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Integrating Medicare and Medicaid for Individuals with 
Dual Eligibility
Consumer Advocates Meeting
February 28, 2011 from 11AM to 12:30PM

One Ashburton Place, 11th Floor

Matta Conference Room

Boston, Massachusetts
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Today’s Presentation
· CMS Design Contract Solicitation

· Massachusetts’ Design Contract Proposal 

· Design Contract Timeline

· Minimum Demonstration Proposal Elements
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CMS Design Contract Solicitation
State Demonstrations to Integrate Care for Dual (Medicare and Medicaid) Eligible Individuals 

· Centers for Medicare and Medicaid Services (CMS), through the Center for Medicare and 


Medicaid Innovation (CMMI) will provide funding for states to support the 
design of innovative service delivery and payment models that integrate care for 
dual eligible individuals (The solicitation can be accessed from the CMMI 
website http://innovations.cms.gov/opportunities/opportunities.shtml)

· Identify, support, and evaluate person-centered models that integrate the full range of acute, behavioral health, and long-term supports and services for dual eligible individuals

· 15 Demonstration Design contracts with states – up to $1 million

· Deliverable = Demonstration Proposal

· State Plan to structure, implement, and evaluate an intervention to improve quality, coordination, and cost-effectiveness of care for dual eligible individuals

· Design contract award is path to implementation

· Demonstration design approval

· Availability of funds

· Massachusetts’ proposal submitted January 28, 2011


(The proposal can be accessed at http://www.mass.gov/nationalhealthreform - go 
to Grants, listed under Grants Pending, 1/28/11-2602- State Demonstrations to 
Integrate Care for Dual Eligible Individuals)
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Massachusetts’ Design Contract Proposal 

1) High Level Description of Massachusetts' Proposed Approach to Integrating Care


A.  Problems with the Current Coverage and Payment Policy for Dual Eligibles 
Age 21-64


B.  Massachusetts’ Proposed Demonstration Model 


Target Population

Covered Services


Financing Model


C. Policy Rationale for Massachusetts' Proposal

2) Overview of Massachusetts’ Capacity and Infrastructure

3) Description of Current Analytic Capacity

4) Summary of Stakeholder Environment

5) Timeframe

6) Budget and Use of Funds
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1) High Level Description of Massachusetts' 
    Proposed Approach to Integrating Care
· MassHealth proposed assuming complete operational responsibility for the care of 


dual eligible individuals ages 21-64

· Includes administration, management and oversight of all Medicare-funded and Medicaid-funded services 

· Achieve better health outcomes for this population

· Provide higher quality, more cost effective, person-centered care
· Broader effort in Massachusetts to transform its health care system

· Restructure how care is delivered and how providers are reimbursed 

· Reform initiatives include development of patient-centered medical homes, bundled payments, accountable care organizations, and state legislation to require a transition from fee-for-service provider payments to global payment methodologies 

· Ensure access to appropriate services, integrate comprehensive services at the 
person level, improve care coordination, and create payment systems that hold providers accountable for the care they deliver

· Reward quality care, improve health outcomes, and more effectively spend health care dollars
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A. Problems with the Current Coverage and Payment Policy 
     for Dual  Eligibles Age 21-64
Care for dual eligible adults ages 21-64 is fragmented, unmanaged and uncoordinated at the program level, and based on an inefficient fee-for-service (FFS) provider payment system. Different eligibility and coverage rules in MassHealth and Medicare contribute to these problems. 

·   State and federal spending is inefficient and unsustainable 

· Combined spending on MA dual eligible adults ages 21-64 will reach $3.85 billion in 2011

· $1.27 billion in Medicare expenditures and $2.58 billion in MassHealth expenditures1

·   Insufficient care coordination 

· Most have complex care needs (~76% have a chronic medical condition in addition to a disability)

· Most lack access to integrated care systems with holistic, person-centered perspectives or care management/coordination

· No managed care under current MassHealth program rules

·   Challenges for providers 

· Providers face challenges communicating and collaborating with one another about a person’s care, especially when multiple providers

· Providers may not be aware of different types and sources of care provided or available

1Projections derived from per capita estimates for dual eligibles from: MedPAC Report to the Congress: Aligning Incentives in Medicare. “Chapter 5: Coordinating the care of dual-eligible beneficiaries.” June 2010, page 135.
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A. Problems with the Current Coverage and Payment Policy 
     for Dual Eligibles Age 21-64 (Cont.)
· Challenges for beneficiaries 

· In FFS system many individuals must arrange for and coordinate their care across multiple providers, multiple settings, and two payers - Medicare and Medicaid

· Many simultaneously use acute care services, Medicaid or state-funded LTSS, 
behavioral health services, prescription drugs, and other supports 

· Inadequate access to coordinated behavioral health services 

· In 2008, 64% of MassHealth dual eligible adults ages 21-64 experienced chronic mental illness and/or substance abuse

· Lack of integration of behavioral health and medical care is especially problematic for dual eligible individuals who need to navigate across different payers

· MassHealth FFS + Medicare services = incomplete continuum of behavioral health services

· Lack of integration fosters cost-shifting and underinvestment 

· Medicare and MassHealth coverage rules create unintended incentives for cost-shifting among providers and between payers

· Providers and payers can avoid costs by transferring beneficiaries from one service/setting to another that is the responsibility of a different provider/payer 
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B. Proposed Demonstration Model
· Target population

· 115,000 MassHealth beneficiaries ages 21-64 with full MassHealth benefits and are eligible for Medicare

· No current access to an integrated care model

· Service delivery system 

· Statewide integrated care model to be procured through bidding process

· MassHealth proposed contracting with entities using combined Medicare and Medicaid funding

· Integrate comprehensive care using a person-centered approach

· One global payment for MassHealth and Medicare services, a broader continuum of behavioral health services, and community support services

· Will want entities with demonstrated experience and competencies in serving individuals with disabilities, chronic behavioral health diagnoses, and chronic medical problems 
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B. Proposed Demonstration Model (Cont.)
· Service delivery system (Cont.) 

· Integrated care entity baseline requirements

· Administer Medicare and MassHealth benefits jointly so participants experience coverage as a single integrated program

· Foundation of primary care practices with patient-centered medical home core competencies

· Health Information Technology

· Highly developed acute, primary care, behavioral health, and LTSS provider
networks 
· Key design principles of proposed model

· Person-Centered Care 

· Comprehensive Care Coordination

· Accountability for Delivery of Covered Services

· Improved Health Information Technology

· Quality Management

· Administrative Simplicity

· Financial Integration

· Reduce Health Disparities
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Proposed Demonstration Model (Cont.)
Table 1: 2008 Dual Eligible Adults (ages 21-64) in FFS: Per Capita Annual Spending by Payer and Type of Disability2
Is a bar graph and it displays:

31% of duals have physical disabilities and their per capita annual spending is
$10,280 on Medicaid and $17,363 on Medicare

64% of duals have mental health/substance abuse and their per capita annual spending is

$10,280 on Medicaid and $17,363 on Medicare

13 % of duals have developmental disability/MR and their per capita annual spending is

$50,410 on Medicaid and $11,848 on Medicare

2 % of duals have alzeheimer’s/dememtia and their per capita annual spending is

$41,643 on Medicaid and $31,868 on Medicare

Within the target population are distinct groups of beneficiaries with a wide array of care needs, health conditions, and spending profiles.

2 Preliminary analysis on MassHealth’s linked Medicare and Medicaid data set for Dual Eligible Adults ages 21-64 – CY2008.
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B. Proposed Demonstration Model (Cont.)
Table 2: 2008 Dual Eligible Adults (ages 21-64) in FFS: Combined Medicaid and Medicare PMPM Spending by Service Category, with and without Chronic Diseases3
Two Pie are displayed 1. With Chronic Diseases (81,949 members) = $2,445 and 2. is Without Chronic Diseases (25,503 members) + $1,392

1. With Chronic Diseases (81,949 members) = $2,445

Long-Term Supports and Services = $868, 35%
Acute Hospital or other Acute Facility Care = $73, 3%
Drugs, DMS and Diagnostics = $469, 19%
Physician/non-physician practitioner =  $285, 12%
Transportation = $762, 31%
2. Without Chronic Diseases (25,503 members) = $1,392

Long-Term Supports and Services = $889, 64%

Acute Hospital or other Acute Facility Care = $102, 7%

Drugs, DMS and Diagnostics = $192, 14%

Physician/non-physician practitioner =  $168, 12%

Transportation = $42, 3%

Individuals with chronic diseases spend significantly more on acute hospital care, prescription drugs, durable medical equipment and diagnostics than those individuals without chronic diseases.

3 Preliminary analysis on MassHealth’s linked Medicare and Medicaid data set for Dual Eligible Adults ages 21-64 – CY2008.
Slide 12

B. Proposed Demonstration Model (Cont.) 
 Draft Covered Services 
Medicare Services
Medicare primary payer for:

Part A Hospital Insurance: helps cover inpatient care in hospitals, including critical access hospitals, and skilled nursing facilities (not custodial or long-term care). It also helps cover hospice and some home health care. 

Part B Medical Insurance: helps cover doctors’ services and outpatient care. It also covers some other medical services that Part A doesn’t cover, such as some of the services of physical and occupational therapists, and some home health care. 

Part D Prescription Drug Coverage: helps cover prescription drugs. Private companies provide the coverage. Beneficiaries choose the drug plan and pay a monthly premium. 

Current Medicaid State Plan Services
Medicaid primary payer for:

Adult day health services

Adult foster care services

Chronic disease inpatient hospital services

Day habilitation services

Acute treatment services for substance use disorders

Clinically managed high intensity services for substance use disorders

Emergency services programs

Psychiatric day treatment

Dental services

Family planning services

Hearing aid services

Nurse midwife services

Nursing facility services

Orthotic services

Personal care services

Private duty nursing services

Transportation services

Vision care

Medicaid provides coverage for many Medicare-type services after Medicare has been exhausted.

Medicaid pays for Medicare cost sharing for certain dual eligibles.

Additional Behavioral Health Diversionary Services
Mental health and substance use disorder diversionary services will provide clinically appropriate alternatives to inpatient services or support individuals returning to the community following an acute placement or provide intensive support to maintain functioning in the community. 

Crisis Stabilization 

Community Support  Programs

Partial Hospitalization

Structured Outpatient Addiction Program

Intensive Outpatient Program

Inpatient-Outpatient Bridge Visit

Additional Community Support Services
Community support services will promote independent living and help avert unnecessary medical interventions, e.g., avoidable or preventable emergency department visits.

May include these and/or other services, subject to further analysis:

Personal care assistance

Home modifications

Assistive technologies

Peer support

Paraprofessional health coaches:

· Wellness

· Nutrition

· Chronic disease self- management
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B. Proposed Demonstration Model (Cont.)
· Financing model
· Proposed new financing mechanism 

· At state level, combine Medicare and Medicaid funds for those who enroll in an integrated care entity 

· CMS would provide Medicare funds and delegate responsibility to Massachusetts for ensuring provision of care

· Global payment from MassHealth to contracted integrated care entities

· Full set of covered services, administrative costs, and care management costs

· Risk adjust payment to be sufficient given the risks and health needs of population

· Establish appropriate risk and shared savings arrangements

· Preliminary actuarial analysis supports prospect for overall (Medicare + Medicaid) savings in year one 

· Based on linked Medicare and Medicaid data for Massachusetts’ dual eligible adults (CY2004 – CY2008)

· Proposed model expected to impact inpatient hospital, emergency room and pharmacy costs by expanding service options and by placing participating integrated care entities at risk for providing the right care at the right time in the right setting
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C. Policy Rationale for Proposal

· Ineffective payment incentives, absence of comprehensive care coordination, insufficient care options, conflicting rules and practices in parallel silo systems, and lack of full accountability for a person’s care and quality of life are reasons for

· Significantly higher Medicare and MassHealth spending on their dual eligible populations than on their non-dual eligible populations

· Less than optimal outcomes for dual eligible individuals

· MassHealth proposed removing these barriers, adopting the following principles for care for dual eligible individuals

· Replace financial incentives for discrete services with incentives for holistic, person-centered care

· Incent and allow flexibility for the individual and care providers to develop and engage in care together

· Create a single clear path of accountability for outcomes, individuals’ satisfaction, and optimal use of resources 

· Protect individuals’ rights consistent with both Medicare and Medicaid principles

· Create opportunities for shared risk and mechanisms to share savings with the integrated care entities, and invest in additional supports and services that will improve the beneficiaries’ outcomes and experiences
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2) Overview of Capacity and Infrastructure

· Massachusetts proposed to build integrated care demonstration model using MassHealth’s extensive knowledge and experience with managed care programs for elder dual eligibles and for Medicaid-only beneficiaries

· For nearly two decades MassHealth has had mandatory enrollment in managed care for individuals who are: under age 65, without third party insurance or Medicare, and not residing in
a facility

· Worked closely with the federal government to develop and implement voluntary comprehensive managed care programs for elders 

· PACE implemented in Massachusetts in 1990

· SCO implemented in 2004

· Strong platform of infrastructure, experience, and institutional history working collaboratively with CMS

· Extensive experience administering acute, specialty, primary care, behavioral health, and facility-based and community-based LTSS

· Currently evaluating external resources and their ability to support the demonstration design work
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3) Description of Current Analytic Capacity

· Analytic capacity
· Experience using both FFS claims data and MCO encounter data to support program management, policy and program development, rate development, risk adjustment, and financial and quality measurement
· Linked Medicare and Medicaid data
· Access to linked Medicare and Medicaid data for Massachusetts dual eligible adults ages 21-64

· Multiple years experience working with linked Medicare and MassHealth data for elders

· Draft analytic and actuarial plan that will be refined based on information from stakeholders and ongoing iterative analyses

· Expand the profile of the target population

· Identify service mixes that would improve successful independent living and reduce utilization of high cost services

· Project population based savings

· Model different strategies for providing global payments to integrated care entities including appropriate incentives for quality improvement (shared savings, quality thresholds, performance incentives)

· Develop and test methodologies for integrating the Medicare and Medicaid funds at the state level (e.g., risk corridors, shared savings options)
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4) Summary of Stakeholder Environment
· Convened a consumer advocates group of more than thirty organizations that serve dual eligible adults ages 21-64

· Engaged other state agencies that serve the target population

· Planning to broaden stakeholder engagement to include focused beneficiary input and public meetings for all interested parties (e.g., potential bidders, providers, health plans, professional associations, academics, advocacy groups, and contracted managed care plans)

· MassHealth will seek input from a broad spectrum of stakeholders through the release of a Request for Information on integrating Medicare and Medicaid for dual eligible adults ages 21-64
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5) Timeframe 
6) Budget and Use of Funds
5)  Timeframe 


MassHealth’s key milestones towards successful implementation of a 
demonstration include: 

· Releasing a RFI in March 2011 

· Drafting the Request for Responses (RFR) in the fall of 2011

· Releasing the RFR in January 2012

· Awarding contracts to integrated care entities by fall of 2012

6)  Budget and Funding


Massachusetts requested $1M to develop its integrated care demonstration model 
for: 

· Staffing and consulting for project management, program development, 



analytics, and information services 

· Actuarial support to evaluate and design all components related to the 



proposed financing model

· Broadened member input and stakeholder engagement activities (e.g., beneficiaries discussion groups, provider forums, public meetings)

· Development of quality metrics and an evaluation plan 

· Travel necessary to support the design activities
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Design Contract Timeline
CMS Design Contract funding begins 4/11
Monthly Calls with CMS 4/1-10/1/11

Proposal due to CMS on 10/11

Final Report to CMS 11/11

CMS approves demonstration proposal for implementation 1/12

Consumer Advocates meetings: 2/28/11, 5/5/11,7/11, 9/11

Open Meetings; 6/11, 8/11

RFI Released 8/11

RFI responses dues 4/11

Member Focus Group 5/15/2011 to7/1/2011
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Minimum Demonstration Proposal Elements

· How the demonstration proposal will:

· Achieve overall goals of better health, better care, and lower costs through improvement

· Lead to improvements in access, quality, and reduction expenditures

· Improve the actual care experience and lives of eligible beneficiaries (including findings from beneficiary focus groups)

· Impact Medicare and Medicaid costs

· Fit with current Medicaid waivers, state plan services, existing managed long term care
programs integrated care programs, and other health care reform efforts

· Detailed description of:

· Target dual eligible population/subpopulations

· Proposed delivery system and program elements 

· Plans to expand to other populations or service areas

· Proposed payment reform and payment type

· State’s infrastructure and capacity to implement the demonstration

· Key performance metrics and process to promote improvements in access, quality, satisfaction and efficiency

· Plans to engage Internal and external stakeholders 

· Scalability and replicability in other settings/states

· Proposed evaluation design, including key metrics to examine quality and cost outcomes

· Overall implementation strategy, timeline, and funds needed to support the infrastructure for the demonstration

Slide 21
Design Activities
· Consumer Advocates Meetings

· February 28, 2011

· May 5, 2011

· July 2011

· September 2011

· Member Focus Groups

· April 2011 through July 2011

· Opening Meetings 

· June 2011

· August 2011

· Procurement

· RFI – release March 2011

· RFR – release January 2012

· Data/Actuarial Analysis for Demonstration Proposal

· February 2011 to September 2011

· CMS Contribution

· Rating Categories

· Shared Savings/Risk

