 
who has not been determined NFCE has a need for LTSS, the CHC-MCO shall refer the participant for 
long-term care functional eligibility determination. The CHC-MCO must abide by the eligibility 
determination entity’s decision as to the need for nursing facility and long-term care services.
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PERSON-CENTERED SERVICE PLAN (PCSP)
• The comprehensive needs assessment underwrites the person-centered planning process.

• The PCSP must address how the participant’s physical, cognitive, and behavioral health needs will be 
managed, including how Medicare coverage (if the participant is dually eligible) will be coordinated and 
how the participant’s LTSS services will be coordinated. 

• The holistic PCSP will include both the care management plan and the LTSS plan. 
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PERSON-CENTERED SERVICE PLAN (PCSP)
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PERSON-CENTERED SERVICE PLAN (PCSP)
CARE MANAGEMENT PLAN
A care management plan is used to identify and address how the participant’s physical, cognitive, and 
behavioral health care needs will be managed, and will include, but will not be limited to:

• Active chronic problems, current non-chronic problems, cognitive needs, and problems that were 
previously controlled (classified as maintenance care) but have been exacerbated by disease 
progression or other intervening conditions

• Current medications
• All services authorized and the scope and duration of the services authorized, including any services 

that were authorized by the CHC- MCO since the last PCSP was finalized that need to be authorized 
moving forward

• The CHC-MCO must make available care management to all participants
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PERSON-CENTERED SERVICE PLAN (PCSP)
CARE MANAGEMENT PLAN
A schedule of preventive-service needs or requirements

• Disease management action steps
• Known needed physical and behavioral health care and services
• All designated points of contact; the participant’s authorizations of who may request and receive 

information about the participant’s services
• How the service coordinator will assist the participant in accessing services identified in the PCSP
• How the CHC-MCO will coordinate with the participant’s Medicare, Veterans, BH-MCO, and other 

health insurers and other supports
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PERSON-CENTERED SERVICE PLAN (PCSP)
LTSS SERVICE PLAN
• A LTSS service plan must identify and address how LTSS needs will be met and how services will be 

provided in accordance with the PCSP.  

• The LTSS service plan must include the following:
 All LTSS services necessary to support the participant in living as independently as possible and 

remaining as engaged in his/her community as possible.
 For the needs identified in the comprehensive needs assessment, the interventions to address each 

need or preference, reasonable long-term and short-term goals, the measurable outcomes to be 
achieved by the interventions, the anticipated timelines in which to achieve the desired outcomes, 
and the staff responsible for conducting the interventions and monitoring the outcomes
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PERSON-CENTERED SERVICE PLAN (PCSP)
LTSS SERVICE PLAN

Potential problems that can be anticipated, including risks and how these risks can be minimized to 
foster the participant’s maximum functioning level of well-being

Participant decisions around self-directed care, and whether the participant is participating in 
participant-direction

Communications plan

How frequently specific services will be provided

How -- or if -- technology and telehealth will be used

Participant choice of providers and service coordinators
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PERSON-CENTERED SERVICE PLAN (PCSP)
LTSS SERVICE PLAN

Participant’s available, willing, and able informal support network and services

Participant’s need for and plan to access community resources, non-covered services and other 
supports, including any reasonable accommodations

How to accommodate preferences for leisure activities, hobbies, and community engagement

Any other needs or preferences of the participant

Participant’s goals for the least restrictive setting possible; if he or she is being discharged or 
transitioned from an inpatient setting.
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PERSON-CENTERED SERVICE PLAN (PCSP)
LTSS SERVICE PLAN

The process for reporting abuse, neglect and exploitation

The process for reporting suspected fraud and abuse

 Individualized back-up plans

The person(s) and providers responsible for specific interventions or services

How the CHC-MCO will coordinate with the participant’s Medicare, Veterans Benefits, BH-MCO, other 
health coverage insurers, and other supports

Participant’s employment and educational goals
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PERSON-CENTERED SERVICE PLAN (PCSP)
• The PCSP must specify the need for referrals and the need for assistance from the service coordinator in 

obtaining referrals. To the extent that the primary care practitioner is part of the PCSP development, the 
PCSP must also articulate referrals that the service coordinator will enter in the appropriate systems.

• The PCSP must consider both in- and out-of-network covered services to support the individual in the 
environment of his/her choice, as well as caregivers’ support needs
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PERSON-CENTERED SERVICE PLAN (PCSP)
• PCSPs must be completed no more than 30 days from the date that the comprehensive needs 

assessment or reassessment is completed.

• PCSPs must be developed by the service coordinator, the participant, the participant’s representative, 
and the person-centered planning team.

• Participants may appeal part or all of their service plan as provided through the complaint, grievance 
and DHS fair-hearing processes.
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PERSON-CENTERED PLANNING TEAM (PCPT)
• CHC requires a PCPT approach as part of the service planning and service-coordination processes for 

participants who require LTSS. 

• The CHC-MCOs may also include the PCPT approach as part of the overall care coordination approach 
for participants who do not require LTSS.  

• The PCPT approach must be person-centered and must take into account all goals and 
requirements of CHC. 

• Team members may include participants, their caregivers, primary care physicians, specialists, 
behavioral health providers, direct care workers, and any other individual involve in the participant’s 
service planning.
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NURSING HOME TRANSITION (NHT)
• NHT is an administrative role for the CHC-MCOs.

• CHC-MCOs must provide NHT activities to participants residing in nursing facilities who express a desire 
to move back to their homes or other community-based settings. 

• The CHC-MCO must provide NHT activities using appropriately qualified staff, whether employed by or 
under contract with the CHC-MCO.

• Services coordinators will participate in these activities, although the CHC-MCOs may have dedicated 
staff focused on the responsibilities of this role. 
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COORDINATION WITH
NON-MEDICAID SERVICES
• For a participant who is receiving home- and community-based services other than through a HCBS 

waiver on the participant’s start date, the CHC-MCO service coordinators must coordinate the 
participant’s transition into CHC with entities that are providing care or service coordination to the 
participant at the time of their CHC enrollment.

• The CHC-MCO service coordinators must coordinate with entities providing these services outside of 
CHC including, but are not limited to, the Act 150 program, the OPTIONS program or OMAP’s Special 
Needs Unit.
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MONITORING

• OLTL has developed report requirements to capture LTSS service plan changes, missed services, 
timeliness of service plan activities, service denial notices, and complaints and grievances through 
the continuity of care period and ongoing after the continuity of care period ends.  

• These reports help OLTL to assure participants are receiving services and to help ensure participant 
health and safety.

• Service coordinators play a critical role in providing information or taking follow up steps to the CHC-
MCOs to assist in monitoring efforts. 

• OLTL staff monitors the reports and addresses concerns with the CHC-MCOs.  The MCOs may 
request additional information from service coordinators to assist in responding to OLTL requests.
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LESSONS LEARNED FROM THE SOUTHWEST 
IMPLEMENTATION
• Earlier training for external service coordinators both to support the continuity of care period and to 

clarify the role and function of the service coordinator in CHC

• Ongoing and improved communication with the CHC-MCOs and external service coordinators

• Data clean-up and standardization in the legacy case management systems (HCSIS/SAMS)

• Earlier user account set-up in the CHC-MCO systems

• Earlier and more rapid change of EIM user account information to reflect new relationship in CHC with 
the CHC-MCOs

• An evaluation and augmented training of both internal and external service coordinator understanding 
of the person-centered planning process

• Service coordinator participation in data clean-up efforts
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MANAGED CARE ORGANIZATIONS
• The selected offerors were announced on August 30, 2016.

CHCProviders@keystonefirstCHC.com

information@pahealthwellness.com

CHCProviders@UPMC.edu
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CHC-MCO APPROACH
TO SERVICE COORDINATION
• Enrollment through the continuity of care period

• Service coordinator training including training on systems and the person-centered planning process

• Systems access

• Approaches to comprehensive needs assessment, person-centered service planning, and NHT

• Approaches to care management and LTSS management
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QUESTIONS
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