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In December 2019, the State of Illinois submitted a request for an 1115 demonstration waiver to address 
three key coverage continuity and administrative barriers: 

1. Extending postpartum coverage to 12 months (Note: this authority was later transitioned from 
1115 waiver authority to State Plan Amendment [SPA] authority, effective July 1, 2022), 

2. Churn between Medicaid Fee-for-Service (FFS) and Medicaid Managed Care due to delays in 
redetermination paperwork, and 

3. Implementation of Hospital Presumptive Eligibility (HPE). 

The overarching goal of the waiver was to implement targeted strategies that improve access to care, 
enhance health outcomes, and reduce healthcare costs. 

However, shortly after the waiver was submitted to the Centers for Medicare & Medicaid Services 
(CMS), the COVID-19 Public Health Emergency (PHE) was declared in March 2020. The PHE significantly 
changed the operational context of the proposed demonstration. Under the Maintenance of Effort 
(MOE) provision tied to the PHE, states were required to provide continuous coverage for enrollees. 
Illinois also implemented numerous eligibility flexibilities with federal approval, further impacting the 
demonstration’s original scope and implementation timeline. 

The state transitioned coverage for 12 months postpartum from 1115 waiver authority to SPA authority 
effective July 1, 2022.  Due to the continuous coverage requirement, no enrollees were enrolled in this 
demonstration group prior to the transition to SPA authority. 

During the third year of the demonstration, the continuous coverage requirement under the 
Consolidated Appropriations Act (CAA) of 2023 ended the continuous coverage requirement. As a result, 
Illinois began unwinding the PHE flexibilities and resumed redeterminations on April 1, 2023. The first 
cohort of redetermination notices was mailed on May 1, 2023. To support this transition, the Illinois 
Department of Healthcare and Family Services (HFS) implemented a 30-day grace period for 
redetermination submissions in June 2023.  

Due to the nearly three-year pause in redeterminations, many of the original performance metrics—
developed prior to the PHE—no longer accurately reflected current realities. Notably, HFS was unable to 
fully assess the impact of managed care reinstatement within 90 days of late paperwork submission 
during that period. 

By Quarter 4 of Demonstration Year 3, HFS began to align retroactive enrollment processes for 
individuals who submitted late redeterminations. This adjustment helped reconnect Medicaid 
customers to care coordination services more quickly and reduced churn between fee-for-service and 
managed care by minimizing gaps in Managed Care Organization (MCO) coverage. These efforts 
continued into Demonstration Year 4. 



In Quarter 2 of Demonstration Year 4, the 30-day redetermination grace period officially ended on May 
31, 2024. Starting with individuals whose redetermination due date was June 30, 2024, 
redeterminations returned to standard operations, and the grace period was no longer available. 

This annual report provides a status update on the demonstration, which operated under both the 
Public Health Emergency (PHE) unwinding and the transition back to standard redetermination 
procedures during the reporting period. 
 
Operational Update 
 
During the reporting period, the State of Illinois continued efforts to stabilize coverage and reduce churn 
through the Managed Care Reinstatement Initiative. This policy allowed eligible individuals who 
submitted redetermination paperwork within 90 days of case closure to be retroactively reenrolled into 
their previous Managed Care Organization (MCO), promoting continuity of care and minimizing service 
disruptions. This adjustment helped reconnect Medicaid customers to care coordination services more 
quickly and reduced churn between fee-for-service and managed care by minimizing gaps in Managed 
Care Organization (MCO) coverage.  However, in Quarter 2 of Demonstration Year 4, the 
redetermination grace period—originally implemented as a flexibility during the Public Health 
Emergency (PHE) unwinding—officially ended on May 31, 2024. As of June 30, 2024, redetermination 
due dates are once again subject to standard operations, requiring the redetermination paperwork to be 
returned within 30 days of receipt to prevent coverage loss. 
 
 
Managed Care Reinstatement when a Medicaid Beneficiary Submits Late Paperwork within 90 Days: 
 
Illinois aimed to address churn between Medicaid Fee-for-Service (FFS) and Medicaid Managed Care 
through the Continuity of Care & Administrative Simplification waiver. While 42 CFR 435.916(a)(3)(iii) 
permits Medicaid reconsideration without a new application if the renewal form is submitted within 90 
days of termination, 42 CFR 438.56(g) limits reinstatement into the prior Managed Care Organization 
(MCO) to 60 days. The 1115 waiver aligns these two federal regulations by allowing reinstatement into 
the previous MCO when a Medicaid beneficiary submits redetermination paperwork late and within 90 
days. This alignment is intended to minimize care disruptions and reduce churn between FFS and 
managed care. 
 
By Demonstration Year 4, this initiative had become increasingly relevant as Illinois resumed regular 
redetermination processes. Although a 30-day grace period for redetermination paperwork was 
temporarily available during the Public Health Emergency (PHE) unwinding, this flexibility officially 
ended on May 31, 2024.  Beginning with redetermination due dates on or after June 30, 2024, 
individuals will be required to return their redetermination paperwork within 30 days of receipt to avoid 
losing coverage. The waiver’s managed care reinstatement provision continues to serve a critical role in 
supporting continuity of care for individuals who submit paperwork late but within the federally 
permitted 90-day reconsideration period. 
 
 
Waiver of Hospital Presumptive Eligibility (HPE): 
 
Illinois requested a waiver of Hospital Presumptive Eligibility (HPE) to promote continuity of care by 
encouraging full Medicaid applications and facilitating quicker connection to care coordination services 



through managed care. The proposal also aimed to reduce three significant administrative burdens 
associated with HPE implementation: increased application volumes—including both temporary and full 
applications for the same individuals—manual, time-intensive casework, and the need for hospital 
oversight and enforcement. 
 
The end of the COVID-19 Public Health Emergency (PHE) Maintenance of Effort (MOE) and continuous 
eligibility requirement continued to affect the evaluation of Illinois’ HPE waiver request. With the 
resumption of processing large redetermination cohorts, caseworkers have been heavily focused on 
completing redeterminations in addition to handling new application volume, contributing to an 
increased application backlog. To help mitigate this strain on eligibility staff and avoid duplication of 
effort, HFS opted to waive implementation of HPE. Implementing HPE during this period would have 
further increased processing times and exacerbated the backlog due to duplicative applications. Waiving 
HPE has supported the state’s ability to prioritize full Medicaid application processing and contributed to 
more efficient eligibility determinations, as reflected in approval and denial trends. 

 
Performance Metrics  

 
With the end of the Public Health Emergency (PHE) and the associated Maintenance of Effort (MOE) 
requirements, Illinois began the PHE unwinding process, which marked a return to regular Medicaid 
operations, including standard redeterminations and eligibility reviews. As a result, most of 
Demonstration Year 4 reflects a more typical operational environment, allowing the Illinois Department 
of Healthcare and Family Services (HFS) to collect and report on relevant performance metrics. Unlike 
earlier phases of the demonstration, which were significantly impacted by continuous coverage 
requirements and eligibility flexibilities, Year 4 provides more meaningful data to evaluate the 
demonstration’s impact on continuity of care, managed care reinstatement, and administrative 
simplification efforts. 
 
 
Extending Coverage to 12 Months Postpartum:  
The state converted this coverage to SPA authority effective July 1, 2022.  
 
 
Managed Care Reinstatement when a Medicaid Beneficiary Submits Late Paperwork within 90 Days: 
 
As part of the demonstration, HFS proposed to report on the number of reinstatements into Managed 
Care Organizations (MCOs) as well as the number of MCO enrollees meeting the HEDIS 12-month 
continuous enrollment standard. While direct reporting on the full impact of the 90-day MCO 
reinstatement policy remains complex, the state agreed to estimate its potential impact by calculating 
the average number of monthly reinstatements that occurred between 61 and 90 days after case 
cancellation. During Quarters 1 and 2 of Demonstration Year 4 (January–May 2024), a 30-day 
redetermination grace period remained in effect as part of the PHE unwinding flexibilities, allowing 
individuals an extended timeframe to submit renewal paperwork and potentially reducing the number 
of reinstatements required between days 61 and 90. In contrast, Quarters 3 and 4 reflect a return to 
normal operations, as the redetermination grace period officially ended on May 31, 2024. Data from 
these latter quarters may better illustrate the full operational effect of the 90-day MCO reinstatement 
authority under standard conditions. 

 



2024 Reinstatements into MCOs with Late 
Redetermination Paperwork Submitted Between 
61-90 Days 

January 1,564 
February 1,179 
March 1,147 
April  1,522 
May 988 
June 1,677 
July 1,779 
August 1,711 
September  994 
October 596 
November 1,115 
December 949 

 
 

Waiver of Hospital Presumptive Eligibility (HPE): In its waiver application, HFS proposed to monitor and 
report on Medicaid approval and denial rates, along with application processing backlogs and 
turnaround times. The following Demonstration Year 4 data provides insight into these performance 
measures: 

 

2024  
Medicaid 
Approvals  

Medicaid 
Denials  

Jan 
          
482,324  

          
36,584  

Feb 
          
503,937  

          
39,090  

Mar 
          
483,303  

          
50,401  

Apr 
          
509,947  

          
56,073  

May 
          
460,039  

          
50,823  

Jun 
          
425,437  

          
41,359  

Jul 
          
480,526  

          
48,206  

Aug 
          
464,394  

          
52,069  

Sep 
          
462,769  

          
40,632  

Oct 
          
504,373  

          
41,206  



Nov 
          
397,144  

          
35,409  

Dec 
          
392,103  

          
34,315  

Total         
5,566,296  

       
526,167  

Total 
Applications 
received        

6,092,463  
    
6,092,463  

Rate   91% 9% 
 
 
 

 
 

Application Backlog and Turnaround Time: 
 

 

 
 
 
 

 
Budget Neutrality and Financial Reporting 
 
The extension of postpartum coverage for 12 months is the only demonstration proposal with a budget 
neutrality requirement. However, the state converted this coverage to SPA authority effective July 1, 
2022, prior to the end of the COVID-19 PHE. As a result, there was no budget impact due to the 
demonstration.  
 
 
Evaluation Activities and Interim Findings 

 
The Illinois Department of Healthcare and Family Services (HFS) is collaborating with the University of 
Illinois to develop an interim evaluation report for its Section 1115 demonstration waiver. This report is 
scheduled for submission to the Centers for Medicare & Medicaid Services (CMS) in June 2025. 

 
 

1115 Waiver Annual Public Forum  



HFS hosted the annual public forum during the November meeting of the Public Education 
Subcommittee of the Medicaid Advisory Committee (MAC). The Public Education Subcommittee is an 
established body that advises the MAC on materials and methods for informing individuals about the 
health benefits available through the Department of Healthcare and Family Services' medical programs. 

During, the meeting, HFS provided an overview of the Section 1115 demonstration waiver, including a 
summary of key initiatives, the current status of the waiver, and major findings from the quarterly 
monitoring reports. The forum also provided an opportunity for public input on the waiver’s impact and 
effectiveness. 

Public Feedback Highlights:  

• MCO Automatic Re-enrollment During the 90-Day Period 
All four comments received expressed strong support for this initiative. Stakeholders highlighted 
the importance of this policy in ensuring continuity of care and reducing disruptions in coverage 
for beneficiaries. 

• Waiving the Implementation of Hospital Presumptive Eligibility (HPE) 
Four comments raised concerns about the continued waiver of HPE. Commenters urged HFS to 
implement HPE, citing the value of immediate, temporary Medicaid coverage and encouraging 
the state not to pursue an extension of the current waiver. 

 

 
Legal Updates  
 
HFS did not have any audits, investigations, lawsuits, grievances, appeals, or policy changes that 
impacted this waiver. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

Quarterly Monitoring Report & Quarterly Budget Neutrality Report 
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The unwinding of the COVID-19 Public Health Emergency (PHE) impacted the provisions in the 
Continuity of Care 1115 Waiver. This quarter’s monitoring and budget neutrality report describes the 
impact on metric results. 

 

Extending Postpartum Coverage to 12 Months: 

• The state transitioned the 12-month postpartum extension from 1115 waiver to SPA authority 
effective 7/1/22. 

 

Managed Care Reinstatement when a Medicaid Beneficiary Submits Late Paperwork within 90 Days: 

• Narrative: HFS proposed reporting on the number of reinstatements into MCOs and MCO 
enrollees meeting the HEDIS 12-month continuous enrollment standard within the waiver 
application. This is the third quarter under the demonstration that the state is reporting metrics 
on the PHE Maintenance of Effort (MOE), continuous eligibility requirement, and the PHE 
unwinding. 

 
In Illinois, the Medicaid continuous enrollment condition ended March 31, 2023. Redeterminations 
began on April 1, 2023, and the first redetermination cohort was mailed redetermination letters on May 
1, 2023. In June 2023, HFS implemented the redetermination 30-day grace period, a PHE unwinding 
flexibility. This 30-day grace period expired 5/31/2024. 
 

Individuals no longer had a 30-day grace period. Instead, redeterminations returned to standard 
operations, requiring paperwork to be submitted within 30 days. If the paperwork was not 
returned, the individual’s coverage ended the following month. 
 
As a result, individuals in the October cohort would have lost coverage on November 1 for failing 
to return their redetermination paperwork. Their 90-day reconsideration period spanned 
January, February, and March 2025. 

 
• For the October cohort, the 61–90-day reconsideration window fell in January. 

 
• For the November cohort, it was in February. 

 
• For the December cohort, it occurred in March. 

 
1115 Waiver Application Metric: To estimate the potential impact of the 90-day reinstatement period 
into the same MCO, the state will calculate the average number of monthly reinstatements between 61 
and 90 days after cancellation in months before the PHE. 
 
 

Month Reinstatements into MCOs with Late Redetermination Paperwork Submitted Between 
61-90 Days 



October  596 
November  1,115 
December  949 

 
 October cohort - reinstatement days 61-90 were in January. 
 November cohort -reinstatement days 61-90 were in February. 
 December cohort- reinstatement days were in March. 

 

1115 Waiver Application Metric: MCO enrollees meeting HEDIS 12-month continuous enrollment 
standard. 

• The state is not reporting on the HEDIS metric impact, which contemplated retroactive 
enrollment into managed care organizations (MCOs) when reinstated. Prior to implementing 
this metric, the state implemented the reinstatement prospectively, which did not impact the 
HEDIS 12-month continuous enrollment requirement. CMS was notified of this change before 
implementation, and HFS and CMS confirmed that this approach is allowable under the Special 
Terms and Conditions (STCs) of this waiver.  

• Budget Neutrality: N/A 
 

Waiver of Hospital Presumptive Eligibility (HPE): 
 

• Narrative: Within the waiver application, HFS proposed to report on Medicaid approval and 
denial rates, as well as application processing backlog and turnaround time. However, the 
COVID-19 PHE unwinding has significantly impacted application processing at HFS. For example, 
the increase in processing redeterminations and the normal flow of new applications have 
resulted in an application processing backlog. New HPE applications would have further 
increased the already substantial backlog. Therefore, waiving HPE requirements has benefited 
the state by keeping the application backlog from worsening. 
 
Additionally, waiving HPE has allowed the state to focus on processing full benefit applications, 
which has prevented the duplication of application processes, reduced administrative burden, 
and improved the timeliness and appropriateness of Medicaid eligibility determinations and 
denials. By waiving HPE, HFS is working to reduce eligibility backlogs thus allowing Medicaid 
applicants to gain access to health coverage sooner. 
 
 

Medicaid Approval and Denial Rates: 
 
 
 
 
 

2024 
Medicaid 
Approvals  

Medicaid 
Denials  



Oct 
      
504,373  

          
41,206  

Nov 
      
397,144  

          
35,409  

Dec 
      
392,103  

          
34,315  

Total      
1,293,620  

        
110,930  

Total 
Applications 
received     

1,404,550  
     
1,404,550  

Rate   92% 8% 
 
 
 

 
 
Application Backlog and Turnaround Time 
 

 

Budget Neutrality: N/A 
 

 
 


